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Alameda Health System

* Public hospital authority for Alameda County

* 4 ambulatory clinics, acute care hospital and trauma
center, psychiatric hospital, rehab hospital

* 2 more new hospital acquisitions

* Primary care clinics staffing and patients
— 45 provider FTEs

— approximately 320,000 visits per year
— Patients: 37% Latino, 36% African American, 16% white, 10% Asian

A ALAMEDA

HEALTH SYSTEM




Hope Center

 Launched January 2013
 Ambulatory-ICU model
e Patients engaged from inpatient at Highland
e 120 enrolled, about half active in case mgmt

 Team includes 2 RN case managers, LCSW,
CHW, MA, PCP, as well as other supports

e Outcomes measures include annual
admissions, bed days per year

2 ALAMEDA
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San Francisco Health Network

* County system with 14 primary care clinics,
hospital-based and community-based

* Approx. 91 provider FTEs

* 70,000 patients

— 32% Hispanic, 24% Asian, 20% White, 19% Black, 4% other
— Median age: 45
— Insurance status: 64% public insurance, 35% uninsured



Complex Care Management

First program launched February 2012

Recent merger of 3 programs into one

Primary care embedded at 4 sites, plans for 5
Population: 3 or more admissions in 12 mos
Capacity/goals: 200-250 active, 200-250 graduates/year

Outcomes measures include hospital days pre/post, ED
visits pre/post, patient and provider satisfaction



West County
Health Centers

Caning for our Communities

a california a\wwﬁ,center

A

Western Sonoma County
Non-profit FQHC with 7 clinic sites
13,000 patients
Primary care, dental, mental health,
wellness, teen, HIV
Staff: 119 FTEs, 26 medical providers
S1M+ uncompensated care, 2012
40% patients at or below FPL



Complex Care Management

Primary care-embedded, no separate enrollment
Team: provider, MA, coordinator, RN case
manager, behavioral health, patient navigator
Patients: high utilization, high total cost of care

5 — 10 patients per team in complex care services
Intake includes a home visit

Care includes acuity score, reassessed monthly
Case conferences are important part of team’s

work to support patients

West County
Health Centers

Caring for our Communities

a california lewﬁcenter
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Who would you select for complex care
management?




What information do you need to make a
decision?




Key Questions for CCM Programs?

What are our desired program outcomes?
Over what time frame do we need to achieve them?

What are the assets and gaps in the health delivery system in
which we will embed the program?

What tools will we pull together in our approach?

What resources/data are available to identify high-risk
patients?

How will we approach risk-stratification within the population
we select?

How will we go about designing the initial patient selection
approach?

How will we improve our approach?



CCM Programs: Drops in Potential




Key Questions for CCM Programs?

What are our desired program outcomes?
Over what time frame do we need to achieve them?

What are the assets and gaps in the health delivery system in
which we will embed the program?

Goal: Align Population, Intervention, & Outcomes
o Prioritize and agree upon outcomes of interest
o Agree upon the time in which outcomes should be achieved

o ldentify the population in which you hope to achieve these
outcomes

o Match the planned staffing/resources and interventions to
the target population to achieve the desired outcomes



Patient Selection

 Search for the Holy Grall

o Select a population at risk for future poor outcomes & costs
for which planned CCM interventions
can improve outcomes




Finding the Sweet Spot - Care Sensitivity

No single approach — align population & intervention

Identify windows of opportunity for intervention — utilization
|dentify care gaps that CCM can address — poor disease control
Engage the patient

Population Volume

Intensity of Tlness & Healthy

Greatest Opportunity?

< Chronic
Ilinesses
Greatest Opportunity?

< Medically
Complex/

: High Utili
Greatest Opportunity? ' e

\ntensity and Specificity of ﬁiterveng‘on



Key Questions for CCM Programs?

What tools will we pull together in our approach?

What resources/data are available to identify high-risk
patients?

Goal: Apply best available tools to best available data to
get started

Tools « Data Sources
* Quantitative * Claims
* Qualitative « Data Warehouses
« Hybrid * Surveys

 Clinicians



Quantitative Approaches

Claims-based risk prediction

Acute Care Utilization focused

High-risk condition or medication focused
Multifactorial Risk Assessment

Qualitative Approaches

Referral by clinician or care team
Patient self-referral



Hybrid Approaches

« Quantitative with qualitative gate
 Qualitative with quantitative gate

« Case Study: Cambridge Health Alliance Approach

F Cambridge Health Alliance

A COMMUNITY OF CARING




lora Worry Score supports population health, focusing
resources to have the most impact

lora Worry Score 2.0
Our objectives
* A clinically meaningful stratification tool for targeting patient recruitment and population health management
* Consistent use across populations, practices, and processes
* Multiple, independent data sources (e.g. subjective; clinical, claims, patient-reported data) to lead to consistent scores
* Transparent, straightforward algorithm - Not a black box

Scores and Actions

e 10 9 8 7 2 1

Complex, Complex, Complex,

Patients with... chronic chronic chronic Complex,
disease; disease; disease; chronic Complex, Multiple Multiple Single Single General
Active High prob of High prob of disease; chronic clinical clinical clinical clinical pop.;
acute acute event  acute event  Out of disease;  issues; issues; issue; issue; No active
event innext30d  innext90d  control In control Not at goal At goal Not at goal At goal issues
Target caring/ Daily huddle/ Biweekly Weekly Monthly Every six Alternate Quarterly Every 4 Biannual Annual
planning Home or huddle huddle huddle weeks month huddle months huddle huddle

hospital visit huddle huddle huddle

22



Key Questions for CCM Programs?

How will we approach risk-stratification within the population
we select?

Goal: Prioritize and direct effort towards the highest risk,
most care sensitive patients

Risk Stratification
o Clinical assessment B
+ Informal 1oranealth
* Qualitative Tiering
o Automated
« Case Study: lora Health Worry Score



Key Questions for CCM Programs?

How will we go about designing the initial patient selection
approach?

How will we improve our approach?

Goal: Use a process that engages stakeholders early & often
and continuously improve it

Who?
o Delivery system & program leaders »
o Primary care & CCM teams Level One Care for ALL
o Analysts

Case Study: Denver Health



Who would you select for complex care
management?




Questions?

Thank you!

Contact: cshong@partners.org



Key Questions for CCM Programs?

What are our desired program outcomes?
Over what time frame do we need to achieve them?

What are the assets and gaps in the health delivery system in
which we will embed the program?

What tools will we pull together in our approach?

What resources/data are available to identify high-risk
patients?

How will we approach risk-stratification within the population
we select?

How will we go about designing the initial patient selection
approach?

How will we improve our approach?
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Ethnographic Research as
Foundation of Program Design

Suneel Ratan, MPP
Melissa Marshall, MD
Community Health Center Network

= Commumty Health
= Center Network




Ethnographic research definition and
purpose

* Wikipedia: Conducting
research from the ‘point
of view of the subject of
the study’

 QOur goal: Get 360-
degree view of high-
utilizer patients —
preferably in home
settings — to inform
program design

7/29/2014 30



Overall approach

Interview at least 30 high-utilizer patients

Preference toward home interviews to understand
home environment

Interviews of 90 minutes to two hours

Personnel: Variety of skill sets, primarily one LCSW
and one doctor of public health



Key Steps

Define patient population

Draw sample

Develop interview protocol and tools

Conduct interviews

Tabulate responses

Step back to draw inferences, establish personas



Patient population definition

Started with top 15 percent — then narrowed to top 5 percent / high hospitalization risk

Percentage of population Percentage of costs

Getting total cost of care data from health plans is critical

7/29/2014 33



Tools

Questionnaire / interview guide

— Tension between impressionistic story telling and
guantitative data gathering

Environmental assessment

Photo release

Livescribe pen and notebook

Qualtrics-based post-interview questionnaire
S50 grocery store gift cards as incentive



The interview: Teasing out stories

Life story dimension Key characteristics

Story of your childhood Family of origin stability, childhood
trauma, poverty status, education,
language, literacy, immigrant / native

Story of your life today Housing, nutrition, transportation,
substance use / abuse, functional
limitations, social connectedness,
technology use, life goals

Story of your health Conditions, medications, experience of
health care system

7/29/2014 35



Conducting the interviews

 Conducted 32 interviews between April and June
2014

— Those successfully contacted generally responsive, except
for some in throes of crisis

— Key characteristics of individuals not successfully
contacted

 Homeless / housing insecure
* Severely mentally ill

* Interviews conducted in English, Spanish, Cantonese,
Mandarin



Selected Statistics n=30

84% 85%

Grew up in poverty Experienced childhood
trauma

19% 65%

Feel healthy Have functional

limitations that limit
his/her ability to perform
the activities of daily
living

37%

Express being lonely

63%

Talked about stress in
their lives



Resilience of
Members

Role of
Caregiver

What is
most
important to
the patient?

Importance
of Housing

ER/Hospitals
Used for
Convenience

Family
support /
Spiritual
Support

90%
Childhood
Trauma

Behavioral
Health
Component

Pet Support




Contact information

Suneel Ratan, Chief Strategy Officer
sratan@chcnetwork.org

(510) 297-0405

Melissa Marshall, Chief Medical Officer
mmarshall@chcnetwork.org

(510) 297-0217

= Community Health
= Center Network
tting the standard for Contmunity Health Care

7/29/2014
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Center for Health Care Strategies (CHCS)

Maria Raven, MD, MPH, MSc
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( : | | ( : Center for
Health Care Strategies, Inc.

Advancing access, quality, and cost-effectiveness in publicly financed health care

Outreach and Engagement of Complex Medicaid Populations:
Lessons Learned from the New York Health Home Experience

Northern California Regional Convening:
Improving Care for Patients with Complex Care Needs

Oakland, California

July 30, 2014

Rachel Davis
CHC Center for Senior Program Officer, Center for Health Care Strategies

Health Care Strategies, Inc.

www.chcs.org



A non-profit health policy resource center dedicated to

CHCS advancing access, quality, and cost-effectiveness in
publicly financed health care

Center for Health
Care Straregies, Inc.

» Priorities: (1) enhancing access to coverage and services; (2) integrating
care for people with complex needs; (3) advancing quality and delivery
system reform; and (4) building Medicaid leadership and capacity.

» Provides: technical assistance for stakeholders of publicly financed care,
including states, health plans, providers, and consumer groups; and
informs federal and state policymakers regarding payment and delivery
system improvement.

» Funding: philanthropy and the U.S. Department of Health and Human
Services.

CHCS Center for
Health Care Strategies, Inc. 42



The New York Health Home Experience

* Live since January 2012
* Currently targeting high-needs, high-cost Medicaid patients

* First health home program in US to include direct payment for
outreach activities

* Over 35 distinct entities designated as health homes
 CHCS interviewed 12 for best practices
* |Issue brief available at www.chcs.org

CHCS 58% G sunegiesiine 23



Challenges

- Lack of adequate contact information

« Limited upfront data on member needs
 Cultural and linguistic barriers

- Traveling inefficiencies

- Lack of awareness of programs

; ot ..‘ ‘\
( : | | ( :S Center for
Health Care Strategies, Inc. 44



CONSIDERATIONS

Staffing Structure

* Dedicated outreach staff seem most effective
e Skill sets are more important than credentials
e Ability to think creatively
e Strong people skills
* Multi-lingual

* Independent

e Staff should have familiarity with the

community’s culture, needs, geography and
resources

CHCS mE & smmin

45



CONSIDERATIONS

Data

 Go beyond claims data:
e Electronic health records
 Managed care organizations
* On-line search engines
* Inmate lookup services
* Returned mail

* Facebook

* Health Information Exchanges
 Seek out data-matching opportunities with a variety of partners
* Real-time access is key
 Comprehensive and centralized IT structure is a plus

CHCS Center for
Health Care Strategies, Inc. 46



CONSIDERATIONS

Developing Relationships with Partners

 Data Exchange Application and Agreements and Business
Associates Agreements for as much data-sharing and
collaboration as possible

* Explore possibilities to co-locate outreach staff in community-
based locations

e Coordinate closely with relevant hospital departments (e.g.,
psychiatry, chemical dependency)

* Referrals and warm-hand offs
* Possible cross-training opportunities

CHCS 58% G sunegiesiine a7



CONSIDERATIONS

The Sales Pitch

Develop a strategy

* Which method of outreach should you use to convey what
time of information?

Invest in promotional materials

Aim for enrollment in the first conversation

Tailor the pitch to your audience m
SOLD!

CHCS 58% G sunegiesiine 8



CASE STUDY

The Washington State Mailing Campaign Experience

 Mail on a Tuesday
* Brightly colored stickers to distinguish from bills
 Emphasis on white space and simple language

e Signed in blue ink by MD in cursive

* Offer incentives

* Hand-written follow-up notes

e Self-addressed, stamped mail-back forms

CHCS Center for
Health Care Strategies, Inc. 49



Washington State Mailing Campaignh Results

Engagement of Hard-to-Find Members Before and After Enhanced Engagement Strategy

Initial Outreach Enhanced Outreach for Hard to Find

6 — oo

= 32% Reached by Contractor

68% Referred as Hard to Find ® 68% Agreed to Participate ® 6% Declined » 12% Ineligible - 13% Unable to Contact

Source: Washington Department of Social and Health Services, October 2010. Full presentation available at http://www.chcs.org/publications3260/
publications_show.htm?doc_id=1261169

C | I CS Center for
Health Care Strategies, Inc. 50



Washington State Sample Mail-Back Form

" 98 9]
9 ’ Tell Me About My New Services
) ‘) and the $10 Safeway Gift Card!
Here's How To Reach Me:

My phone numbers are:
«J.______________ Dus
J)____ Evenings
) CellPhone
> Messages

Best time to call me (mark al that are good):

Do we have the right language for you?

«Primary Languages
[ Yes, it’s rignt!
] No, ®e best language is:

Do we have the right address for you?

Yes, it's nght!
No, it's not right. See corrections marked

Name: «NAME»

Address: «Address Line 1y
aAddress Line 2»
aCitys, «Staten 2P Coden

Remember to send this form back in the endlosed envelope. You won't need a
stamp. i you would rather call %0 tell us haw % reach you, or let us know you
don't want to be contacted again, please call (206) 727-£270.

il 5
..‘ \I.;YY(I?“'( S’;‘Jl L """“'7.
~ - nml! Services Nt
( :l |( :S Center for
Health Care Strategies, Inc. 51




Engaging and outreaching to
vulnerable populations

Maria Raven, MD, MPH, MSc
Assistant Professor of Emergency Medicine
University of California, San Francisco

July 30, 2014 UCSF

University of Caliifornia
San Francisco




Housing affects health care

- Housing is a social determinant of health?!

- Homeless individuals have been shown to have higher
mortality rates and use of acute care services?

- Conversely, for certain segments of the homeless
population, the cost of housing provision is likely offset by
concomitant reductions in health care spending?

1. World Health Organization, Commission on Social Determinants of Health. Closing the Gap in a Generation: Health

equity through action on the social determinants of health. Available from: http://www.who.int/social_determinants/en

http://home2.nyc.gov/html/doh/downloads/pdf/epi/epi-homeless-200512.pdf

3. Burt MR et al. Medicaid and permanent supportive housing for chronically homeless individuals: literature synthesis
and environmental scan. Washington, DC: Office of Disability, Aging and Long-Term Care Policy, Office of the
Assistant Secretary for Planning and Evaluation, Department of Health and Human Services, 2011 (http://aspe
.hhs.gov/daltcp/reports/2011/ChrHomlr.pdf).

N



http://home2.nyc.gov/html/doh/downloads/pdf/epi/epi-homeless-200512.pdf
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http://aspe
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Program 1. New York State Medicaid

- Chronic lliness Demonstration Project (CIDP)

- Funded by New York State Department of Health
Medicaid Services to address high cost of fee-for-
service Medicaid beneficiaries

- Implemented within large public hospital system: New
York City Health and Hospitals Corporation

- PMPM on top of standard FFS reimbursements



L
Program 2: San Francisco Health

Plan CareSupport

- CareSupport
- Implemented in response to large influx of seniors and
people with disabilities (SPDs) in FY 11-12

- Funding from SFHP and grant from California
Healthcare Facilities Finance Administration to expand
program and rigorously evaluate



Homelessness, Medicaid, and health
plans

- Currently, many homeless individuals are Medicaid
eligible, but remain un-enrolled or have high “churn rates”

- Change projected with ACA implementation?

- SFHP Is anticipating this change
- Provision in current grant for transitional units
- Staff experience, training and field work
- Assessment questions

1. Kaiser Commission on Medicaid and the Uninsured: Medicaid Coverage and Care for the
Homeless Population: Key Lessons to Consider for the 2014 Medicaid Expansion



Program model

- Teams of BA-level care managers supervised by social
workers

- Rather than create parallel system of care, attempt to
maximize connections to existing health and social
services

- High-touch, patient-centered, holistic approach

- Encourage care managers to be accountable across
systems of care



What might influence health plans to be
housing stakeholders

- Payer mix

- Commercial vs. Medicare vs. Medicaid
- Risk arrangements

- Risk is financial responsibility

- More risk may mean more incentive to affect factors such as
housing

- Concentrations of of vulnerable members in specific
areas/housing units



Outreach to vulnerable populations

- Telephonic outreach and management does not
work, especially for homeless populations

- Difficult to find, keep in contact with

- Studies show mobile phones more common than
landlines

- Mobile phone possession and service can be
iIntermittent



Outreach to vulnerable populations

- Don’'t make assumptions: OK to ask “do you have a place
to stay right now” or “where are you currently staying?”

- Get Information about current living situation, and in past
1-2 years
- Can consider validated question set

- Additional information: doubled up/couch surfing, has a
place today but won’t tomorrow, or living in an unsafe
environment?

- Location, location, location
- Collateral contacts



Outreach to vulnerable populations

- Consider that non licensed staff may be more willing and
more effective in some situations

- Experience counts
- Interview candidates carefully

- Train staff appropriately
- Local resources
- Housing guestion set
- Motivational interviewing
- Trauma informed care

- Assure staff have adequate supervisory support



Program interventions that can benefit the
homeless

- Face to face visits: corner, coffee shop, hospital/ED
- Mobile phone technology

- Aggressive facilitation of housing applications

- Partnerships with substance use and mental health

- Formal partnerships with housing organizations:
— Bi-directional data sharing with patient consent/assent
— Patient tracking before and after housing placement

— Patient co-management (what can we take off your plate that
makes sense?)

— Group meetings for difficult cases



L
SFHP partnership with CSH and TNDC

- As part of SIF grant, 50 units in the newly renovated Kelly
Cullen Community (KCC) building set aside for 50 highest
cost homeless SFHP members

- Extensive outreach and work beyond “standard” job
description of CareSupport team

- All 50 units filled!
- Ongoing data sharing for evaluation



Mobile phone project

30.00%

25.00%

20.00%

15.00%

10.00%

5.00%

0.00%

Identified Calls (All Participants)

20.64%

24.49%

16.72%




Health system-housing partnerships are
key to ongoing outreach, engagement

- Health system Is entry (and underused
Intervention point) for homeless
— Many have spent more time in health care settings than realized

- Partnerships improve communication, reduce
care fragmentation

- Un-housed patients may delay getting care they

need
- Consideration for care planning and also analysis



Conclusions

- Expect increasing attention from State Medicaid programs
and other payers regarding the homeless population

- Figure out who partnerships make sense for from a
financial standpoint bearing in mind
- Who is paying for which services
- High cost portion of population
- Cost of intervention or services
- Whether needed services can be billed for

- ACA implementation may bring additional homeless
iIndividuals into coverage, increasing incentives for
partnerships with housing



L
Thank you

- Questions?
- maria.raven@emergency.ucsf.edu



mailto:maria.raven@emergency.ucsf.edu
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Lessons from Implementation of

the Intensive Outpatient Care
Program (IOCP)

Lisa Mangiante, MPP, MPH
Pacific Business Group on Health

Marcus Zachary, DO
Brown & Toland

Michael Kern, MD
John Muir Health



Health Care Innovation Challenge

Intensive Outpatient Care Program

Lisa Mangiante, MPP, MPH
Director
July 30, 2014

' « INTENSIVE
[ ‘o

- OUTPATIENT
o ) \ CARE PROGRAM

"PACIFIC BUSINESS GROUP ON HEALTH



The project described is supported by Grant Number
1C1CMS331047 — 01 — 00 from the Department of Health
and Human Services, Centers for Medicare & Medicaid
Services.

The contents of this presentation are solely the responsibility
of the authors and do not necessarily represent the otficial
views of the U.S. Department of Health and Human Services
or any of its agencies.
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What is IOCP?

* $19 million HCIA award to PBGH to support care re-design for
high-risk, medically complex patients
* Chronic conditions where hospital use can be reduced through

care coordination, self-management and provision of ambulatory
care

* Built on successtul pilots in commercially-insured population:
Boeing (Everett Clinic), PG&E and CalPERS (Humboldt-Del Norte
IPA)

* Initially Medicare--now Medi-Cal and Dual Eligible

Goal -- demonstrate it’s possible to improve care, demonstrate

scalability, and meet cost, clinical and patient experience metrics

-

o7 INTENSIVE
-
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Wave 1 & Wave 2 Partners

Wave 2 Partners

Wave 1 Partners

Brown & Toland

Cigna Medical Group (AZ)

John Muir Health

Partnership HealthPlan of CA

St. Joseph Heritage Health

Sharp Community Medical Group
Sharp Rees-Stealy

I I I SR

Sutter

1. Sutter Medical Foundation

2. Sutter Gould Medical Foundation
3. Sutter Pacific Medical Foundation
4. Palo Alto Medical Foundation (W2)

©IOCP 2014

1.
2.

&

Arizona Care Network (AZ)
Dignity Health Medical Group — Dominican

Dignity Health Medical Foundation — Mercy
Medical Group

EPIC Management, L.P.

Greater Newport Physicians
Presbyterian Intercommunity Hospital
Santa Clara County IPA

Scottsdale Health Partners (AZ)

Southern California Integrated Care Network —
San Bernardino

Southern California Integrated Care Network —
Ventura

St. Luke’s Health System (ID)

St. Rose Quality Care Network (NV)
The Polyclinic (WA)

Community Health Center Network

v
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IOCP By the Numbers

*  $29.6 million: projected savings over 3 years (total cost of care)
*  27,000: number of patients committed in HCIA award

*  15,000: goal by 6/30/2015 (absent no-cost extension)

°  6,800: number of patients enrolled since May 1, 2013

*  23: participating partners

*  26-250: monthly enrollment by group

. 5: states represented (CA, AZ, ID, NV and WA)

* 3 Year Metrics
> 5% reduction in hospital use and ED visits
> 4% improvement in clinical outcomes
> 2% - 4% improvement in patient experience

©IOCP 2014
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IOCP “Guardrails” to Engage Patients

* Care coordinators maintain longitudinal 1:1 relationship and as needed provide
warm handoff to relevant support services (e.g.,, home health, DME, behavioral
health, transportation, community care, Area Agencies on Aging)

* In IOCP, common mental health issues are depression and anxiety

At minimum, two way communication (phone, email or in person) between care

coordinator and patient at least once per month during acute phase, with intensity
decreasing as patients reach stability

Care coordinators complete a face-to-face “supervisit” within 1 month of

enrollment
*  Assessment with PAM, PHQ-2, and VR-12 tools; also medication
reconciliation

*  gathered through motivational interviewing.

*  Support patients’ Shared Action Plan (not a care plan), and work towards at
least one goal per year

24/7 access, with communication to care coordinator next business day

v
ol ;
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Key Learnings
*  Executive and clinical champion support necessary

. Enlist support for the program and to take an active role in patient engagement
*  Outreach by Medical Director engagement big factor in success

*  Engage office staff as well

*  Model works well when integrated into entire population strategy for high risk
patients

*  Challenging 1n dispersed provider environment (e.g., IPA vs. Foundation)

*  More patients than expected need assistance with Rx and visit co-pays, as well as
connection to Meals on Wheels (transportation was expected)

*  Strong project management is critical

v
oy ;
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Key Learnings
*  Staff recruitment can be a challenge
*  Geography
* Culture shift to a different kind of nursing

* Takes time for coordinators to be comfortable
with new approach

* Attributes: empathy, listening, value longitudinal
relationships with patients

* For some, this approach simply not in comfort
zone

* Big impact on enrollment when there 1s staft transition,
vacation or leave

-
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The project described 1s supported by Grant Number 1C1CMS331047 —
01 — 00 from the Department of Health and Human Services, Centers
for Medicare & Medicaid Services.

The contents of this presentation are solely the responsibility of the
authors and do not necessarily represent the otficial views of the U.S.
Department of Health and Human Services or any of its agencies
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Physician/Patient Engagement

Help me help you

Dr. Marcus Zachary
Senior Medical Director at Brown and Toland Medical Group.

July 30, 2014

Confidential / For Internal Use Only / © 2013 Brown & Toland Physicians
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Brown and Toland Medical Group

Brown & Toland’s 1,700 primary care and specialist physicians
care for more than 300,000 HMO and PPO patients, in the San Francisco Bay
Area. (As of 8/1/11, Alta Bates Medical Group from East Bay is now part of

Brown & Toland.)

= Using the latest technology, Brown & Toland has connected independent
physicians and hospitals to improve health care quality and reduce costs.

= Brown & Toland first to demonstrate to FTC as a clinically integrated IPA
model (can do HMO and PPO contracts for our providers)

Confidential / For Internal Use Only / © 2013 Brown & Toland Physicians
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How did we get here ?

« 3 years ago BTMG went into total cost of care with
CMMI/CMS via its Pioneer program. Our first ACO
program.

 Since have expanded into commercial HMO and PPO
ACO

« Marketplace shifting (again) away from FFS back to total
cost however financials tied to outcomes/quality

 Participation in these programs requires prospective
identification of patients and broad partnerships




COMPLEX CARE MANAGEMENT
DISEASE MANAGEMENT
CARE COORDINATION

ACUTE CARE & POST-ACUTE CARE

MEDICAL NEIGHBORHOOD

PRIMARY CARE

Healthcare Expenditures
sjuaijed Jo JoquinN

V POPULATION HEALTH

Patient Identification and Determination of Need

Confidential / For Internal Use Only / © 2013 Brown & Toland Physicians
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Coordinated Care Across the Continuum

Risk Score Index

A
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Assemblage of Scalable Infrastructure

Care
Coordination

Physician Patient
Engagement Engagement

Population
Health

Practice Quality
Management Improvement

Data &
Analytics

Confidential / For Internal Use Only / © 2013 Brown & Toland Phy:
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Reorganizing a network

« Initial approach prospective pursuit of high risk patients
* Physician agnostic

« Moving towards a “pod” approach which essentially creates network
concentration of resources without physical co-location

» Providers have complete care teams comprised of: their physician
services rep, an outreach coordinator, social worker, inpatient and
outpatient care managers, utilization nurse

Confidential / For Internal Use Only / © 2013 Brown & Toland Physicians
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Now what ?
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Patient Identification

 Suite of applications geared towards the analysis of
patients in context with the primary care providers
Including predictive logic

* |[npatient care managers meeting patients at hospitals and
other inpatient facilities

* For HMO, can use authorizations

« Monitor utilization patterns particularly hospital and ER
usage

« Disease management programs

« But most important is our provider network, the physicians
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What we did first...

« Used applications to identify high risk patients to create
pursuit lists

« Nurse/care managers cold called the patients

* Many of the contact numbers were bad (from plans) so
time wasted

 Patients did not understand why we (BTMG) were calling;
“‘why is the health plan calling me?” “How did you get this
information?”

« A not insignificant amount of these patients had passed
away
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What we did next...

« The nurse and/or coordinator called the physician’s office

« Main objective was to verify the contact number, get some medical
history on the patient, and ideally have the doctor validate that the
person was appropriate to contact

* Oh, verify the patient still alive

* In addition, a nurse practitioner reviewed the electronic medical chart

« Time consuming and often times unsuccessful getting all the
Information we needed

» Level of successful patient engagement did not improve
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And then...

 After attending one of the IOCP/PBGH meetings,
we incorporated some of the shared strategies
and things got better!!!!
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Current Approach

« Start with the identified patient population submitted to IOCP/PBGH

« Ranked the providers purely on volume of those patients in their
practice

« Each provider’s panel risk stratified

« Medical Director (me) email’s provider with introduction and the “ask”

« Send the list

« Follow up in 2-3 weeks and set up meeting

* Meet the provider in their office and bring my team, usually a nurse
practitioner, social worker, and physician service rep

« Get what you can from the provider

 Distribute to the wider complex care management team

* Close the communication loop with the provider



B rovsToLanD
Results????

*Averaging 90 % successful
patient engagement rate!!!!
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Hints on how to make the provider “ask”

* The first email is simply a cry for help

« Keep the expectations low. The provider can get overwhelmed if 100s
of patients so say can you give me just 30 names

* Be very specific regarding the criteria of the patients you seek

 MUST get clinical information too

» Use the face to face meeting to educate the provider about all the
services available and who you are looking for

« Give them easy way to contact you

« Train the whole team to always loop back with the provider. Its not
about the short term but the long term
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Evolving processes

 Providers identify patients for us and “task” care
management via the enterprise platform (self sustaining
referrals)

* Quarterly “rounds” with engaged providers to both report
out and reload

* Integrated pods/teams will include referral nurse, clinical
nurse, physician service reps, social worker




M’" BROWN & TOLAND
=21 PHYSICIANS

Axi Title

350.00

300.00

250.00

200.00

150.00

100.00

20.00

0.00

Pioneer ACO Admits/k
A
|
—— Admits/k
Linear (Admits/ k)
§F E R 23 3 F B &3 o8
= =2 = " th=Z == " =




J s ‘7 _ .
. .

@ g
-

-
S

Y

77| |

Intensive Outpatient Care Program
and the John Muir Medical Home

Mike Kern, MD
Medical Director

() JOHN MUIR



John Muir Medical Home
Contra Costa Market Context

95

John Muir Health: two general hospitals, a psychiatric
hospital, and a foundation model physician organization

Approximately 1000 MD’s in private practice, with a 140
doctor primary care group, including hospitalists

Large managed care and CMS ACO populations served
by foundation

Medical Home (MH) pilot to improve service quality, and
provide integrated care planning and interventions for
complex patients at high risk for adverse health
outcomes, high service use, and high costs

MH Case Manager based in primary care practice, for

the purpose of assisting the physician and healthcare
team

John Muir Health — proprietary and confidential = &S\ HEALTH



Our Embedded Medical Home Model

« Concord site chosen with 14 PCP’s practicing in single office,
with about 25,000 patients
— MH opened in 2010

— Subsequently replicated at Rossmoor, Brentwood, and Walnut
Creek sites

— Different sites, different demographics, similar outcomes
» Physician leadership strongly supportive of the MH model

« Patient mix includes large Medicare ACO and Medicare
Advantage populations

RN Case manager and Healthcare Coordinator embedded
Into practice
— Facilitates face-to-face engagement with patients, physicians, and
practice staff to implement MH concepts
- Standardized training for MH staff using the Johns Hopkins
“Guided Care” model

96

JOHN MUIR

John Muir Health — proprietary and confidential HEALTH



Our Central Medical Home Model

]OHN MUIR
6 HEALTH




|OCP and the MH model

« John Muir Health joined Wave 1 of the collaborative In
2012

* |OCP brought more rigor into our patient engagement
process

- Emphasis on social issues, depression screening,
patient activation measurement

« Data submissions to Milliman expected to provide more
Insight into what we are doing intuitively

o5 JOHN MUIR

John Muir Health — proprietary and confidential HEALTH



The Future of the MH model

« MH enhancements

— Palliative Care: ambulatory palliative care, palliative
care 101 for the practicing physician, and palliative
care in the SNF

— Behavioral health: co-location of psychiatric NP’s in
the Outpatient Care Centers, leading to integration of
BH within the PCP practices

— Pharmacy: anticoagulation, poly-pharmacy, diabetes
care

— Specialists: key SP to move the MH model to a
Medical Neighborhood concept

o & JOHN MUIR
John Muir Health — proprietary and confidential HEALTH



Concerns for the Future Model

— Can a virtual multispecialty group model succeed as a
MN without financial integration?

— How can we best make use of big data, risk
adjustment, and other analytics?

— Can we provide near real time measurement of
Interventions on key clinical outcomes, and
emphasize the interventions that work best?

— Can we pay our physicians for the value they create,
and not just for the services they provide?

o JOHN MUIR

John Muir Health — proprietary and confidential HEALTH



Results to date: Change in Utilization

 MH enrollees experience a dramatic drop in
iInpatient utilization

Medical Home Group

Medical Home
VS.
Control Group

% Change
Pre vs. Post Enrollment

% Utilization Change

Discharges

-38% -20%
Observation 599, -31%
Outpatient -13% -8%

In 2013, 1730 hospital admissions were avoided

in the MH population
OHN MUIR
10 John Muir Health — proprietary and confidential HEALTH




Challenges and Lessons Learned

- Engaging physicians is key
— About half the doctors using services regularly; others referring
patients less often
» Appropriate patient selection difficult and engagement
requires effort
— Behavioral or social problems can be a barrier

— Only 2-5% of patients are sick enough to warrant this level of
management

— Need to identify “rising risk” patients and manage them in a less
costly yet effective way

« Coordination with inpatient team is a work in progress
— Care transitions are a vulnerable phase for the frail patient
— Readmission reduction is crucial to success

o JOHN MUIR

John Muir Health — proprietary and confidential HEALTH
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Approaches to
Trauma-Informed Care

Rachel Davis, MPA
Center for Health Care Strategies

Laurie Lockert, MS, LPC
CareOregon



Northern California

Regional Convening:
Improving Care for Patients
with Complex Needs

July 30%, 2014
Oakland, California

Approaches to Trauma
Informed Care

Presenters:

Rachel Davis, Center for Health Care Strategies
Laurie Lockert, CareOregon
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Who is Jake?

* 30yrold male
* New to health plan

» At time of engagement:
e Homeless (July 2013)
e 19 ER visits since April 1
* EMR Note stating
"Aggressive Behavior”




Jake’s “Problem List”

Alcohol dependence in remission

Self-injurious behavior Hand Pain
Renal calculi Cannabis abuse

Antisocial personality disorder
Vaccine refused by patient

ICH Benzodiazepine abuse, continuous
GAD (generalized anxiety disorder)

Noncompliance with medication treatment due to overuse of
medication  Acute bronchitis . _ .
. . . Hx of suicidal ideation
Bipolar disease, manic

Drug-seeking behavior ~ Hand fracture Panic disorder

PTSD (post-traumatic stress disorder)
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What Lisa learned from Jake...

He loves dogs and likes to help
elderly people

He is meticulous in grooming
and keeping his surroundings
clean

He enjoys landscaping and yard
work

He would ask to walk on the
street side of Lisa so she would
not be splashed

He insisted on opening doors for
her *"my mom taught me to be
respectful”

of Jake’s Medical Record

Joined white supremacy group which provided a
place where he could belong

DX of borderline intellectual functioning in
elementary school

Acknowledged substance abuse to address mental
health symptoms

He and his mother were physically & verbally
abused by an alcoholic father — he requested a
female provider due to this abuse (“it is hard not to
freak out when guys touch me”)

Easily overwhelmed by loud voices, large numbers
of people and language that is "over my head”

/




What Happened?

Built trust : listened,
transparency, client’s pace

|dentified goals: new PCP
and stable housing

Plan ahead:
communicate

future steps check for understanding
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Advancing access, quality, and cost-effectiveness in publicly financed health care

Trauma Informed Care:
Overview and National Case Studies

Northern California Regional Convening:
Improving Care for Patients with Complex Care Needs

Oakland, California

July 30, 2014

Rachel Davis
CHCS Center for Senior Program Officer, Center for Health Care Strategies

Health Care Strategies, Inc.

www.chcs.org



What is Trauma Informed Care?

* Instead of asking “What’s wrong with you?”
asks: “What happened to you?”

* Recognizes that trauma has effects on
physical health outcomes, behavior patterns,
and the physiological ways that information
gets processed

* Acknowledges that many “problem”
behaviors survivors exhibit are actually coping
mechanisms

* Guides systems in how to avoid re-
traumatizing individuals

CHCS b I:Ellz'( r|r Strategies, Inc. 110



Trauma Informed Care vs. Trauma Treatment

 Trauma informed care is a lens that
organizations or staff can adopt to better
understand their members’ behaviors
and work more skillfully with them

* Trauma treatments are actual clinical
approaches utilized by trained
professionals to treat the symptoms of
trauma

Q # ° Canyou have one without the other...?

CHCS ;l:l:;:l: :}.;;rlrc Strategies, Inc. 111



Trauma Treatments

S S =

Eye Movement Desensitization
and Reprocessing (EMDR)

Prolonged Exposure (PE)
Therapy

Seeking Safety

Sanctuary Model

S Center for
CI IC Health Care Strategies, Inc.

Uses bilateral stimulation
(moving eyes back and forth) to
rewire the way that traumatic
memories are processed

Desensitizes individuals to
trauma by repeatedly revisiting
the memory

Integrated approach to treating
PTSD and substance use,
focuses on creating sense of
safety

Framework for treating
organizational trauma by
creating a healing environment

RCT found that 84-100% of
single trauma victims were
PTSD-free after 3 sessions

Average PE patient had better
outcomes than 86% of
counterparts in control group

Positive outcomes for multiple
populations

Designated a “promising
practice” by the California
Evidence-Based Clearinghouse
for Child Welfare

112



Trauma and Complex Populations

* The experience of trauma crosses gender,
socio-economic, ethnic, and racial lines,
but...

 Many “complex” Medicaid beneficiaries
display symptoms associated with trauma:

* Higher disease rates

* Higher rates of substance use and
behavioral health disorders

* Poorer social outcomes

TIC as a different way to successfully
engage them?

C l I CS Center for
Health Care Strategies, Inc. 113



CASE STUDY

Southcentral Foundation (SCF)

* Alaska Native-owned non-profit health care organization serving
60,000+ Alaska Native and American Indian people throughout
Alaska, including 60 rural villages

* Native Alaskans display effects of “historical trauma”
* Family Wellness Warriors Initiative: training and modeling

* SCF pays for all staff to attend first week of training

Southcentral 294
\3

nt < y & s P ‘
Foundation E‘y{; 7~ T
Family Wellness Warriorsh ;tif'a 8

( :l I ( :S Center for
Health Care Strategies, Inc. 114



CASE STUDY

Camden Coalition of Healthcare Providers

e Seeks to improve the quality of care provided
Camden, NJ residents

* Interviews with program enrollees revealed
high degree of childhood trauma

 Engaged the broader Camden community in discussions with
2013 city-wide trauma summit

 The Healing 10: ten organizations in Camden seeking “Sanctuary
Certification” in Sanctuary Model (three year certification
process)

CHCS 588 e simegien e 115



CASE STUDY

Commonwealth Care Alliance

* A non-profit care delivery system for Medicaid and Medicare
beneficiaries with complex needs in and around Boston, MA

* Piloted TIC intervention for patients with history of trauma
 LCSW joined daily rounds to bring TIC perspective to discussions

* Clinicians gained insight into how they interacted with patients,
increased emphasis on patient history

* Next steps: TIC or trauma treatment?

Commonwealth gm

CHCS 588 e simegien e 116



Food for Thought

* Buy-in from leadership is critical

* Should be a systems-wide approach: “in the water” so that all
staff in an organization understand and support its importance

» Staff should receive comprehensive and on-going training

e Educating clinicians and community partners about trauma, its
effects, and how to incorporate a trauma informed care lens in
their work is a challenge, but also valuable

 More data is needed for complex populations

( :l |CS Center for
Health Care Strategies, Inc. 117
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Developing a Trauma
Informed Workforce

Laurie Lockert MS LPC

Manager Health Resilience Program, CareOregon




In the Beginning...

History Hiring Critical
Trainings




Seeking out High Acuity Members

Compared to the overall CareOregonadult Medicaid and Dual member population...
Members enrolled in the Health Resilience program
are more likely to experience

high disease burden and psycho-social challenges

Depression Health Resilience 7

m‘} CO Adult Mbrs

Schizophrenia/
Schizo-Affective |

Bipolar
Disorder

LS UL Health Resilience Program

ONLY -
- 1% CO Adult Mbrs

Substance Use

AND
Complex Mental = _
Hith _ﬁ’g




Learning from ‘Huddles’

»

Gathering the stories




New Understandings

Client Level:
Capturing not just any “high utilizer” but a

Populatlon with Extenswe Trauma Histories

Staff Level:
Master’s training: prepared to work with trauma
behaviors & safety issues




Transparent
Management
style

Culture
Fostering a
Learning TIC Leadership
organization

Sustaining Our

Tell the stories

Incorporate
meditation&gra s
titudes
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Changing Course, Asking Questions

Target Population
Recent Program evaluation :We have the most

success with the very highest utilizers ...why?

Reviewing Data

Who were we most successful engaging?
Who were we not successful with?

What did we miss?

Expanding Peer Services
How do we build a long-term “Recovery Pathway”?

Strengthening Coordination
Who else needs to be along the pathway?

Engaging the System
How do we integrate more addictions training &Better
\system coordination?
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Measuring the Impact
of Our Work

Donna Zulman, MD, MS

VA Palo Alto Health Care System
Stanford Clinical Excellence Research Center
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Measuring the Impact
of Complex Care Interventions

July 30, 2014
CHCF Northern California Complex Care Workshop

Donna M. Zulman, MD, MS
Division of General Medical Disciplines, Stanford University
Center for Innovation to Implementation, VA Palo Alto
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STRUCTURE PROCESS OUTCOMES

Human Resources Clinical Actions Health status
(staff expertise)

Diagnostic Tests Patient Experience
Material Resources (Satisfaction,

(EHR, clinic space) Treatment Activation)
Decisions

Organizational Utilization
Structure Patient Education

Cost

Complex Care

Intervention
Donabedian, Milbank Q, 1966
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STRUCTURE |mm)| PROCESS OUTCOMES

Human Resources Multidisciplinary team

Material Resources Patient tracker

Co-location with primary care
Integration with primary care medical home

Organizational Structure
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STRUCTURE |mm)| PROCESS OUTCOMES

Comprehensive Intake % of intake completed

Frequent Contact # inpatient/phone contacts per patient

After-Hours Access # after-hours calls (and reasons for calls)

Chronic Condition % patients who received motivational interviewing,
Management % who had goals assessed

Primary/SpeciaIty Care % of specialty care visits attended, % with pre-visit
plan completed; # contacts with specialty care

Coordination oroviders

Transition Support % patients contacted during/after hospitalization

Social/Community
Resources

Assessment of services received/utilized
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Satisfaction with ImPACT and with VA care
Activation (PAM-6)

Patient Experience

Symptom burden (fatigue, pain, stress, sleep)

Clinical Outcomes Functional status

Access to ImMPACT or primary care after discharge
Location of patient deaths (home vs. acute setting)

Quality of Care

# Hospitalizations and ER visits (total ACSCs)
Utilization Length of stay in inpatient settings
# Visits to primary, mental health, specialty care

Total

Costs Costs of specific inpatient/outpatient services

Organizational Outcomes Pprovider satisfaction/burn-out
Access for other patients
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A Couple of Evaluation Lessons Learned...
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Operations-research collaborations are a win-win

Design & Implementation

Determine program objectives
and timeline

|dentify the target population

Determine clinical team and
intervention components

Begin program implementation

Iteratively assess and improve
program

Collect follow-up information
about patients

P

Evaluation
Develop study design, outcome
metrics, and analysis plan

|ldentify patients for intervention
and comparison groups

Complete pre-implementation
needs assessment

Collect and analyze baseline data

Collect and analyze process and
implementation data

Evaluate program success and
implementation
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Regression to the Mean is a Powerful Force
(or... “most people are average”)
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Subgroup analyses provide valuable insight

www.VADLO.com

“Data don’t make any sense,
we will have to resort to statistics.”




@&\ Research G
% Development

Data Validation is Critical

\ I DIDNT HAVE ANY
ACCURATE NUMBERS

SO I JUST MADE UP
, THIS ONE

84 49 a1
. 169,873

-

www.dilbert.com  scottadams ®aol.com

STUDIES HAVE SHOWN
THAT ACCURATE
NUMBERS ARENT ANY

MORE USEFUL THAN THE
ONES YOU MAKE UP,

)

Examples of Data Quirks:
* Encounters with cost = SO
* Overlapping admissions
« Admissions with cost = SO (until patient is discharged)
e Patient with change in SSN
* 1 day admissions that were handled in ER
* Costs after patient had died

S 8¢F 02008 Scott Adeams, Inc./Dust. by UFS inc

HOW
MANY
STUDIES
SHOWED
THAT?

EIGHTY-
SEVEN,
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Summary:
Tips for Complex Care Program Evaluations

Structure-Process-Outcome framework can guide evaluation

Consider measuring program’s impact on a range of measures
Patient experience, clinical outcomes, quality of care, utilization,
costs, organizational change

Operations-research collaborations are a win-win

Regression to the mean is a powerful force- include a comparison
group when possible

Subgroup analyses provide valuable insight- identify subgroups in
advanced based on clinical program’s focus and expected effects

Data validation is critical- “garbage in, garbage out”
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Thank You

ImMPACT Team (VA Palo Alto)
VA Office of Specialty Care Transformation
VA Office of Primary Care
VA Health Services Research & Development

Donna Zulman, MD, MS
dzulman@stanford.edu

Pz
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CREATING HEALTH HOMES FOR
PATIENTS WITH COMPLEX NEEDS

Cari Jarbouai, MSW, MPH
Project Manager
California State Innovation Model (CalSIM) Initiative



Presentation Roadmap

- California State Innovation Plan

- ACA Section 2703 Health Home Option
- CMMI Testing Grant Next Steps

- Q&A



California State Health Care Innovation Plan

The California Innovation Plan includes four Initiatives and six bullding blocks, which are collectively
designed to achieve savings within three years, as well as to catalyze longer term transformations of the
health care delivery system. The Innovation Plan brings together leadership from California’s public and

private sectors to work together to implement these initiatives and bullding blocks.

Reduce health care Increase value-based contracts Demonstrate significant

expenditures regionally that reward performance and progress on the Let's Get
and statewide. reduce pure fee-for-service Healthy California dashboard,
reimbursement,
Lower Costs Better Health Care Better Health

Let’s Get Healthy California (LGHC) Is the foundation for the Innovation Plan
LGHC identifies six goals to achieve health and create health equity:
Healthy Beginnings, Living Well, End of Life, Redesigning the Health System,
Creating Healthy Communities, and Lowering the Cost of Care.

MATERNITY CARE HEALTH HOMES FOR PALLIATIVE CARE ACCOUNTABLE CARE

Coanctions o mose costly co"m PA.“ Ems 10% of COMMUN'.H Es (ACC)
than vaginal deliveries and can lead  (HHCPR) Lalllarnians mport A Maee than 75% of health Came
10 acverse mater s outcomies 14 rrifllinh CA adults have 1 of Prefeence to dig in posagein el bdihadsirogeng

Cosections have ncreased fram 220 o cheonic conditont. 5% of CA thes homes only

" 0589 % whith are highly preventable, and
10 43% ‘:vum 19982008 : population sccounts for aver SO% sl in which sgnificant sacial s
wprilio i ey of health care expenditures, AN dispinities oxiar.
‘,1'.“_\(““(“‘ ‘”,_L":‘ fJNﬂd HHCP model 1o Pllot ACLS 1 Iinpeowe the
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After Dolivery utter coordinatec cane linking community prevention

H activitles with health care
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WORKFORCE

Fewer than 2“
of the state’s medical
graduates entar intg:
primary care. More2
demand s expected @
up ta 59 million
Califamians galr
Insurance Coverage.

Enhance
Haining GPPortunitgs
for key heaithcare
warkforce pessonnel,

Expand and Integrate
the use of frontline and

\onwer cost heaith
workers such as
community health

HEALTH
IN FORMATION
TECHNOLOGY
& EXCHANGE
(HIT & HIE)

HIT and HIE ae&
wital comporsents for
achleving greate
health care clinical
integration and
efficency and
imiproving quaiity and.
accountability, While
adoption of electronie
health recordsis
increasing, gaps remial
acioss the statee

Continue
California’s stmﬂg

ACCOUNTABILITY

BUILDING BLOCKS

ENABLING
AUTHORITIES

There may be
ruies and reguiations
that impeds
implernentation of
the initistives and
bullding blacks.

Explore any |
changes inauthorities
that could faciliare
faster, broader or dagm
spread of ransformation.

| ROAD
OPEN

NO DETOUR

The Innovation Plan’s key initiatives and building blocks will be

Implemented and monitored by state, federal, and private purchasers,
The Secretary of Health and Human Secvices, along with key partners,
will host annual regional meetings with the haads of hospitals, health
plans, county health departments, physician groups, and others to
review progress on regional metrics. These meetings will also provide
an opportunity for information sharing regarding early
successes and challenges

CHHS

Clbaa Headbis S hrvae Sevenrs Agrncs

COST AND
QUALITY
REPORTING
SYSTEM

Lack of a cantral
TEPOTTING System mases
it difficult 1o track overall
cost and quabity of care.

Create a obust
rEporting system that
PIOMmOtes ta
and monitars nendsin
heaith care costsand.
performance

PUBLIC
REPORTING

Greater public:

reporting s needed m’,

enhance tra
and accountability to
spur competition angd
Improvement.

Creata a

vehicle for manitoring:
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California Department of Mapaged Health Care
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California Office of Statewide Haalth Planning and Development
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Section 2703 Overview (Medi-Cal)
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Section 2703: Patient Population

- Medicaid Eligible Individuals having:
- Two or more chronic conditions*
- One chronic condition* and the risk of developing another
- At least one serious and persistent mental health condition

*Chronic conditions include: a mental health condition, a substance
abuse disorder asthma, diabetes, heart disease and BMI >25. States
may add other chronic conditions for review and approval.



Section 2703: Provider Requirements

- Health home providers must offer 6
broadly defined health home
services:

- Comprehensive Care Management;
- Care coordination;
- Health promotion;

- Comprehensive transitional care from
Inpatient to other settings;

- Individual and family support;

- Referral to community and social support
services




Section 2703: Current Landscape

ﬂ -‘i

Medicaid Health Homes:
State Update

i
w-
B

5

', Created by the Affordable Care Act to Integrate physical and behavioral
L':) health care and | erm services and supports with the goal of
Improving heaith outcomes and controlling costs

Provide person-centered care planning and
@ coordination of services to eligible

Medicaid beneficiaries with:
Two chronic conditions;
- One chronic condition and risk :
for 8 second: of b P . Statez with CMS-approved health homes (15)
A serious mental illiness (SMI) ? States with health home planning grants (11)
Addnans| stetus ey be slamning health komes
Types of Health Homes Early Results
Of the state health home models ﬁom by the [ Hospital admissions /. Prima s
Centers for Medicare & Medicala Services (CMS): < 10-13% | T miom
23% target chronic medical conditions only [} Emergency department Hospltal admissions
36% target SMI or substance use disorder (SUD) only 7 use 0-0% [} and emergency
41% target chronic medical conditions and some Savings: $52 per i Wz, ‘2‘5’«;, o

combination of SMI and SUD member per montn

Maveh 2014
For imore informahion, read the fact sheet 3 www ches org

( : I I ( : Center for
Health Care Strategies, Inc. na
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Section 2703: SPA Considerations

- Geographic region — Target specific geographic areas
for health homes, or implement statewide.

- Priority Populations —Given federal grant as well as
program requirements, California is focusing on

populations with high levels of avoidable health care
COsts.

- Tiering — Prioritize to serve patients by acuity or target all
patients with a named condition.

- Provider Qualification - Define the required
Infrastructure and related qualifications for providers to be
designated as health homes.
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Section 2703: Spread care models

- Determine key components and functionality, including
palliative care capacity, community linkages

- Test payment methodology and rates
- Support inclusion of community health workers
- Provide technical assistance and support for implementation

- Submit State Plan Amendment; once approved - 8 quarters
of enhanced federal match for health home activities



CalSIM Grant Next Steps

CMMI Testing Grant submitted July 2014

Awards announced in November 2014

Jan 2015 — December 2018 grant period (unless feds delay)

Aug-Dec 2014 continued planning, including target
populations, structure of provider technical assistance

Year One to include planning/CMS approvals/provider
readiness




Questions and
Comments

For more information see: http://www.chhs.ca.gov/pages/pritab.aspx
Email any questions or comments to: innovate@chhs.ca.gov



http://www.chhs.ca.gov/pages/pritab.aspx
http://www.chhs.ca.gov/pages/pritab.aspx
mailto:innovate@chhs.ca.gov
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