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Q. Whatis an Accountable Care a2

Organization? ]
A. An Accountable Care
Organization is a group of health
care providers, potentially including
doctors, hospitals, health plans and
other health care constituents, who
voluntarily come together to
provide coordinated high-quality
care, cost efficient care to
populations of patients.




Accountability for High Costs, High
Needs Homeless Populations

|. BHCHP patients are complex:

* 68% mental illness

* 60% substance use disorders (SUD)

 48% co-occurring mental illness & SUD

* High prevalence of medical illnesses, e.g. HCV (23%) & HIV (6%)

* High prevalence of chronic illnesses, e.g. 37% hypertension, 26%
COPD or asthma, &18% diabetes mellitus

* Disease burden = DxCG score of 3.8

Il. BHCHP patients are costly:

* $2036 PMPM vs. $568 for all MassHealth members

* > 1/3 had 6 or more ED visits/yr; 1/5 had 3 or more hospitalizations

* 10% population accounted ~50% total expenditures

()

Bharel, M., et al., Health care utilization patterns of homeless individuals in Boston: preparing for Medicaid expansion
under the Affordable Care Act. Am J Public Health, 2013. 103 Suppl 2: p. 5311-7




Massachusetts Snapshot

Chapter 58 of the Acts of 2006: “Near” universal health
insurance coverage: #1 in USA
Chapter 224 of the Acts of 2012: Improving the Quality of
Health Care and Reducing Cost Growth: 2013-2015 Benchmark
for cost growth set at 3.6%

e 2014-2015:4.1%

e 2013-2014:4.2%
Medicaid almost 40% (S15B+) of the state’s budget

Current Medicaid Delivery System Reform Investment Program
(DSRIP) waiver ends 6/2017. Opportunity to leverage S1.5B
federal and reform delivery system

Massachusetts Medicaid pioneering SDH risk-adjustment for
ACO and MCO capitation rates

(http://www.mass.gov/eohhs/docs/eohhs/healthcare-reform/masshealth-
innovations/1610-umass-modeling-sdh-summary-report.pdf)



1. Partnerships




Role of Primary Care in Health Outcom

PROPORTIONAL CONTRIBUTION TO PREMATURE DEATH

Genetic
predisposition 30%
Behavioral patterns
40%
Health care 10%

Environmental
Social circumstances exposure 5%

15%

McGinnis et al. The case for more
active policy attention to health
promotion. Health Affairs.

. 2002;21(2):78-93.
Graphic from: @)

http://www.orpca.org/APCM/SDH%20Webinar%20Slides%20for%20Redistribution%20Final_1.pdf




SDH Consortium

e Boston Health Care * Massachusetts
for the Homeless Housing and Shelter
Program Alliance
 Bay Cove Human * New England Center
Services and Home for
» Boston Public Health Veterans
Commission * Pine Street Inn
e Boston Rescue  St. Francis House
Mission * Victory Programs { . J

* (Casa Esperanza




Formalizing Partnerships
* Organized Health Care Arrangement (OHCA)

* Legal agreement that binds our organizations and
enables sharing PHI across health care, mental
health, substance use, housing, shelter & social
service providers

* Links to City of Boston’s Continuum of Care
 Establishes formal governance procedures
* Legal coStS. Grant funding helped.

* Positioned us to leverage partnerships to bid on
proposals




Challenge Area Proposed Award

Targeted Cost Challenge Investment Awardee Highlight:
Boston Health Care for the Homeless Program

BOSTON HEALTH CARE for
the HOMELESS PROGRAM

Social Determinants

Reduce ED wvisits and admissions by 20% for
high cost and high need homeless patients

Coordinated care hub for primary care,

behavioral health care, housing agencies and
shelters, and social services providers

BHCHFP will serve as a hub for a team of primary,
acute, and specialty medical providers along with
shelters, and advocacy organizations to identify
patients, track utilization, and provide intensive

» Bay Cove Human Services
» Boston Public Health Commission case coordination for patients whose needs and
* Boston Rescue Mission day-to-day paths span many types of services and
= (Casa Esperanza providers.
» Massachusetts Housing and Shelter Alliance
= The New England Center and Home for Evidence Base

Veterans = Yamhill Community Gare Organization’s Community
*  Pine Street Inn Hub, Oregon; 2015
= 5t Francis House = ‘eteran's Health Administration’s Homeless Patient
*  Victory Programs Aligned Care Team Program, USA; 2016

Estimated Savings
"’HPC $919,085 $1,496,000

Source: Health Policy Commission Board Meeting, July 27, 2016




MassHealth Community Partners aka Health Homes

Community Partners are a Required Network
Partner for ACOs

MassHealth DSRIP Program (DSRIP funds +
potentially & 2703 Health Homes funds)

ACOSs Certified Community

Partners
= ACO required to partner =  MOUs must delineate division »  State-defined model and
with appropriate of responsibilities and expectations
expertise for performance expectations
management of high- = Regional procurement of select
risk member - ACO and partner share number of certified CPs
populations information

=  CPs must have signed MOUs with

. This is a pre-requisite to ACOs toreceive DSRIP funds

receive DSRIP funds « Dedicated DSRIP start-up funding

» LTSS and BH providers and other
CBOs with appropriate capabilities|
(see next slide)

Goal Is to address infrastructure gap faced by community entities through a
feasible strategy of scalable investments, tied to partnership and performance

SOURCE: MH Payment and Care Delivery Transformation: HEALTH MANAGEMENT ASSOCIATES
Strategic Design Workgroup , 1/28/16



2. Person-centeredness




Person-centered design
principles

* Focus on meeting SDH needs as strategy to reduce hospital/ED
utilization

* Input from Consumer Advisory Board with representation from
partner organizations

* Opt in: Would you like us to help you stay out of the hospital?

* Decentralized case management:
* Assignments based on existing relationships
* Coordinated case management: reduce redundancy

 Patient reported outcomes: Arizona Self Sufficiency Matrix
* Integrated care teams

* Integrated care plan with patient self function goal
iImprovement

e Case conferences to develop plan with patient ideally




‘SDH Coordinated Care Hub for Homeless Adults’ Service Delivery Model

Planning Implementation
January - April 2017 May - July 2017 June 2017 - December 2018
|dentify Target Pts Find & Enroll Pts L4 Engage PtS e Track & Share Data
Jan:Feb. 2017 td Ay K2aLRAGFE XXXXDPeX §KAY o BRI & 4 mmmdwﬁazxﬁmm@xmmgré Hn
Review claims & encounter BHCHRN navigator reviews SDH CMneets with pt BHCHP RN Navigataonitors BHCHP Staff
data to ID target pts census, EHR, communicates with BHCHP TMeets basic needs (e.g. socks) transitions of care: T Develop with
hospital-based RNS, hospitals, & health plans t TIdentify key members of pt’s Pt in hospitalization, BMH, City & Green

BHCHRvill produce list of pts:
eAttributed to BHCHP

*Top 10% Medicaid costs

*6 or > ED visits last 6 mos.

*2 or > hospital adm last 6 mos

E:

Feb-March 2017
Determine CM sites with
existing relationships

SDH orgeviews pt list & using

chart review identifies:

THow is patient using system?

TAre there existing robust
relationships?

_F

March 2017
Assign CNMDrganization

Consortiummeets to assign
pts to CM site

'

March-April 2017
Projects staff needs

SDH orglans staffing needs
TAssigns CMs

TDevelops contingency plan for
CM turnover, weekends/eves

May 2017
Train staff

BHCHFRevelops & hosts

training for SDH CIV& PCMHSs

determine if pt in hospital

*RN obtains consent

*Notifies SDH CM same day

*Makes PCMH appt within 7 days post d/c,
optimally accompanied by

euploads PHI, consent, pt appt, other info in ET

td Ay .1/1t OftAyAdk
BHCHRN navigator determines if pt has PCMH
appt via EHR

*RN or PCMH obtains consent

*Notifies SDH CM same day

suploads PHI, consent,... in ETO

td 2y aGNBSGHEXXXXX
BHCHRN navigator works with BHCHP Street
Team

*RN or Street Team obtains consent

*Notifies SDH CM same day

euploads PHI, consent,... in ETO

ti Ad K2dzZASRXXdPPX
BHCHP RN navigator works with PCMH to set up|
home visit

*RN or PCMH obtains consent

*Notifies SDH CM same day

euploads PHI, consent,... in ETO

t 0 AY AaKSt iSNXXXX
BHCHRN uses ETO data to track pt

*RN, PCMH, or obtains consent

*Notifies SDH CM same day
euploads PHI, consent,... in ETO

td I O00SaaAiry3a {51 2
SDH org reviews own data find pt

*SDH CM obtains consent, uploads consent in
ETO, & notifies BHCHP RN Navigator same day
¢BHCHP RN uploads PHI, other data in ETO

X

circle (trusted family, friends)
TPerform intake assessment
including pt self-function
TDetermine pt’s short range
goals

TDocuments care, upload

XasbesSnients in ETO

x

x

9OSNE $5SS1 XXXX %ﬁﬁﬁé%ﬁ?c%

SDH CMneets with pt face to
face (optimal), connects by
)@hone, text
*DOCUMENTS ALL ENCOUNTERS
=Refers/connects to SDH
services, City housing queue
=Attends weekly calls with
BHCHP RN Navigator & PCMH

X-R(Bvéﬁws portal info

Detox,t 8 & OK F I OA ¢
*Notifies SDH CM same day
=Assists facility with discharge
(d/c) planning

*Notifies PCMH. Makes PCMH
appt within 7 days post d/c,
optimally accompanied by

2YSa
makes joint
home visit, assess pt needs
within one week

K 2

2AGKAY FANRG Y

SDH CM

= Schedules & executes with

BHCHP RN Navigator case
yconference with PCMH team &

pt

=*With pt & PCMH team, creates

pt centered care plan, upload in

ETO

=Conducts home visit if housed

hy32AYy3IXXXXXXX
SDH CM:

TAccompanies pt on appts:
medical, BH, housing, etc.
*Works with pt toward
reaching care plan goals

Ptin hospitalization, BMH,
58SG2Ex taeOK ¥
1Visits pt in facility (optimal); or
within 3 days after d/c

tdi 0S02YSa
*RN & SDH CM makes joint
home visit, assess pt needs
within one week

K2d

(R&eXdétx X X &
sharing platform
T Develop data
dashboard for
pop health
monitoring
hy32Ay3aXx
* BHCHP RN
jA¥adoRtot X X X
monitors ETO
portal, connects
with BHCHP Sr.
team. PCMHs,
CMs
x RHCKR> &r.
team reviews
dashboard,
address issues

X

X

Q)¢

hy32Ay3ax
SDH CM:

*SDH org

oversees own

CM performance
& capacity

X

SO ALY X Y O 2\ N/ N/ \/

9FSNE ¢ Y2yilKa
SDH CM

=Updates care plan, self-fxn
assessment; uploads in ETO

XXX XXXXXX D

1/2017

hy32Ay3ax
Consorti Jm:
meet moathly to
review data
dashboard,

assess progress,
brainstorm
problems

X




Arizona Self Sufficiency Matrix

Self-Sufficiency Maitrix Participant Mame OB S f Ascessment Date  f fF Initial Interim Exit
(If using ServicePoint) Frogram Mame HMIS T
. FParticipant
Crommaim 1 2 3 4 5 Score
oalT (+)
Im tramsitional, Eemwporary or
H e th R substandard howsing ard for In stable housing Bhat is Househaold is in sadke. Howschold is sake,
Housing E:-f = ar e w curremt ren i ot s sake but omhy enarginalhy adequabe subsidised adoquaie, wnsubsidieed
i paymerit ks unaffordable adeguabe houosing. haousimg,
fover 3L of iroome L
Temparary, part-Hene or Ernployed full tieee: Employed full dee with ::l'“'.i:':_l“ﬂp_:::;w"f
Emp'l_.:.._-,,-nwnt Pl ks scasnmal; inadegqumte pay, no inadequabe pay; kW or no adequate pay ared PRI
P P T adoquaie irooms and
e ozl
Imnadequate inoooe andy’ or Cam e B bashc nee: ds weith Can preeet basic reseds. amd Ir:::nm .5-:'u::-:|.-e-nt.. well
Imcome Bl I spantancous ar insppropriake | subsbdy: appropriae nanage et without i ' ;I:I.-ui ||-.:|.n' P
sparding. spardig. amsistanas. T
Bl food or mears to prepas 1B . -
. Cam meee £ bashc food reeds, Can dhooss o purchase
Rolies bo a s gnificant degres an Cam preesert basic food mecds
Fosnd it e af foee ar bawe cost Houmkaold s on food samps | ot eguines oocasional wriEhouE assisEaroe. any food houschold
" : assiskrsoe de=sioe s
Ploseds childoars, buf nors: is E|r-:.::.lrrntﬂmall;::~u‘:l|ma[:bb I:: Alfordable subeabdized Feliable affordalblks: A e to sedect quality
Child Care available f acoessible and S or ) - - 7 childcare s available but childcame is available, no ) ) 4 =
| . supervision ks a problem, for childcare: of chaioe.
child iz ok oligibl : ; Henddesd. rreed For subsidies.
childcare that is availabde.
Children's o TR Laged e or pnore school-aged Eppoliad i ac - st Enralled in school ard Al school-aged children

Education

children mot eprrolled in school.

children enrodled n school,
st ot athemdimg dlase s

ar o children onhy
oocasionally afiemeding
classes.

atberyding classcs pnost of
Bl Eirews.

enralled and atemding
om & regular basis

Adulr
Education

Literacy prableris and /ar no
high school dplame /CED aps
sorious barriers o employesent

Errolled in liberacy andy or
GED program and/ or has
sudfficient comumard of
English to wherne hnguage s
mot a bamrieT o employmment.

Has high =chool
diploma/ GEDL

Ploeds additional
educabon training bo
Emprove employ et
situation and, or o
msohve liberacy problems
Erwihene they ae able to
fumnction effectivehy n
sty

Has complatesd
sl o BT PG
e el o bsmomense:
employalkle. Mo leracy
probkems.

Health Care

Mo medical ooverage with

blo peedical coverage and
great difficul ey aooesming
ez dical care when neseded.

Sorvee Tk (e g
Childeen} have peasdical

Al meemibsers can get
meedical cam wihan

A ek, are:
covered by affordable

Cn'.'er.a,ge kmanveciiate naed. Some houscholbd membe rs OO ETEe ::I::d'i'd" but may siradn Ial:]-c*qmt- hezalkeh
may be in poar healthe Bt PeSEIpaTy
Unable to preet basic reesds Cam mast a few bt ot all Car rvas & mvost bat ot all Able o mest all basic ;DEMleﬁaﬁma
Life Skills such as hygpiere. food, actvities | meeds of dafly Bving withowt dakhy Bving needs withaowt reeeds of dally Bving IL\:E rnr:af:'m-d._
of daily Inrimg asmistardm. assiskroe without assistanos. I'.:.n:-ﬁ

Family /Social
Relations

Lack of e cemnary support farm
fammily or Friemnds; akuse (T,
child} s present or them is
child meglect

Famihy / friemds may be
supportive, but lack ability or
resaunes to halpc family
ereepnb=srs do not elase well
with one anather: pobertial
for alvise or neglact

Some support froen

fammilyy irends famihy

e bars acknowledes and
soak to changs regative
bethoviors: ane keamming to
onEnenanicate and sapport

Stromg, support fram
famihly or friemnds.

Houosehold members
suppart exch atwer's
@ Morts.

Has haalthy/ expanding
sarppeart mebhaenric;:
houschold is stabde and
cammmunication ks
consisten thy opem.




Participant

Domain 1 2 3 4 5 Score z0al? (+)
Transportation ks avallable .
I R
Mo access o transportation, Tranapartation is available, amd rediable. buf lisnked Transportation ks ransportation is sadily
i bt urrellable, unpredictable, . X available and aiffordable;
Felabilid I_} public or privake; may have car andy or incorvendenE; drivers menerally anessible o
) = wnaffordable: may have cas . = car is ade quately
that is Inoperable ) < ame loensed and sninkmally et basic travel nesds. X -
but nio insurance e e, o insurel
iresared
SBoane ComLnity
) Socially isolated andfor no irvohe ment (ady isory
Commun Lty Mot applicabls duse o crisis social skills and for lacks Lades knowledge of ways o RFCLEE, SUppart groupl, Actively irvolved in
Involvement sitaatan; in* survival” mode. mnthvation bo beoome b o imenlvesd bt has barriers such as ooEnEnaniby.
irvohed. transportation, childcare
[
Fanenllng, Them ame salety comems Paren i akills are mindmal Parentirg skills are apparent Paren ting skills ane Famenting skills ame well
Skills e garding parenting skills T I at niot adequaie adequaie. developed
Has sooressfully Mo active crimminal
. Curment charges: trial . ) campleed pastice imvolverent in
T_-ega'l © 1::|L|1:.13||d.l.np; tickats o pending, nanonenpliznoe with Eullirln!lill.:m:;h prabation/ paroke withim | more that 12 nonths
warman probation, parake. PT o para s past 12 months, no new and/ or no fedomy
charges fikd crimminal history.
Fecurmnt memtal health j
Dainger o self or others: srmnptoms that may affect Mild srmptoms may e Mfinimal sympboms that f:'mp‘h:mml :': rll::r“
recurring, suicidal ideation; behavior, but mot a danger o present bat are transient ame evpectable responses = A Sigps
Mantal ’ - . X ) ) functioning in wide
experiencing ever difficalty in | slf/ others persistent only moderate dilfficulty in ta Tk stressors; only - R
Health day-to-day Life doe to prablems with anctioning Furctoning doe to memtal shight Ennpakrment in B L'
psychaological problems. due o mental health health problems. Furctioning. ANECIDE L ey sy
- problke s or conoerna
TR O 5.
Ul writhin kst & months i
hcts oriteria for evidernme of persistent or ‘Client has during
. last & mombhs, bus o
Mew s rikeria for severe dependerne: preosmpation recurment sodal, )
h : A evidenoe of persistentor
abose / depende re; resalting with u=se and/ or oblalning pooapational, emotional ar pocarent mockal,
Substance problems so sevens that drugsy alcokol; withdrawal or | physical problems related to N 1':u||.:L. eenotiomal, Mo drag use/ alcohal
Abuse irstitutional bving ar wiithdrawal avoidarme 1=e (such as disnapive "' hp':-lﬂc.ﬂ robleas abuse in last & months.
haospitalization may ks behaviors evident o resualts | behavior or bowsing P F
= N related B0 wse; mo
THECESEALY . Im avoidance or reglect of problems); problems have evickercm o TecmrEt
esservtial ke activities. persised for at keast ore ' '
dangeTous L=me.
mmbh
Hame ar residenos 15 not sake: Zalcty Is - Ermv ircm eeenk 15 sals -
N - Current kevel of safety s Erviranment is
. ienenediate kevel of kethality is threaberssd, temporary - hanwrawer, fatum of such
Safety extremely high: possible CFS protection is available; bavel :m'dﬁn:ﬂ'ﬂqu’ ::"';E:-'n“ Is urrcertaing safety ;ii;mntb- safe and
irvohe ment of ke thality is igh. ki g e planning ks isnportant i .
T |I e
[ crisis— acute or chronic v 'nélﬁv_h?;ﬂ:?rm Rafe — rarely has acate or Building Capacity —
Diisabiliti srTnptoms alfecting housing, ﬁ-\;\nlc b afiectin chronic symptoms affecting asyTptoeatic — Thiriving — no fden Eilfked
sabilities employment. socal ineractions, | H g ] housing, employment, social comdition convtrollked by clisabsiliny.
el i henming, smplarment, socil Inl:ﬂ'.:ll:iiun‘i,e-t- TV Roes ar |r'rc~d.|c.:|:i|:|'|- i
) Imberactians, ok . )
O In Crisis Wulnerable Sale Buildimg Capacity Empmwerned
ther
{ptiomnal)

https://aspe.hhs.gov/report/toward-understanding-homelessness-2007-national-
symposium-homelessness-research-accountability-cost-effectiveness-and-
program-performance-progress-1998/case-study-arizona-evaluation-project




PATIENT DASHBOARD

Core Patient Info

ED &
Inpatient
Utilization

Appts

Probs
Meds

Integrated Care Plan

=)

Health
Quality

Indicators

TBD

3y ¥ 3
B \ANAGEMENT DASHBOATES

00

Stats roll up from all patient dashboards (e.g.,
# pts w. care plan, total #ED vis since enroll, etc.)

Content TBD

Integrated Care Plafdraft)

GOALS

Last Modified by Betsy Adams on 3/5/17

TEAM GOALS
HOUSING DECREASE ALCOHOL US
VIRAL SUPPRESSION OTHER SOCINEEDS

GOAL : Obtain and maintain housing
ASSOCIATED D. Homelessness

BARRIERS: Ongoing substance use, difficult psych hx, limited income

TEAM PLAN:

Provider: Complete SSl application to strengthen income

DH Managel
S Case Manage Exploring CORI issues with BHA

RN:

BH:

View Previous

SDH Enroll Date:  2/1/17
First meeting with SDH CM:  2/3/17
Self-functioning assessment: baseline due: 4/2/17 A done
final due: 8/1/18 A done

E




GOALS:

Not task-level
detail here... Tasks
can go in the case
manager’s normal

documentation

Integrated Care Plafdraft)

GOALS TEAM SELF MGM

Last Modified by Betsy Adams on 3/5/17

TEAM GOALS
HOUSING MAINTAINSOBRIETY
VIRAL SUPPRESSION OTHER SOCINEEDS

GOAL : Othersocial needs

OTHER SOCIAL NEEDS: GOALS

Food Utility Financial Transit &
Insecurity Needs Resources Mobility

Obtain Obtain cell ?eek Improve

childcare access to

SNAP phone . .
assistance appt transit

Exposure to . Social
Discuss with Ir:prlr:;\}:e BevievY a.ny Supports at
psych nea job training day
literacy interests program

Social Needs Goals last reviewed by SDH Case Manager: 2/5/17

View Previous IELJ X4




Integrated Care Plafdraft)

GOALS TEAM SELF MGM
Last Modified by Betsy Adams on 3/5/17

TEAM MEMBERS

PROVIDER SDH CASE NURSE CARE
(MD/NP/PA) MANAGER MANAGER

Jessie Gaeta, MD Janet Chu Jane Staunton, RN
BHCHP St. Francis House BHCHRSFH
Last vis: 2/21/17 [34] Last vis: 3/4/17 <] Last vis: 3/1/17 <

BEHAVIORAL
HEALTH OTHER IMPORTANT CONTACTS

Derri Schtashel MD FAMILY/FRIENDS:
BHCHP
Last vis: 1/17/17@ SPECIALISTS:
Emily Cunha, LICSW OTHER:
St. Francis House
Last vis: 2/15/17@ PREVIOUS CASE MANAGER:

Team Case Conferences for this Patient:

. . P
Last: Next: View Previous [EL" /




Integrated Care Plafdraft)

SELF MGM

Last Discussed between patient and Betsy Adams on 3/5/17
PATIENT SEMANAGEMENT GOAL
TAKE MEDICATIONS EVERY DAY

GOAL: Take medications every day
ASSOCIATED D; HIV/AIDS
BARRIERS: Ongoing substance use, transit issues, lack of housing

Set up a reminder alarm on my phone to see if that
Goal Details: helps, and come to clinic each Monday morning to set
up my pill box.

Confidence: On a scale of 1 to 10, how confident are you that you can

2
meet your goal* 123 456789 10

View Previous 2







Marketing our approach

Reduce unnecessary ED and hospital utilization by 20% each: $S919k
investment, $1.5 million estimated health system savings

* Transitions of care: Acute care, psychiatric facilities, medical respite
* Medication reconciliation/adherence

FFS and Managed Care patients

Find and engage patients

* High functioning collaborations e.g. meningitis outbreak

* HMIS Data

* Face to face connections; small caseloads

Integrated case teams

* PCMH teams + SDH Organizations

* Reduce case management redundancy

* Shared physical, behavioral, social services info via data platform
Scalable foundation to transition to larger population focus




4. Performance




Key Performance Indicators: SDH Coordinated Care

Health Care Utilization Metrics Social Determinants of Health Metrics
* 9 change in total # ED visits * Improvement in housing status
* 9 change in total # hospital admissions » SDH service access measure
* 9 change in hospitatallse readmissions  Initiation of alcohol/other drug
* 9 change in average time to readmission treatment
 Engagement in alcohol/other drug
treatment
Health Care Quality Metrics « Improvement in patientfsgittioning

High blood pressure control
Comprehensive diabetes care: Alc control
Comprehensive diabetes care: blood pressure
control

Screening for clinical depression &upllow
Members with current opioid addiction who were

counseled regarding psychosocial AND within 1 week post hospital dischare

pharmacologic treatment options . # of weeklv engagement touches
Screening for breast cancer, cervical cancer, and_ . y engag
* Patient retention rate

colorectoralancer (for relevant patient groups) . 9% of enrolled patients who have a c

plan uploaded to portal within 60 da
enrollment

Process Metrics

» # case conferences completed

* Op target population enrolled in initie
% patients that meet within 72 hour:
enrollment with case manager

% patients that have PCMH appoint

For further detail with data specifications, see HPC grant contract.



Data, data, data and more data

* Shared data platform with Integrated Care Plan,
dashboard—patient-, case manager-, site-, pop health-level

e Shared limited amount of PHI (med list, problem list,
upcoming appts, etc.) with partner organizations—giving
SDH case managers info to enhance care

* Shared care management software (Efforts to Outcomes
(ETO))—reducing case management redundancy

* Notifications to Integrated Care Teams: real time
communication

* HMIS to locate where patients are sleeping, establish
service baseline

* Tracking systems: ASSM, engagement touches, HMIS, etc.

* Hospital-based RNs to review daily census data to facilitate
transitions, notify teams

* Epic EHR in widespread use { 24 ]
* Documentation standards




5. Payment




Funding streams

S750K/2 years Massachusetts Health Policy
Commission grant

* 5325 PMPM/18 months BHCHP pass

through to partner organizations based on
15:1 caseloads

* $10,000/2 years to partner organizations
for administrative support

* $213,000/2 years BHCHP administrative
support including director, RN navigator, ()
data analyst, training support, data
platform, etc.




[t takes a village and more but the potential
to improve care delivery for our patients is

exciting

Complex, high costs chronically ill
homeless men and women
require integrated systems

Relationships matter esp. funders

Rethink the ways we work both
within and outside our walls

Leverage what’s out there

Measure what we do to justify
the need for existing and new
resources and services

60 to 1000 in a year building on
the lessons learned in this pilot. { 27 ]

Advancing our relevance in
complex, dynamic health systems




For more information:
Mary Takach mtakach@bhchp.org
Barry Bock bbock@bhchp.org

.

BOSTON HEALTH CAREfOI‘
the HOMELESS PROGRAM
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