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Meeting Agenda
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Introductions/Call to Order
Public Comment

Approval of the Minutes
Community & Clinical Integration Program Participant Presentations

a. Community Health Center Inc.
b. Northeast Medical Group

c. Value Care Alliance

5. Primary Care Modernization Update

6. Adjourn
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Public Comment

2 minutes per comment
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Approval of the Minutes
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Community & Clinical
Integration Program
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Purpose of the CCIP & CCIP Standards

* CCIP was designed to support
Advanced Networks and FQHCs
in the development and
implementation of network-wide
capabilities to improve primary

care

e CCIP was envisioned to
complement PCMH+ and other
shared savings programs by
focusing on capabilities that
could lead to improvements in
key shared savings program

Mmeasures
OH CONNECTICUT
Office of Health Strategy

CORE STANDARDS

[} Comprehensive Care Management
&le Health Equity Improvement

@ Behavioral Health Integration

ELECTIVE STANDARDS

® Comprehensive Medication Management
() Oral Health Integration

a4 E-Consults
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CCIP Strategy

During Wave 1, our CCIP Strategy was to provide technical assistance and transformation
award funding to the three Participating Entities: Community Health Center, Inc., Northeast
Medical Group, and the Value Care Alliance.

Technical Assistance Transformation Awards
* Initial Readiness Assessments  Community Health Workers
* Development of Transformation Plans * Behavioral Health Specialists (Social

* Quarterly Reassessments & Updates to Worker & LCSW)

the Transformation Plans * Program Coordinators
e Regular Meetings with Qualidigm and e eConsults Support including CCMC,
the SIM PMO UConn HDI, and SafetyNet Connect
* In-person Learning Collaboratives * HIT Investments
focused on Core Standards * PatientPing
* Online Learning Management System-  SymphonyRM
Educational Resources e Himformatics
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Streamlined Standards

* Right-sized the provisions to focus on the practicable, feasible, verifiable and
sustainable within the time available and within the limitations of the current
payment environment

* Distinguished the two requirements of the Standards - establishing a network-wide
policy and practice-level implementation

* Reinforced requirement that the Comprehensive Care Team include a CHW and a
Behavioral Health Specialist

* Require the collection of Sexual Orientation and Gender Identity (SOGI) data, rather
than recommend

* Removed anxiety and trauma screening requirement

OH S N T IM connecticut state
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CCIP Standards

Identify and Assess Plan and Execute Monitor and Evaluate
' k =]

Identify Individual Develop Individualized Assess individual readiness
with complex Care Plan for self-directed care
health care needs m o8
(,.'.\ ! B—
z Establish Comprehensive Monitor individual need to
Care Team reconnect with care team
Conduct Person- _
Centered - gg
v —
Assessment v =
Execute Individualized Evaluate and improve
Care Plan intervention
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CCIP Standards

Collect and Analyze Implement

N\

i «

Expand collection, Implement CHW Evaluate the intervention
identified disparity

demographic data

e

|dentify and prioritize
opportunities to reduce
healthcare disparities
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CCIP Standards

dentify

A

Identify individuals
with behavioral
health needs

OH CONNECTICUT
Office of Health Strategy

&

Conduct on-site
assessment and treatment

Refer to Behavioral
Health Specialist

N
&
Communicate with

Behavioral Health Specialist
on treatment status

&L
Track outcomes for
identified individuals

connecticut state
innovation model



CCIP Wave 1 Continuation Strategy
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Supplemental Access to Regular Check-
Awards up to Subject Matter In Calls with
S400,000 Experts the SIM Office

Validation of
Progress against
the Standards
by Island Peer
Review
Organization
(IPRO)



CCIP Wave 2 Strategy

S,

’ y W W -
Transformation Access to
Awards up to Subject Matter
$750,000 Experts

Regular Check-
In Calls with
the SIM Office

Validation of
Progress against
the Standards
by Island Peer
Review
Organization
(IPRO)



Transformation & Supplemental Award Focus
Areas

» Staff, including Community Health Workers, Behavioral Health Specialists, PharmDs,
Data Analysts

* CHW ECHO Initiative

 EHR Adjustments to enable expanded data collection
* Behavioral Health Referral Platform

* Community Referral Platform

* Reporting/Analytics Tools

* Project Management Technical Assistance

SIM connecticut state
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CCIP Participants

Wave 1 In addition...

The other 8 FQHCs participating in

Community Health Center, Inc. PCMH+ are required to complete Core

Northeast Medical Group Stand-ard 2: Health Equity Imprpvement.

We will soon announce a technical
Value Care Alliance assistance vendor to support this effort.
Wave 2

Hartford Healthcare Medical Group
Prospect CT Medical Foundation

Wheeler Clinic/Community Health & Wellness Center of Greater Torrington

SIM connecticut state
innovation model



CCIP Participant Presentations

Community Health Center, Inc.

Dr. Daren Anderson

CCIP Participants will share...
* Successes

Northeast Medical Group * Challenges

* Lessons Learned

Jeanette Bogdan, Dr. Ohm Deshpande,

For Discussion...

& Polly VanderWoude How can we continue to advance
the CCIP goals through the
remainder of SIM and beyond?

Value Care Alliance

Dr. Kirsten Anderson

SIM connecticut state
innovation model



Community Health Center Inc.
Presenter: Dr. Daren Anderson
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Communly Health Center, Inc.

Updates for Community & Clinical
Integration Program Steering
Committee

January 10, 2019

Dr. Daren Anderson, VP/CQO, CHCI; Director, Weitzman Institute
Adriana Rojas, Project Manager

The Weitzman Institute is a program of COmmun"ﬂy Health Center, Inc. Middletown, Connecticut USA | www.weitzmaninstitute.org



weltzman©einstitute

A Learning and Innovation Center
Supporting Practice Transformation for Safety Net Practices
Nationwide

The Weitzman Institute is a program of Commumr¢ty Health Center, Inc. Middletown, Connecticut USA | www.weitzmaninstitute.org



Commumny Health Center, Inc.

Profile
Founding year: 1972
@14 Primary Care Centers iy [AEHE
®Care delivered in 204 sites
®Annual budget: $100m o, Mz
®Staff: 1,000 @ Darbur T O
®Patients/year: 100,000 B {
©PCMH+ Panel: 48,000 % nons

@ (2] Mediest
@ Towra with ONC lecatiara (5] Dernd/Malile Dastal
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@ Towrm with CHC mobde vervices (T s
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The Weitzman Institute is a program of (:ommulr'fty Health Center, Inc. Middletown, Connecticut USA | www.weitzmaninstitute.org






Complex Care

Health Equity

Behavioral Health

Identify patients with complex
care needs

Expand stratified data collection

* Preferred language
* SDOH
* SOGI

* Race and ethnicity

Identify BH needs

Conduct Pt-centered assessments

Health Disparity
* Identify a disparity
* Implement intervention
* Evaluate

Address BH Needs

Establish a comprehensive care
team

Communicate/Collaborate BH-PCP

Care plan
* Develop

* Execute and monitor
* Transition
* Reconnect

Track BH
Outcomes

Evaluate and improve
effectiveness of intervention




Weitz m a n‘."’ i n Stitute iNnspiring primary care

Community & Clinical Integration Program
Improve Complex Care Management
Improve Health Equity
Improve Integration of Behavioral Health and Primary Care

Enhance Data Collection, Enhance Primary Care Team Enhance Engagement with

Measurement and Medical Neighborhood
Application




Community & Clinical Integration Program

Improve Complex Care Management
Improve Health Equity

R

Enhance Data Collection,
Measurement and

Application

Translating CCIP Core Standards into
measurable outcomes



e Step 1:
— Develop and test

workflow for new data

collection

SDOH
PROM

Substance abuse
screening

ACE screening
Depression screening
Pain screening
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e Step 2:

— Formalize the process
and implement ﬂ’_atientcalledinﬁ

\\m::m for office visit/

MA hands
gquestionnaire to BH provider hands
patients after taking M-Medical BH questionnaire to
vitals/necessary patient to complete
screenings

I

Provider collects
responses and asks
the patient if they
have any questions

I

Responses recorded
in Social History




Sexual Orientation and
Gender Identity (SOGI)
Playbook

Project Team:

Dngg jamssen, kdiana Yelex, Qmar

Goal:

Implement a process for efficient and effective collection and use of sexual
rientation and gender identity data across all patients 13 years of age and
older at CHCIL

Screening Questionnaire Form

I. Do you think of pourself ac
Straipht or heterosemal
Leshian, gay, or hornosenazl
Bizzmal

Questioning

Other;

Don't know

Choose not to discose

2. Do you think of pourself zc

Iame,/ MEF
Drate

O &

O Female

0 Transpender hMale/ Trans Man,Female to Male (FTM)

O Tramspender Female/ Trans Woman/ Male to Female (MTF)
0 Genderqueer [neither exchisively male nor female)

0 Additional pender caregory,/ Other, plesse specify

O Questioning

O Don't know

Choose not o disclose
3. What sex were you assipned st hirth on your original birth certificate?

U L
O Female

O <Choose not to disdose
4. Prefenred pronom. Specify-
He/Him

She/Her

They, Them

Orther:

5. Preferved MName




* Step 3:

— Develop a formal measure

Goal Measurement Type Guidelines Description Value %
Patients greater than 13 years of age
Increase collection of Numerator with SOGI data EVER documented in
. . % of patients with All patients age 13+ the EHRs
sexual orientation and .
. . SOGI data Proce| will be asked about
gender identity (SOGI) . . )
data documented in the documented in the | ss | sexual orientation
EHRs and gender identity Patients age 13 and older as of visit

EHRs

Denominator

date who had a medical visit 4/1/18-
6/30/18




Goal Measurement Type Guidelines Description Value %
Patients greater than 13 years of age
Increase collection of Numerator with SOGI data EVER documented in
sexual orientation and % of patients with All patients age 13+ the EHRs
. . SOGI data Proce| will be asked about 89%
gender identity (SOGI) . . )
data documented in the documented in the | ss | sexual orientation
EHRs and gender identity Patients age 13 and older as of visit

EHRs

Denominator

date who had a medical visit 4/1/18-
6/30/18




SOGI Data Collection
August 2016-November 2018
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* Step 4.

— Make data actionable at the point of care




Enhance Data-driven Care

Patient PCP and Visit Info

Last Date Due Date Value Notes
Patient PCP ar _ Needs Flu Vaccine 2017-2018
Next Medical . Cervical Cancer Screening  4/15/2013  4/M15/2016
xt i t:
o ppodical fppointen Depression Screening 107172015 101/2016
Middletown Medical HIV Screen Needed Once, 1364 yrs old
Last Dental Visit: SBIRT MNewver Yearly, 18+ yrs old
Mever Done Done
HITS Newer Once, Females, 14+
Reason for Visit: Done wears old
diarrhea x & days, abd
- cramping, see 4/23 TE
Mext Me
423120
- Middletown Medical #
Sex: M
Age: 51.0 Last Dental Visit: TE 1
1/25/2016 RX
Reason for Visit: Doc 1
follow up Lab
Value
Last Utox 1/30/2018
Last Pain Assessment 4/6/2013
Under Contract Mo
CTPMP Mo




Figure 1. Quarterly provider report on opioid prescribing, page 1 (sample)

Question a: How am | doing compared to other providers
at my site and in the agency?

Question b: How am | doing compared to
myself over time?

Average
Reporting Period CURRENT CURRENT CURRENT CURRENT PERIOD 2 PERIODZ PERIOD 1
Measure Site CHC Adjusted data for period comparisen (Reference is Period 1)
Total prescriptions for opicids 15 72 72 101 1Né 107 121
Prescriptions with a high pill count 0 2 1 0 1 1 0
Prescriptions with MME=>=70 7 1 10 15 17 19 14
Prescriptions with MME>=120 10 4 & ) 10 7 10
Do Not Prescribe Prescriptions* 2 3 1 2 0 3
High Risk Opioids
Mucynta or Tapentaclol 0 0 0 0 0 0 0
Chxycontin 5 2 3 4 1 1 3
Opicid & Benzodiazepines 7 9 7 & n MNAA MNA
Definitions Begin End Days Working Days
High pill count: Baseline (PERIOD 1) &f2/2014 252014 105 74
Dispensed LE‘D or more pills PERIOD 2: 7212015 10202015 91 &5
Do not prescribe prescriptions: PERIOD 3: 122005 3292015 19 84
Dilaudid, Soma and! Hydromorphone CURRENT: AVaE  TAVE 121 84

*Excludes Soma for Periods 1 and 2



Community & Clinical Integration Program

Improve Complex Care Management
Improve Health Equity

R

Enhance Primary Care Team

* Expanding care teams




Expanded Care Teams
PharmD CHW

Chiropractor
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Weitzman /
ECHO

Coming soon!
Project ECHO CHW




Community & Clinical Integration Program

Improve Complex Care Management

Imirove Health Eiuiti

Enhance Engagement with

Medical Neighborhood




Prevention Services Initiative

e Collaboration with
community-based
care organizations

* Focus on Diabetes %Hispanic Health Council

Health. Hope. Community.
* CHWs

e Diabetes education
and support

* Integration with CONNECTICUT
clinical teams ( COMMUNITY CARE"

Caring From Every Perspective



Lack of access to specialty care is one of the most pervasive
and addressable causes of health inequality




Up to 35%
of all primary care patients are
referred to specialists annually
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® Wait Times ® Duplication

® Travel ® Poor

iR Communication

© No Shows gwlgr};reased Cost




Electronic Consultations to Improve the Primary Care-

Specialty Care Interface for Cardiology in the Medically

Linderserved: A Cluster-Randomized Controlled Trial

J. Nwands (layiwola, M, MPFF
Diarem Anderson, 80P

Nicol |'.'.E'ﬂ'l|. BA®

Eoberd Aselting PHY

Chrisiopher Pickeld, MD*

Jun Yam, Pal¥

Lanita Zlalena, MM

Cenicr lor Exxdlems in Primary Cax San
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ABSTRACT

PURPOSE Communication between spedalkt and primasy @ne disicans b
ushoptimal, and acces 4o referrak Is ofton NmEed, which can lasd o lower
qualky, Inefficioncy, and arors. An alectsonic consstation f-conusltation) & an
amymchronows, mon-face-to-face comsuitation betweon 3 primary caee dinkdan
and 3 spacialit wing slactronic communicasion platiom. The purpes
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m afficacy and effectheness In reducing walt times 2nd Improving e to

METHODS Frimary cane cinicdars wese randomized inio a control (9 xaditional)
of an intemvantion (17 g-comutiation] arm for referab to andicioghts. Frimary
tare cliniclans were recrulted from 12 practice shes In a communky heaith center
i Connecticut with mainty medkcally undersersd patkents. Two end points wess
amatyzed with 2 Cox proportional harand model where the bazard of akther 2
vhit or am o-omukation was Enked to she oy arm, sem, raoe, and a0

RESHILTS. Thirty-slx primary care clisicans parSdpated In the sudy, relesting 520
pationss. In folal, 9% of econsdiations were resoived without 2 visi 4o 2 card]
aloght. Afser adpeding for covarisics, modian days to 3 review for an slectronk
comsuitailan ws & visk for control patkents ware 5 and 34, respect heoh
of G-mamth follow-up daia found fewer cardlac mixted emaengemcy dop
wizits. for the Iniervention group

CONCLUSION E-conusitation reforrak Impeoved acoess o and timedingss of
for an underserved population, reduced overall spociaity utiltation, and sirsam
inod wpeciaky sefemak without any Increzs In advens card iovasoslar soomes.
e-omssitations are a potentlal solutkon for IMpeoving acoer B0 specklty tar.

Ane Farn Miec 3006;14-113- 140, dot 107 108t 100S.

INTRODUCTION

he number of ambul

ry care visits that result in a referral
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arces 10 szhaper al y care 1s aften limited, especally for
mediclly undersereed popehtions. At lex 4 medical encosmters at
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appaintments for rak i challenging hecause @ few -.|1L'_..:|I
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demand leads 1o walting times for appointments that can be s ling = 1
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CLINICAL

A Cost-Effectiveness Analysis of Cardiology
eConsults for Medicaid Patients

Daren Anderson, MD; Vicror Villagra, MD; Emil N. Coman, PhD; fanita Zlateva, MPH. Alex Hurchinson, MBA;

[ose Villagra, BS; and | Nwande Olayiwola, MD, MPH

any iniriarives 2imed ar WRANSI0TMing primary care ave

conceniaed oq the development of patient-cenered

medical homes, with emphasis on elemenrs incleding
hie adopTion of elecrroasc health fecodds (EHRS), multidisciplinay
Ezm-based care, and care conrdinaton. Few er effons have been
diferTed ar improving the inierface herween fdimary case prvid-
ers (PCPs) 2nd specialists in e ourpatent seming. This ga
nable given the significant clinical imponance nd financial
impact of the PCP-specialist relationship. Qurpatient specialty
15 TEpresent 3 disproporiEonate sousce of Year-over-year
increases in healthcase expenditnses, ' with research suggesting
al PP i0EPACTS With mde than 200 speci
Vear = Such MEncizl consideraE0s areincfeasingly imponant 2
PayMen refOrm E2i0s MOMe M arf0ss e Chunry ad Stifu-
lares ex perimentarion with novel reimbursement arangements.
Additienally, the proliferarion 2nd adoption of new Echaciogies,
inchading EHRs 20d secure health informarion exchanges, ae
creating ferile conditions for improving the inerace berween
sperialists and PCPs.

Electinnic consultations (eConsalis) ae nod-face-to-face
(F2F) consalianons berween 3 PCP and a specia
seCufe MEessaging m exchange informanon. Unkike electiomic
referal sySIems Mat ik primagy case pactces with speci
providers for FIF appoinument wiage, eConsulis provide a
Tzl codnsultarion by the specialist afers clinical infonmarion sent
by the PCP is reviewed and rerurned with recommendarions,
which pownrially eliminates the need for the pariear i be seen
in person by the specialist. Health systems that implemented
eConsuls have improved specialty access, redwoad Wail tmes,”
and decreased FIF oonsul 5 berween 9% and 51% depending
on serEng a0d special ow ever, Tew studies have evaluated
the effects of PCP

is

£55 [0 a secufe eConsull pladorm on oral
healtheare expenditures. Findings using (eunspective dam from
an eConsull program in Canada suggest the porenrial for cost

SAiNgs. ™ bul these studies were nor @adomized and did nor
evaluare The IMpact 0n al cost of care. The reduction in FIF

ABSTRACT

DBJECTIVES: To evaluata tha most-effectimness of
slsctronic consultations [eConsults) for cardiology compared
with traditional face-te-face consults.

STUDY DESIEN : Cost-offactivanass anabysis for a subsat
of Medicaid-insurad patients in a dluster- randomized trial
of olomsults vorsus the traditional faco-to-face consultation
process in a statawide fedarally qualifiod health center.

METHODS: A total of 369 Madicaid patis nes wars reformed
for cardiology consultations by primary cars providers who
ware randomly assigned to use aither eConsults or thair
sl faco-to- face reforral Primary cars providars

tha eCansult arm transmitted consutts to cardiologists
\esing 3 SocurD poar-to-paer communication platiorm in

an elactronic baalth record. Intention- to- treat analysis
wras usad to assoss the total cost of care and cost across 7
catugaries: impatient, outpatient, smergency dapartmant,
pharmiacy, labs, candize procodures, and "all sther” Costs
ars from the paysr's parspectine.

REFULYS: Six monthes after the cardiology consult,
patioets. in tha oConsult group had significantly lowar maan
wnadjustod total costs by $666 par patient, or lower maa
costs by S444 por patient whan adjistod for non-normality,
compared with thoss in the face-to-face arm. Tha aConsult
group had 2 sigeificantly lowar cost by 381 per patient in the
outpatient cardiac proceduns cabegory.

COMCLUSIOMS: Thees findings suggost that eConsults ara
associatedwith total cost savings to payers due principally tn
reductions in the cost of cardiac outpationt procodures.

Am J Manag Care. 2018:281)-6294-2301

294 JANUARYIDIE  www.ajmec.com




TELEHEALTH

By Daren Anderson, Victor G. Villagra, Emil Coman, Tamim Ahmed, Anthony Porto, Nicole Jepeal,

Giuseppe Maci, and Bridget Teevan

Reduced Cost Of

Specialty Care

Using Electronic Consultations
For Medicaid Patients

ABSTRACT Specialty care accounts for a significant and growing portion
of year-over-year Medicaid cost increases. Some referrals to specialists
may be avoided and managed more efficiently by using electronic
consultations (eConsults). In this study a large, multisite safety-net health
center linked its primary care providers with specialists in dermatology,
endocrinology, gastroenterology, and orthopedics via an eConsult
platform. Many consults were managed without need for a face-to-face
visit. Patients who had an eConsult had average specialty-related episode-
of-care costs of $82 per patient per month less than those sent directly
for a face-to-face visit. Expanding the use of eConsults for Medicaid
patients and reimbursing the service could result in substantial savings
while improving access to and timeliness of specialty care and

strengthening primary care.

arbara Starfield described primary

care as “the provision of first con-

tact, person-focused, ongoing care

over time that meets the health-

related needs of people, referring
only those too uncommon to maintain proficien-
cy.”! The number of patients with conditions
deemed “too uncommon to maintain proficien-
cy” has shifted over the past two decades, as
suggested by a substantial increase in the num-
ber of patients referred to specialists from pri-
mary care providers. Between 1999 and 2009
the number of visits to specialists in the US in-
creased from 41 million to 105 million.” One
study found that approximately 25 percent of
all visits to a community health center resulted
in a referral to a specialist.® For such patients
who are cared for in the health care safety net,
the challenge posed by increased demand for
specialty consultations is compounded by limit-
ed access, particularly for the uninsured, pa-
tients with Medicaid, and those residing in rural
locations. Nationally, approximately one-third
of specialist providers limited or were unwilling
to see patients with Medicaid in 2011.*

The increase in specialty referrals for patients
with Medicaid makes a substantial contribution
to year-over-year health care cost increases and
has significant economic consequences for state
budgets.>> Specialty care is significantly more
expensive than primary care.® Limited access
compounds the problem by delaying needed
treatment and increasing the use of urgent care
and emergency departments.”

Advanced payment models are rapidly expand-
ing across the country and are providing in-
creased incentives for primary care providers
to find ways to increase value and reduce the cost
of care. Many cost-saving interventions in pri-
mary care have focused on enhancing access in
order to reduce unnecessary emergency depart-
ment visits or on improving care coordination
and hospital discharge follow-up to reduce costly
hospitalization and rehospitalization. Less at-
tention has been paid to finding strategies to
reduce the need for specialty consultation de-
spite the fact that a decision to refer to a special-
ist is one of the most common, and likely most
expensive, decisions made by primary care pro-
viders each day.
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Differences

Total Costs
Dermatology

Endocrinology

Gastroenterology

Average

(PMPM)
_$84****

314

-$63**

-§59%**

-85 ¥ H Kk

95%Cl

(-5101; -$67)
(-$27; 50)
(-5102; -525)
(-$75; -542)

(-$105; -$65)



CECN

Community eConsult Network, Inc.

A Primary Care-Focused | \
eConsult Network |

WWwWw.communityeconsults.com



Specialty Reduction in F2F Visits at CHCI
Cardiology 29%
Dermatology 34%
Endocrinology 38%
Gastroenterology 7%
Infectious Disease 38%
Nephrology 23%
Neurology 26%
Orthopedics 17%
Pain Medicine 9%
Rheumatology 29%
Pediatric Cardiology 8%
Pediatric Dermatology 20%
Pediatric Endocrinology 18%
Pediatric Pulmonology 6%
Total 21%




CeCN Connecticut Payer Contracts

ConnectiCare

You know us by .

L0
Anthem =
/. Gonnecticut Department
- of Social Services
- Making a Difference

@ Harvard Pilgrim
Health Care




CeCN Connecticut Partners

CMG  cpgeaty “Starling

COMMUNITY
MEDICAL GROUP

The Smarter Choice for Car

MIDDLESEX HOSPITAL o
@ PRIMARY CARE "\_\_/

. GRIFFIN HEALTH
P
I »ValueCare
Connecticut [
Children’s <

MEDICAL CENTER



Complex Care

Health Equity

Behavioral Health

Identify patients with complex
care needs

Expand stratified data collection

* Preferred language
* SDOH
* SOGI

* Race and ethnicity

Identify BH needs

Conduct Pt-centered assessments

Health Disparity
* Identify a disparity
* Implement intervention
* Evaluate

Address BH Needs

Establish a comprehensive care
team

Communicate/Collaborate BH-PCP

Care plan
* Develop

* Execute and monitor
* Transition
* Reconnect

Track BH
Outcomes

Evaluate and improve
effectiveness of intervention




THANK YOU

www.chcl.com
www.weitzmaninstute.com
www.communityeconsults.com
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VISION, MISSION AND VALUES

VISION

Yale New Haven Health
enhances the lives
of the people we serve
by providing access to high value,
patient-centered care in collaboration
with those who share our values.

MISSION

Yale New Haven Health is committed to innowvation
and excellence in patient care,
teaching, research and service to our communities.

VALUES
PATIENT-CENTERED > Putting patients and families first

RESPECT > Valuing all people
COMPASSION > Being empathetic
INTEGRITY > Doing the right thing
ACCOUNTABILITY > Being responsible and taking action

YaleNewHavenHealth

Bridgeport Hospital | Greenwich Hospital | Lawrence + Memorial Hospital | Westerly Hospital | Yale Mew Haven Hospital | Northeast Medical Group



Yale New Haven Health System - FY 2017

Founded in 1995

Affiliated with the Yale School of Medicine

Corporate Members
»Yale New Haven Hospital
»Bridgeport Hospital
»Greenwich Hospital
»Lawrence + Memorial Hospital
»The Westerly Hospital, RI
»Northeast Medical Group
YNHHS Community Partners
»Bristol Hospital
»Day Kimball Hospital
YNHHS Stroke Network
»Griffin Hospital
»Manchester Memorial Hospital
»Middlesex Shoreline Medical Center
»Rockville General Hospital
»Sharon Hospital
YNHHS Clinical Partners
»Johnson Memorial Medical Center
»Milford Hospital

»St. Francis Hospital and Medical Center

»St. Mary’s Hospital
»YNHHS Affiliates

»PhysicianOne Urgent Care

»United Surgical Partners International, Inc.
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* YNHHS Corporate Members @ YNHHS Community Partners

o YNHHS Stroke Network
NEMG Locations

FY 2017
Critical Indicators

Total Licensed Beds 2,563

NEMG Providers 850
Inpatient Discharges

126,000
20M
$4.2B
$132.4 M
$5.6B
7,200
24,700

Outpatient Encounters
Net Revenue
Operating Gain

Total Assets

Medical Staff
Employees

0 YNHHS Clinical Partners

= Yale Medicine Locations

System Total

Yale
NewHaven
Health



NEMG Advanced Network: CCIP Contracting Entity

Northeast Medical Group
- 52 PCMH designated practices
— >200 Clinicians

Bridgeport Primary Care Center

— PCMH designated December 2017
— 6 Attending Physicians

— 42 Resident Physicians

Yale Internal Medicine Associates
— PCMH designated September 2017
— 7 Clinicians

Yale
NewHaven
Health



Behavioral Health Integration
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Opportunity: Develop and Test New Model of Care

Pilot model

CCIP-supported Behavioral Health Social Worker embedded in a busy,
multi-physician family medicine practice with on-site psychiatrist

Create resources and workflows that reduce front-line provider burden and
enhance early recognition and management of patient mental health issues

Enhance front line PCP capacity to manage basic mental health conditions,
and create standardized escalation workflow

Enhance speedy access for patients requiring dedicated mental health
evaluation

Yale
NewHaven
Health



Opportunity: Develop and Test New Model of Care

Accomplishments to Date

Socialized model among diverse PCP group and reduced operational pain
points preventing timely and effective front line mental health care

Standardized depression and anxiety screening and basic medication
management

Warm handoffs and hot handoff process for crises

Standardized process for same day & same week appointments depending on
patient need

Developed a compendium of behavioral health resources for PCPs

Changing culture around prescription patterns regarding benzodiazepines for
management of anxiety in the geriatric setting

Yale
NewHaven
Health



Integrated Behavioral Health — Clinician Feedback

Having our Behavioral Health provider embedded in our office has been a life saver, sometimes
literally. With an embedded practitioner, we can link at-risk patients, those who with extreme
anxiety, depression and even those with suicidal thoughts with appropriate mental health care,
IMMEDIATELY.

Please understand that after 24 years in my position, the greatest lack of resources | have
experienced constantly was lack of access to mental health care. | cannot emphasize this
enough. Please keep this position funded.

Pamela Gau, APRN

Yale
NewHaven
Health



Behavioral Health Integration - Early Results

Depression Screening Rates

20% 82% — After ramp up period, BHSW seeing
80% 3-5 patients per day
70% 65%
60% — Targeted conditions:
50% 46.75% » Depression based on positive PHQ 9
40% * Anxiety based positive GAD-7
0% » Diagnostic clarification
o « Suicidal Ideation
’ oo 10.6% . Suspected behavioral factors
10% . . influencing medical condition
0%

Pilot Practice: Pilot Practice: NEMG AN Overall

Before IBHS After IBHS - Integrated Behavioral Health Model
B Screened M Screened Positive beln_g added tO _Yale Internal
Medicine Associates Yale
ewHaven

After IBS data reflects patients screened from May 1 — December 18, 2018 Health
NEMG AN Overall is Q3 2018 reported data for CCIP.



Opportunity: Develop and Test New Model of Care

Successes:
— Provider satisfaction

— Creation of standardized algorithms to
support positive depression screens

- Increased speed to Behavioral Health
appointment

Challenges:

Differences of opinion between what
should be managed by PCPs and
psychiatry

Lack of psychiatry access

Substance abuse workflow part of social
history; needs to link to other social
determinant factors

Lack of substance abuse resources for
patients of low-socioeconomics

Yale
NewHaven
Health



Comprehensive Care Management

Yale
NewHaven
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Framework for Comprehensive Care Model

Specialty
Care
Services

Medication/ In Patient
Pharmacy X

Meet Patient

Needs and
Education & ' Preferences in
Suppo Delivery of High

Quality and High Value Care

School-
Based
Resource

Community
Perspective

Yale

NewHaven

Health
Source: AHRQ



Patient Story

70 y/o male Spanish-speaking male. The patient was non-compliant with medications at time of
last visit with PCP in November because of cost. The patient was referred by his primary care
physician for navigation to community resources.

Upon screening, the patient identified the cost of prescriptions and access to food as his most
important need. Because of the language barrier, the patient failed to enroll in the Medicare
part D prescription program. The patient stated that he does not fill his prescription because he
does not have prescription insurance. The patient also stated he did not have enough money to
buy food. The Patient Navigator contacted New Haven Agency on Aging and arranged for a case
manager to assess the patient in his home. The agency coordinator completed a Medicare part D
application as well as a SNAP and utility assistance application.

The patient is currently enrolled in a managed Medicare program. The patient also qualified for
SNAP assistance and was approved for energy assistance.

Yale
NewHaven
Health



Opportunity: Develop and Test New Model of Care

Care management model & goals

— Core team of CCIP-supported Community Health Workers (CHWSs) and
YNHHS/NEMG supported RN care managers deployed across a disparate
group of settings in the Bridgeport area

— Created awareness and referral workflows across ED, inpatient and ambulatory
setting to funnel patients to team

— CHW model to connect patients with appropriate resources and enhance
outcomes

— Utilize IT infrastructure — Patient Ping — to enhance line of sight across phases
of care

— Utilize RN care managers to aid transitions of care and identify and route
patients to close gaps

Yale
NewHaven
Health



Opportunity: Develop and Test New Model of Care

Accomplishments to Date

— Developed mechanism to conduct complex case reviews, with capacity to make
interventions, with a multidisciplinary team at NEMG

- Created structure that facilitates referrals from inpatient, ED, ambulatory setting to care
management team to address high risk needs

— Core team provides menu of services — facilitates navigation of language/comprehension,
connection to available services, housing and other key social determinants of health

- CHW team trained in motivational interviewing, mental health first aid, cultural competency
and unconscious bias

- Patient Ping has enhanced management of pilot population of CHF patients across inpatient,
ambulatory and multiple provider setting. Facilitated reduction in hospitalizations & ED visits

- Transitions of care work has created additional safety net to identify patients requiring
Yale

additional care management support e -
Health



Comprehensive Care Management — Key Indicators

CHW team was successful in addressing 778 (63%) of the needs for patients choosing
to enroll in Navigation.

T ] patients | Needs identified e P

Screened 1691 1781
Enrolled in Navigation 535 (32%) 1227 2.3

Timeframe: January 1 — November 30, 2018

Nurse Care Coordinators were successful in connecting patients to their PCP post-
discharge; outreach included medication adherence, homecare and DME follow-up.

Medicare Outreach PCP Follow Up
Patients Complete Complete

Post Acute Transitions 11,000 8,000 6,700 (84%)

Timeframe: January 1 — November 30, 2018

Yale
NewHaven
Health



Opportunity: Develop and Test New Model of Care

Successes: Challenges:
— CHF pilot — Affordable housing
— Enhanced patient — Access to specialty care for Medicaid patients

outcomes/increased adherence

— IT standardization
— Capacity building across NEMG,
BHPCC, and YIMA

— Roadmap for multidisciplinary
care management model across
traditional barriers

- |T standardization

Yale
NewHaven
Health



Health Equity Improvement

Yale
NewHaven
Health



Opportunity: Using Data, Identify Opportunities to
Reduce Health Disparities

Accomplishments to Date

%S Patient Lists §=d In Basket §k Patient Station B Chart {fs Today's Pts 5 ED Track Board W Remind Me %% Rothman Index by Unit BEH Library Services - B8 User SmartSets [& My Dashboards [ 4

E = x
Phone: [N ref Lab: YALE-NEW HAVEN HEALT .. Code: Full Code/AC Iso Reason: MDR E. coli

visory: None ditional Limitations: None  Spe
PCP: Kaufman, Richard E. 3 gy Care Model En... Jue A e Plan: None
MyChart: Aclive Ci cer: Never Smoker nary MEDICAREMEDICARE... O : New Out Info

ole:
NarzScore: None
- (None) bl

General Risk: 3

Next Appt Date by Dept: 01/15/2019

Gender |dentity: Female

— October 2018 launched improved Patient Header with SOGI and Preferred
Language information across instance of Epic

— Gender Identity training pilot at 6 NEMG practices with a high PCMH + population
— Gender Identity E-Learn to be released across the network later this year

— REAL data training conducted across the network to improve accuracy of data
capture

Yale
NewHaven
Health



Opportunity: Using Data, Identify Opportunities to

Reduce Health Disparities

Successes:

Strong organizational commitment to diversity and
inclusion

New capabilities for SOGI data capture

>99% preferred language capture

Challenges:

Creating new process to capture granular country of
origin data

IT Integration across one Epic platform

Applications / interventions derived from the capture
of granular data

Yale
NewHaven
Health



Future Direction and Lessons Learned

Yale
NewHaven
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Opportunity: Harmonizing SDOH Data Capture &
Community Referral

/,.,./""/Technolo g y e Brid geport /
| Epic [ community NEMG
Now Pow ' Advocates
Aunt Bertha /j
' e Medicaid

) Others /4

CORE
DETERMINANTS
OF HEALTH

e New Haven

Future: pre— / CMS / CMMI

Connecticut ! | Accountable

. Hospital } Health :
Association | Communities * meg !Ca I’j &
edicai

Yale
NewHaven
Health



Opportunity: Creating a Scalable Model

Care Management Core Team (Pod)

RN Care Managers
Patient Navigators / Community Health
Workers

Social Workers / Behavioral Health
Pharmacy
Specialty Needs (i.e. RT, Elderly etc)

Resources are scaled based on patient:provider ratios
and specific population needs

Health Needs Assessment
Coordination of
Community Services

SNF
Home Care
Rehab

>
>

Housing

Food
Transportation
Substance Abuse

LTACH
Hospice

Yale
NewHaven

Post-Acute Partnerships Community Partnerships Health




| essons Learned

— Programs like CCIP provide invaluable seed funding to test models
— Results may lag; spread may be slower without true ROI
— Continue to innovate with funding models, pilot programs

— Data capture and application
- What's feasible — for clinicians, for patients
— Myriad of measures and data sets — prioritize and focus

— Longer Term Impact and Program Design
— What levers can the healthcare provider influence
— What levers require state and community resources

Yale
NewHaven
Health
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Value Care Alliance > a._ly Cacl‘:'eE

January 10, 2019
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A LLIANCE

About the Value Care Alliance

The Value Care Alliance (VCA) is a collaboration among high quality, low cost Connecticut health care systems. This includes hospitals and organized
physician groups working together to enhance efficient, coordinated care and promote local governance with shared leadership in health care
decision making.

The Alliance will provide opportunities to exchange best practices among its members with the goal of reducing health care expense and improving
quality. Additionally, the Alliance will deliver the data and analytical capability to enable efficient and effective care management and optimize the
coordination of care across multiple settings.

The Alliance is the largest collaboration of independent health care providers in the state. Hospital and physician leaders are working together to set

the direction for the Alliance and to enhance the delivery of clinically integrated care, as it helps its members and their patients respond to the
changing health care environment.

Mission

The mission of the Alliance is to enhance the health and wellness of populations served by delivering exceptional preventative services, acute and
non acute care through clinically integrated and connected communities of medical professionals who work together to coordinate patient-centered,
high-quality and efficient care.

Vision

To be an essential partner for patients, employers, payers and providers seeking a competitive integrated system of care that operates at high
efficiency and produces outstanding outcomes.

Value Care Alliance 46



Value Care Alliance

The Value Care Alliance (Alliance) is a collaboration among high-quality, cost-efficient Connecticut healthcare systems. This includes hospitals and

organized physician groups working together to enhance efficient, coordinated care and promote local governance with shared leadership in
healthcare decision making.

Members

Middlesex Hospital

LR

New Milford Hospital

Norwalk Hospital

St. Vincent's Medical Center

January 10, 2019
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Value Care Alliance Geographic Distribution ) P ¢ AaLIH. Care
Product # of Lives
Commercial 72,498 Springfield
MSSP & MA 16,021 ~
PCMH+ 18,607
Total 107,126 Provide
Hartford S
Jughléeepsie West Hoar?tford V\/argvk

Waterbury
* ( Midd*wn

New Milford Hospital
DaWry

*w I;Iaven

Griffin Hospital

Bri(*port
Sta me*

Norwalk Hospital

wburgh Ney
o

Middlesex Hospital
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Outline

Activities
— CHW Integration into Primary Care
— Expanded Race and Ethnicity data collection
Successes/Progress
Challenges/Lessons Learned
Next Phase of Work — tracking follow-up

January 10, 2019

Value Care Alliance
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CHW Integration into Primary Care

N

CHWs receive referrals
from Multidisciplinary
Team Meetings,
Intensive Care
Management, Inpatient

Communication
with Practice

CHW receives
referral from
Practice

Standard
Interventions:
housing,
transportation,
food security,
social support,
financial

Documentation

@ SymphonyRM

January 10, 2019
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CHW Workflows and Tracking Progress: 2018 Year to Date

One CHW working across 2 hospitals Progression Chart

Not
required
on all
patients

Workflow Started

Patient Intake

Outreach Call and Schedule Home Visit

Home Visit and Assessment of SDOH

~ Assessment -
Assessment -
Assessment -

Assessment -

Assessment -

Assessment -

GAD
PHQ-9
PCL-C
CAGE
CRAFFT
Brief SDOH

Care Plan Creation

Weekly Care Conference

Re-screen of Original Assessment

Milestone Achievement

Workflow Completed

Patients

100% 128

1
8%
1.6%
o

117
118
51
48
48
48
40
29
2
28
14
11
12
70

January 10, 2019

Value Care Alliance
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Successful CHW Requirements - VaIHeC re

= QOperational
— Hiring the right people: inherent knowledge of the community

— Excellent onboarding and training: 3 weeks of orientation and shadowing, online training,
and Powerpoint presentations

— Safety mechanisms in place: standard communication intervals with VCA to ensure tracking
of CHW location and safety checklists

— Monitoring performance of CHWs
= Function

— Working with patients to close gaps in Social Determinants of Health
= Documentation

— Payer agnostic system for documentation

— Ability to modify the documentation requirements as we learn more
= Communication with the practices

— Getting the patient level information to the primary care medical practices electronically or
via fax

= Practicing at the top of skillset: VCA CHWs are non-clinical
— Maximizing clinical vs. non-clinical time with the patient
— Maximal return for the investment
— Requires communication between clinical and non-clinical

January 10, 2019 Value Care Alliance 52



CHW Challenges

How can CCIP/Office of Healthcare Strategy help provide
better job security beyond the scope of the grant?

CHWSs would have a better | CHWs:
outcome if patients were: «*Would be more interested in full time

e Willing to engage: high rate of JEMELIE NSl

dropout =*Job stability would provide certainty
about their career path after the end of

Taking the opportunity to follow
the grant

through with many of the
recommendations =*CHWSs are new to the health care
|deally able to prioritize the CHW system and are expected to function at
partnership in their lives a high level of communication with
existing clinical teams

January 10, 2019 Value Care Alliance
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Race and Ethnicity — Expanded Data Collection P

alueCare
L L C E

I A N

= The VCA is 4 health systems with 7 hospitals, 106 primary care practices with 349 Primary Care Physicians and 1490
specialists
= All 4 have undergone or will be undergoing hospital information system conversions with tighter integration between
hospital and physician EMRs for inpatient and outpatient between 2018 and 2020
— WCHN March 2018
—  Griffin October 2018
— SVHP April 2018
— Middlesex Spring 2020

= All VCA health systems (inpatient and outpatient) have the capability to collect very granular data and have a care
management workflow documentation system as well as customer relationship management (CRM) system

= All health systems use this data to direct their community outreach and wellness efforts
= 2 of the 4 have committed to implementing the recommended race and ethnicity fields

January 10, 2019 Value Care Alliance 54
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What we collect today P’ X

alueCare
L L C E

Il A N
= Of the potential >900 CDC race and ethnicity categories, Health Equity Solutions recommends that CT implement at

least 40, based on census data including the American Community Survey
= The VCA currently collects over 50 categories over our 4 health systems

January 10, 2019 Value Care Alliance 55



A sample of what we collect today

January 10, 2019

Race

White

Patient Declined

Other Race

African American

Black or African American
Asian

Asian Indian

Black

European

American Indian or Alaska Native
Native Hawaiian or Other Pacific Islander

American Indian
Italian

Chinese

Polish

Arab

Irish

Iranian

West Indian
Vietnamese
Jamaican

English

Thai

Unknown

Korean

Middle Eastern or North African
Laotian

Other Pacific Islander
Spanish American Indian
Cambodian
Taiwanese

Grand Total

8,042
622
411
312
156
128

= (03]
—~ ©

NP NEPENNERE R W WSO

9,782

M
5,734
459
277
174
105
78

w
o

P PR NN ERERE NN

6,890

Grand Total
13,776
1,081
688
486
261
206
88
15
15

[N
[N

PR P RP R PR EPRPERPRNNMNNMNNWLWWWDSOOOO

1
16,672

Value Care Alliance
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Note some of these are small numbers
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A sample of what we collect today

January 10, 2019

Count of Enterprise

Race 1D

White 63297
Patient Declined 11460
Other Race 2492
Unknown 1379
Black 1351
Hispn 1264
Asian 1190
African American 518
American Indian 329
Indian 212
Black or African American 156
European 77
Asian Indian 74
Dominican 51
Chinese 26
Filipino 23
Pacific Island 16
American Indian or Alaska

Native 10
Cambodian 5
Japanese 4
Native Hawaiian 4
NULL 3
West Indian 2
Arab 1
Chiricahua 1
Irish 1
Alaska Native 1
White Earth 1
Indonesian 1
Middle Eastern or North African 1
Spanish American Indian 1
Sri Lankan 1
(blank)

Grand Total 83952

75.40%
13.65%
2.97%
1.64%
1.61%
1.51%
1.42%
0.62%
0.39%
0.25%
0.19%
0.09%
0.09%
0.06%
0.03%
0.03%
0.02%

0.01%
0.01%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%

Ethnicity

Count of Enterprise ID

Not Hispanic or Latino

Patient Declined

Hispanic or Latino/Spanish

Latin American/Latin, Latino

NULL

Puerto Rican
Central American
South American
Mexican
Spaniard
Dominican
Cuban
Ecuadorian
Panamanian
South American Indian
(blank)

Grand Total

63176
17886
2442
149
120
52

34

33

27

15

11

3
2
1
1

83952

y

"~

75.25%
21.31%
2.91%
0.18%
0.14%
0.06%
0.04%
0.04%
0.03%
0.02%
0.01%
0.00%
0.00%
0.00%
0.00%

Note some of these are small numbers

Value Care Alliance
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Expanded Race and Ethnicity Collection: VCA will work with 24 \/oiu
SIM to implement new categories L L

We have committed to working with SIM to evaluate the new categories, but is the
plan going forward to take action based on that information?

How will the collection of this data create new information? VCA has a Health
Equity Committee whose opinion was that some of the disparities are known,
and would like to know how these additional Race and Ethnicity categories
will be examined to contribute to the knowledge base regarding disparities.

What is the State of CT planning on doing to help the medical community
further study how to address currently unknown disparities?

Four VCA health systems are helping to look at statewide disparities and draw
conclusions regarding currently unknown disparities

We need SIM to help us look at data and identify how to better help patients, and
provide those resources

January 10, 2019 Value Care Alliance 58
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Next Phase: CCIP Wave 2: Tracking patient follow-up D valu C re

I A N

= Behavioral Health and Substance Abuse issues are a significant need in all health
systems

= VCA is developing a program to track whether patients who have been referred by their
Primary Care Physician to BH / SA specialists have kept their appointment

= New Tracking: enabling us to know whether patients have received the care
recommended for behavioral health and substance abuse by their primary care
physician
— The VCA is working with SymphonyRM to intercept the electronic referral and will implement
processes to follow up with the clinician/patient to ensure completion of the visit

= Goal is to ensure adequate treatment for behavioral health/substance abuse issues

SymphonyRM
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Conclusion hf alueCare
L L C E

oy A 1 AN

The VCA has made significant progress in our health systems on integrating community health workers, and
emphasizing the importance of race and ethnicity, cultural competency, and behavioral health

CCIP Grant has been foundational in helping us understand new ways to administer health care:
— Integrating social determinants of health
— Being aware of cultural issues that can impact health care

— Leveraging technology to help make sure patients get the care they need

Value Care Alliance is looking forward to our continued relationship with the Office of Healthcare Strategy
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Primary Care Modernization
Update
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Jan Feb Mar

Apr May Jun

Practice Transformation Task Force Makes
Recommendations on Capabilities

Payment Reform Council Makes Recommendations on
Payment Model Options

PTTF reviews PCM Capabilities & Payment Model Design
Summary

Health Innovation Steering Committee Reviews PCM
Capabilities & Payment Model Design Summary

Public Comment & 2nd Round Stakeholder and Consumer
Engagement

Practice Transformation Task Force Reviews Public
Comments

Health Innovation Steering Committee Review/Approval

0=—=0
0=0

OH CONNECTICUT
Office of Health Strategy

connechou] state
1 '.'-.ll £ i g i |



Twelve to fifteen two-page summaries of the proposed adult and pediatric capabilities
Intended use:
«  SIM advisory bodies (PTTF, PRC, HISC)

« Approved content will be used to develop stakeholder specific engagement materials for our “Round 2”
stakeholder engagement with consumers, employers, health plans, providers, etc.

Examples of the DRAFT two-page summaries are provided in your packet

Will include link to concept map, additional detail, including evidence-base

OHS  Gffice of Hoaith strateqy s QM = conecion st



Adults Diverse Care Teams DRAFT Concept Map - Revised

Network Level

ﬂDopuIation Healtm

Promotion &
Management

e_0©O
.&.
Identify sub-
populations with
modifiable risk and
clinical targets;

predictive analytics

Assign patients, patient
registries, action plans

Performance tracking,
data sharing, patient

N

\ engagement /
cCO

Office of Health Strated

Informs

=

ECTIC

Practice & Community Level
On-site, central hub, home or community

Acute, Preventive,

Comprehensive Chronic Care

Care Physician, PA, APRN, Health Promotion
Management RN, Medical Assistant & Chronic lllness
RN Self-management

RN, Nutritionist,
Dietician, Pharmacist

Care Team-based Care Diabetes/Asthma

Coordinates

=

Coordination Educator, CHW

RN, Social Worker,
CHW,
Medical Assistant

m

Patient & Family Medication
Prescribing &
Patient Management
Navigation Behavioral _Health Functlons'
Patient Navigator, Integration PCP, Pharmacist,
CHW, PCP, BH Clinician, Care RN, Medical
Assistant

Coordination with BH
expertise, CHW

Social Worker

Medical interpretation services deployed as needed. All care team
members trained in cultural sensitivity.

Health Neighborhood

C® )

Subspecialists
Cardiologists,
endocrinologists, etc.

LN

I"’
Community

Care Extenders
Home care providers,
community care teams, free
standing free standing
behavioral health providers

m

Ancillary Providers

Physical/occupational
therapists, integrative
medicine practitioners,
community pharmacists

Community

Resources
Food, housing support,

\financial assistance, etcj




PROVISIONAL DRAFT Concept Map: Primary Care Modernization
Adult Behavioral Health Integration

Therapy and Medication,

Higher Levels of Care (Day
. . treatment, partial
Psychiatrist, Psych APRN hespitalisation)

] Extended
Psychologist/APRN/LCSW therapy/counseling

Brief Interventions,
Consultations, Medication,
Episodic Care

Screening & Initial
Assessments

Support for: Practice Team
e Patients with screenings Training

* Standards for types and
frequency of screenings
Capture results in EHR
Systematic outcome
tracking

Patient & Primary
Telephone or Care Practice Team

Dedicated behavioral health care coordination helps
patient make connections to treatment and community
based services, follows up and tracks progress, facilitates

care team communication with behavioral health clinician

Dedicated Behavioral Health
Clinician (APRN, Psychologist, LCSW)

available on-site or via telemedicine

eConsults by
Psychiatrist to

PCP
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Basic Bundle Supplemental Bundle Fee for Service Payments
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Basic Bundle

PCP’s Time
(MD, DO, APRN, PA)

« Office visits, phone, text, email, telemedicine, home
visits, shared visits.

* Leading care teams.

 Participation in technical assistance to offer more
specialized care.

» Supporting e-Consult.

*Medicare will be expanding reimbursement to cover some of
these services. PRC and PTTF will reconsider the merits and risks
of the basic bundle in light of these reimbursement changes.

OH CONNECTICUT
Office of Health Strategy

Both adjusted to reflect
differences in patient needs
and expected costs
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Supplemental Bundle
o
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New Expenses Necessary to Achieve Capabilities

Expanded, diversified care teams that connect with
patients through office visits, phone, text, email,
telemedicine, home visits, shared visits.

Primary care integration with behavioral health services and
community-placed resources.

New investments in technology and infrastructure to support
achieving the capabilities.

Specialist payments for e-Consult.
Patient-specific expenses to address SDOH needs such as

food security/food as medicine, housing instability and
transportation.



Under most programs today, providers must generate at least a 2:1 return to share in savings.

Typical Shared Savings Arrangement

) bt an

Advanced Network For every $1 invested, Medicare gives 50% of
: spends $1 on total cost of care savings to network ($0.90)
Community Health decreases $1.80
Workers

Primary Care Modernization

an ha axn

Network receives $1 upfront For every $1 invested, _ _
payment to hire total cost of care Medicare gives 50% of net
Community Health Workers decreases $1.80. savings to network ($0.40)

OH CONNECTICUT 22
Office of Health Strategy

$1.00 (network spend)
- $.90 (shared savings)
= $0.10 (network loss)

Q

$1.00 (payer spend)
$ .80 (net savings)
-$.40 (payer share)
$0.40 (network gain)
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Protecting Against Underservice:

A

Quarterly claims data and electronic health
records capture office and telemedicine visits,
other interactions with care team members and
hospital stays and readmissions per member

}

@ _ @ Dataisshared publicly

-.. through routine provider
reports and other sources

OH CONNECTICUT
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Protecting Against Patient Selection:

@ ® T
- Layered risk adjustment

recognizes additional
cost of social and
behavioral needs

Patient experience
surveys and consumer
feedback loop relay
patient perspective

Attribution method
prioritizes patient Mystery shopper to
selection of provider monitor access
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Today

Claims

A

|

PCP visits/member

OH CONNECTICUT
Office of Health Strategy

Under PCM

Claims EHR

A

|

PCP visits/member

.

Other PCP contacts/member

.

Other Care Team

contacts & visits/member
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AN/'_:QHC PCM_ State and
application details
approach to
capabilities.

payer review
and approve
application.

W —

AN/FQHCs unable to meet
requirements or who engage in
underservice and/or patient
selection will be subject to
corrective action plans, financial
consequences and termination

EETAE
OMHES 2 Nk Setoy

Using state
template,
ANs/FQHCs
develop patient

communications.

9

Y 4 I \
Public reports offer
transparency to

consumers, advocates
and employers.

§T

Claims and EHR Patient Consumer
data generate experience Teedback
: oop
utilization and Surveys; oo
quality metrics potentially :
' oversample questions
subpopulations. and
Investigates
complaints.

/“_.-1 (N

[e] «—

Payers report
percent spending
on primary care.

ANs/FQHCs produce
periodic reports on
investments, process
milestones and results.

DRAFT FOR DISCUSSION oNLY SIM

23

Mystery
shoppers call
practices to
confirm
equitable
access.
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Proposed Approach

« Since supplemental bundle funds will largely go toward supporting care management and coordination,
behavioral health integration and community integration, ideally these payments should be adjusted to
align with the patients’ needs in those areas.

- To achieve this, supplemental payments would be adjusted using an approach similar to CPC+.

« All beneficiaries are assigned to tiers based on their risk score but some beneficiaries default to
higher tiers if they have certain conditions or characteristics. We will call this “secondary adjustment.”

- Secondary adjustment conditions and characteristics should be meaningful to primary care, able to
be defined using available data, and reasonable to isolate despite increased administrative burden.
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« Risk adjustment methodology was augmented to capture the impact of social determinants of health
on medical expense.

« The model predicts costs from DxCG relative risk score and age-sex indicators (leveraging
commercially available model).

« Then, it adds markers for unstable housing (3 or more addresses/yr or v-code), disability, agency
relationships, severe mental illness and substance use disorders.

« The final component is a summary measure of “neighborhood stress” based upon residence in a
census block group.

Source: EOHHS
Model is not commercially available
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Which populations should recelve a secondary
adjustment?

During stakeholder meetings, several populations were identified whose clinical, behavioral and social
needs may not be fully reflected in a traditional risk adjustment methodology.

Examples included:
* Individuals with unmet social needs such as lack of stable housing
* Individuals with behavioral health conditions and substance use disorder conditions

* Individuals with dementia

CONNECTICUT = connecticut state
O H Office of Health Strategy sl SIM nnovation model



Adjourn
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