State Innovation Model (SIM)

Progress Report 2
(FY2020 Appropriation Act - Public Act 67 of 2019)

September 1, 2020

Sec. 1144. (1) From the funds appropriated in part 1 for health policy administration, the department
shall allocate the federal state innovation model grant funding that supports implementation of the health
delivery system innovations detailed in this state’s “Reinventing Michigan’s Health Care System: Blueprint
for Health Innovation” document. This initiative will test new payment methodologies, support improved
population health outcomes, and support improved infrastructure for technology and data sharing and
reporting. The funds will be used to provide financial support directly to regions participating in the model
test and to support statewide stakeholder guidance and technical support.

(2) Outcomes and performance measures for the initiative under subsection (1) include, but are not
limited to, the following:

(a) Increasing the number of physician practices fulfilling patient-centered medical home functions.

(b) Reducing inappropriate health utilization, specifically reducing preventable emergency department
visits, reducing the proportion of hospitalizations for ambulatory sensitive conditions, and reducing this
state’s 30-day hospital readmission rate.

(3) On a semiannual basis, the department shall submit a written report to the house and
senate appropriations subcommittees on the department budget, the house and senate fiscal
agencies, and the state budget office on the status of the program and progress made since the
prior report.

(4) From the funds appropriated in part 1 for health policy administration, any data aggregator created
as part of the allocation of the federal state innovation model grant funds must meet the following
standards:

(a) The primary purpose of the data aggregator must be to increase the quality of health care delivered
in this state, while reducing costs.

(b) The data aggregator must be governed by a nonprofit entity.

(c) All decisions regarding the establishment, administration, and modification of the database must be
made by an advisory board. The membership of the advisory board must include the director of the
department or a designee of the director and representatives of health carriers, consumers, and
purchasers.

(d) The Michigan Data Collaborative shall be the data aggregator to receive health care claims
information from, without limitation, commercial health carriers, nonprofit health care corporations, health
maintenance organizations, and third party administrators that process claims under a service contract.

(e) The data aggregator must use existing data sources and technological infrastructure, to the extent
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State Innovation Model Summary

In 2015, the Centers for Medicare and Medicaid Services (CMS) awarded the State of Michigan approximately
$70 million over four years to test and implement an innovative model for delivering and paying for health
care in the state. The award, made through the CMS SIM initiative, was based on a plan submitted by the
state in 2014. Federal SIM funding from CMS concluded on January 31, 2020.

The state, through the Michigan Department of Health and Human Services (MDHHS), organized the work of
implementing its SIM initiative under three main umbrellas: Population Health, Care Delivery, and
Technology. The Population Health component has at its foundation community health innovation regions
(CHIRS) or (pronounced “shires”), which are intended to build community capacity to drive improvements in
population health. The Care Delivery component encompassed a patient-centered medical home (PCMH)
initiative and the promotion of alternative payment models. The Technology component is where the state
leveraged its statewide infrastructure and related health information exchange initiatives to enable and
support advances in population health and payment and care delivery strategies.

Recognizing that 20 percent of the factors that influence a person’s health outcomes are related to access
and quality of care while socioeconomic, environmental, and behavioral factors account for 80 percent; the
state has focused efforts in each of these areas on developing and strengthening connections among
providers of clinical care (e.g., physician offices, health systems, and behavioral health providers) and
community-based organizations that address non-medical factors impacting health

More than 300 medical practices across the
Worthern Michigan state—representing more than 2,000 primary
care providers—participated in the PCMH
Initiative with a commitment to improving
care delivery and care coordination. The
initiative used SIM funding to incentivize
participating providers to administer value-
based care and to measure quality and
utilization benchmarks associated with
increased value-based care. Preliminary
outcomes attributed to the PCMH initiative
include fewer preventable emergency
department visits, increased cervical cancer
screenings, and improved breadth and

Muskegon
. 3 robustness of social determinant of health
aenesee 14 (SDOH) screenings among Michigan primary
care practices.
Jackson
CHIRs in five areas across the state have
formed and/or strengthened multisector
B CHIR Regions collaborations with clinical-community
@ PFCMH Practices Livingston/Washtenaw linkages (CCLs), which help to identify and
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achieve shared goals that improve community health—providing a foundation for better meeting residents’
needs. In partnership with Medicaid health plans, SIM increased adoption of alternative payment models
(APMs) to sustain the focus on value-based care.

SIM funding was used to provide administrative support for the initiative’s operations, technical assistance to
practices and providers, resource development, workforce training opportunities to build capacity for care
management and coordination (CM/CC), and data aggregation and analysis to support the creation and
execution of the performance incentive program.

SIM funded significant improvements in Michigan’s health information exchange that have been critical to
improving core use cases like the Active Care Relationship Service®; admission, discharge, and transfer
messages; and the master person-indexing service, Common Key Service. Further, SIM’s technology
component has begun advancing the collection of SDOH data throughout the MDHHS. A highlight of this
work is the collection of housing data from Michigan’s Homeless Management Information System. These
data are being combined with Medicaid claims and encounter data to show the connection between
homelessness and Medicaid service usage.

Although the SIM initiative has ended, the challenges associated with addressing impediments to better
health outcomes remain. MDHHS remains committed to its vision of delivering health and opportunity to all
Michiganders in reducing intergenerational poverty and health inequity.

Budget

The SIM program and its component initiatives were funded entirely through a cooperative grant agreement
with Centers for Medicare and Medicaid Services innovation center. The SIM program implemented
component initiatives based on the Centers for Medicare and Medicaid Services approved operational plan
and budget.

The table below highlights the specific budget and expenditures across standard Centers for Medicare and
Medicaid Services grant budget categories. The contractual line includes the funding for numerous program
and component planning, implementation, and operational teams as well as other specific contractual needs
to support the broader SIM goals. The expenditures across the categories below represents only the
budgeted and realized in the six months that are encompassed in this report. The spending includes
engagements facilitated though both direct State of Michigan master and standard contractual agreements
and other contracts and engagements through the designated SIM fiduciary, Michigan Public Health
Institute).

Categories 12 mos. Budget Updated 6 mos. Expenditures**
Personnel $189,125.00 $72,022.82

Fringe Benefits $103,026.00 $51,306.66

Equipment $0.00 $0.00

Supplies $40,000.00 $2,882.07

Travel $18,627.00 $6,741.94

Other* $0.00 $44,264.20
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Contractual $24,121,872.00 $13,478,067.18
Total Direct Charges $24,472,650.00 $13,655,284.87
Indirect Cost $0.00 $0.00

Total $24,472,650.00 $13,655,284.87

*  Other expenses are for cost allocation. $61,400 is budgeted for cost allocation in the fringe category.
** This report has been updated from previous reporting to reflect final numbers submitted to CMS during
the grant closeout process.

The budget period is 12 months, beginning February 1, 2019 through January 31, 2020. The reporting period
spans August 1, 2019 to January 31, 2020. Total expenditures from the first 6 months of the award year
totaled $7,140,095.68. Adding this figure to the updated 6-month expenditure total for August 2019-January
2020, and the 12-month expenditure equals $20,795,380.55.

Evaluation Reports

Included with this status report is the final evaluation report (including six appendices) submitted to CMS for
their review as part of our final reporting requirements. The state-evaluation was led by MPHI in
collaboration with MDHHS, the team at Michigan State University led by Dr. Pennie Foster-Fishman, and the
University of Michigan Child Health Evaluation and Research Center. The report covers findings that were
emerging during implementation of the SIM model but does not contain final impact data.

The impact evaluation component aimed to collect and analyze information on emerging outcomes that
would justify continued investment in the model by key stakeholders after the SIM program concludes. The
formative evaluation component aimed to surface lessons learned along the way that provide real-time
information to SIM stakeholders to aid in implementation and inform how the state and other stakeholders
should modify, scale, and spread the models during and/or post-SIM.

The evaluation focused on three interrelated areas that cross both the PCMH and CHIR tracks:
1.Care Management and Coordination
2.Clinical-Community Linkages
3.Community Change

The evaluation of CM/CC and the CCLs included both process and outcome components. Process analyses
were based on PCMH track reporting (Quarterly Reports and Practice Transformation Reports) and focus on
implementation progress and barriers. Additional process analyses are based on both CHIR and PCMH
submitted individual level data related to screening for social determinants of health, referrals for social
services, and linkages opened and closed to address the identified needs. These metrics were tracked over
time to measure changes in implementation of CCL activities.

Outcome evaluation of both CM/CC and CCLs includes PCMH provider and staff responses to survey items as
well as patient reported outcomes through paper- and telephone-based patient/client experience surveys. In
addition to the surveys, a key data source for the CCL outcome evaluation was also the individual-level CCLs
data submitted by all five of the CHIRs and 11 PCMHs participating in the CCL outcomes study. Outcomes
related to CM/CC and to CCL were also assessed by leveraging the State Medicaid Data Warehouse and
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conducting analyses of Medicaid data of patients with CM/CC as well as of CCL clients served by a CHIR hub,
and of CCL patients in the 11 PCMHs to determine the extent to which the SIM initiative required activities
relate to individual level healthcare utilization and costs over time.

The evaluation of community change focused on the CHIR structure and leadership for collective impact; on
community alignment, including the participation of PCMH, physician organizations, and health systems; and
on sustainability and policy changes that were created because of these efforts. Process and outcome
analyses were based on qualitative interviews, observations, review of CHIR meeting minutes and other
documentation. In addition, Collective Impact surveys were used to assess the attitudes and experiences of
CHIR members, partners, and stakeholders within each participating community.
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Introduction

In 2015, the Centers for Medicare and Medicaid Services (CMS) awarded Michigan $70 million over four
years to test and implement an innovative model for delivering and paying for healthcare in the state.
The award, made through the CMS State Innovation Model (SIM) initiative, was based on a plan
submitted by the State in 2014 called Reinventing Michigan’s Health Care System: Blueprint for Health
Innovation.

The Michigan Department of Health and Human Services (MDHHS) has led the state’s SIM initiative and
has organized its work under three main umbrellas: Population Health, Care Delivery, and Technology.
Community Health Innovation Regions, or CHIRs (pronounced “shires”), are intended to build
community capacity to drive improvements in population health and are the basis of the Population
Health component. Additionally, all CHIRs have pursued systems change to coordinate delivery of health
and human services. The resulting coordinated referral networks are termed ‘Hubs’ throughout this
report to distinguish this work from broader population health efforts pursued by CHIRs. Not all CHIRs
use the term ‘Hub’ to refer to this work.

SIM PCMH Patients Who
Receive Hub Support"

SIM PCMH Patients with CCL Needs in
CHIR, No Hub Support"

SIM PCMH Patients with CCL Needs, Not in CHIR"

All SIM PCMH Patients'

Medicaid Managed Care, non-PCMH Patients®

The Care Delivery component includes the Patient-Centered Medical Home (PCMH) initiative and the
promotion of alternative payment models. The Technology component is where the Michigan leverages
its statewide infrastructure and related health information exchange (HIE) initiatives to enable and
support advances in population health and payment and care delivery strategies.

Michigan’s CHIR and PCMH models are conceived of as additive. In other words, PCMHs, CHIRs and hubs
are layered on top of a foundation of Medicaid Managed Care as depicted in the graph above. Starting
from the foundation and moving up towards the peak, the components of Michigan’s SIM model were
articulated as follows:
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0 Asthe foundation, Michigan Medicaid is a mature managed care model, in which contracted
health plans are required to be certified and provide care management, CHW services, and work
with community organizations.

I.  SIM PCMH builds on Medicaid managed care and the Michigan Primary Care Transformation
Project (MiPCT) model, a multi-payer demonstration in operation 2012 — 2016. A core
component is provider delivered care management (CM) or care coordination (CC).

II. SIM PCMH goes further than MiPCT by screening for and addressing social needs by referring
patients to social service providers.

Ill. Within a CHIR, population level root causes of poor health (social determinants of health) are
addressed through systems, policy and environmental change initiatives organized by multi-
sector collaborations.

IV. Within CHIRs, hubs or other entities coordinate health and social services to provide whole
person care.

Moreover, the mechanism for implementing the SIM model is as follows:

e The state incentivizes and enables participation by organizations across health and other sectors
through Medicaid payment reform, policy, shared learning, and infrastructure investment.

The evaluation provides data relevant to the theory of change of Michigan’s SIM programming
represented by this model. Each section of this report provides data relative to a ‘layer’ of the diagram
above.

The following evaluation contractors contributed data to this report: Michigan Public Health Institute
(MPHI), Michigan State University (MSU), and University of Michigan Child Health Evaluation and
Research Center (UM-CHEAR). Data collection occurred towards the latter half of the SIM project period.
The report covers findings that were emerging during implementation of the SIM model but does not
contain final impact data. This report draws on numerous interim reports produced during 2018 — 2019,
which can be found in the Appendices. See these reports for methodological details, including: data
sources, calculations of key metrics, and analysis. Where relevant, completed evaluations of predecessor
models are summarized and referenced.
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Layer |: Michigan’s SIM PCMH Model Built on the Successful MiPCT
Demonstration

SIM built on the multi-payer demonstration pioneered during MiPCT, 2012 — 2016. A key feature of
MiPCT was the provision of embedded care management services, with at least 2 trained care managers
per 5000 patients. MiPCT Care Managers were physically located within the practice, documented
patients’ visits in their electronic health record, communicated directly with physicians and other care
team members electronically and in person, and were provided lists of high-risk beneficiaries and
encouraged to work with providers to target those who could most benefit. Other MiPCT requirements
were to have an all-patient registry to address gaps in care and to provide advanced access (open access
scheduling and options for care outside of business hours).

MiPCT Was Shown to Be Beneficial for Both Medicaid and Medicare Patients

Rigorous evaluation results of MiPCT were compelling and justified PCMH expansion under SIM. For
both Medicare and Medicaid beneficiaries, savings and reduced hospitalizations were greatest among
patients with multiple chronic conditions — the population targeted by Care Management. Findings from
MiPCT included:

> The Michigan Primary Care Transformation project generated cost savings among adults in Medicaid
managed care, particularly high-risk adults, while largely maintaining quality of care:?
0 Significant cost savings among adults, driven by savings among high-risk adults,
0 Significantly reduced risk of hospitalization among high-risk adults,
0 No cost savings or utilization reductions among children until the project’s fourth year, and
0 Better or equal quality of care, but no improvement over time.

» The return on investment (ROI) for Medicare beneficiaries was estimated to be 4.53 (a net savings of
nearly $230 million) relative to non-MiPCT PCMH, and 2.16 (a net savings of over $75 million)
relative to non PCMH.

0 Cost savings were greatest among people with multiple chronic diseases.

> Adult patients of MiPCT practices reported statistically significant and superior experiences across

many aspects of care when compared to similar non-PCMH patients, including:?2
O Better access to care,

Better communication,

More coordinated care,

Better support for self-management of care, and

(0]
(0]
(0]
O More comprehensive care.

! Shaohui Zhai, PhD; Rebecca A. Malouin, PhD, MPH, MS; Jean M. Malouin, MD, MPH; Kathy Stiffler, MA; and Clare
L. Tanner, PhD. Multipayer Primary Care Transformation: Impact for Medicaid Managed Care Beneficiaries.
American Journal of Managed Care. 25, 11 (2019)

2 |ssidoros Sarinopoulos, PhD, Diane L. Bechel-Marriott, DrPH, MHSA, Jean M. Malouin, MD, MPH, Shaohui Zhai,
PhD, Jason C. Forney, MA, Clare L. Tanner, PhD. Patient Experience with the Patient-Centered Medical Home in
Michigan’s Statewide Multi-Payer Demonstration: A Cross-Sectional Study. Journal of General Internal
Medicine 32, 1202-1209 (2017)

SIM Final Evaluation Report 3



Under SIM, an Increasing Number of Beneficiaries Were Documented as Receiving Care

Management/Coordination Services

SIM Care Delivery enhancements included
several updates to the MiPCT model: tracking
of Care Management and Care Coordination
(CM/CC) services through the introduction of
billing codes instead of the FTE and
qualifications of individuals providing care
management (as under MiPCT), and screening
and referral for clinical community linkages.
Evaluation of the latter is described below in
Section Il. Here we note that the use of billing
codes enabled the evaluation to characterize
the types of beneficiaries receiving Care
Management or Care Coordination (Appendix

).

» CM/CC service documentation by SIM
practices increased between 2017 and
2018.

484,359
Medicaid managed care beneficiaries were
attributed to a SIM PCMH for at least one month

in 2018.

(i =
]

24,864

of those beneficiaries (mapped above) received at
least one CM/CC service in 2018.

» CM/CC service documentation did not increase appreciably among non-SIM patients.
» SIM and non-SIM patients received very different types of CM/CC, with the former receiving in-
person encounters, phone assessments and team conferences; whereas non-SIM patients received

primarily care transition services.

» Implementation of CM/CC billing codes varied greatly across participating PCMH provider

organizations, ranging from .5% to 14%.

» 16% of SIM beneficiaries received CM after an acute hospitalization compared to 6% of non-SIM

beneficiaries.

Between 2017 and 2018, the Percent of
SIM Beneficiaries with a Claim for
CM/CC Increased

6%

5%
4% /
3%

2%
1%
0%
2017 2018

e S|M CM/CC Non-SIM CM/CC

SIM CM/CC beneficiaries were more likely to
receive in-person services, whereas non-SIM
CM/CC beneficiaries were more likely to receive
care transition services.

SIM Non-5IM
2,5% IS |n-person Encounter ™ 0.2%
2.4% == Phone Assessment = (,3%
1.3% =sssssssm  Team Conference 10.1%
0.7% mmmmm  CareTransition N (,5%
0.4% mm Comp.Assessment 10.1%
0.3% mm End-of-life Counseling 10.02%
0.3% ® Phys, Coord. Oversight 1 0,02%
0.01% ! Group Edu. & Training | 0.001%
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SIM Care Managers/Coordinators Served a Variety of Complex Patients

» SIM CM/CC focused on adults: with over 16,000 adults receiving CM/CC services in 2018 and 8,000

children receiving CM/CC services.

» SIM CM/CC served all eligibility categories; Healthy Michigan Plan (HMP) beneficiaries comprised

half the CM/CC patient population.

SIM Care

Managers/Coordinators Served
Adults More than Children

= Children (0-18 years) = Adults (19-64 years)

SIM Care

Managers/Coordinators Served

Multiple Eligibility Groups

3,951
8,611
4,021
TANF Adults ABAD Adults

HMP Adults

» SIM Care Managers/Coordinators addressed medically complex patients with multiple chronic

conditions, including behavioral health conditions.

Top Pediatric Chronic Conditions (N=8,281)

Top Adult Chronic Conditions (N=16,583)

ADHD, Conduct Disorders, and
Hyperkinetic Syndrome

Asthma
Depression

Anxiety Disorders

Intellectual, Learning, and Other
Developmental Disabilities

Drug and Alcohol Use Disorders
Autism Spectrum Disorders
Obesity

Bipolar Disorder

Migraine and Chronic Headache

1,645
1,642
1,202
1,108

784

495

454
437
410
210

Depression

Hypertension
Obesity
Anxiety Disorders

Tobacco Use

Fibromyalgia, Chronic Pain, and
Fatigue

Drug and Alcohol Use Disorders
Diabetes
Hyperlipidemia

Rheumatoid Arthritis-Osteoarthritis

9,312
8,283
8,028
7,888

7,244

6,630
6,202
4,908
4,763

4,530
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Layer |l: SIM PCMHs Implemented Social Needs Screening to Understand
and Address their Patients Holistically

PCMHs Implemented Screening and Referral Systems, Supported by Changes to EHRs

Most PCMHs were implementing screening for social referral starting in November 2017. In general,
when healthcare organizations begin to address social needs, complicated choices are required related
to identifying the roles of staff members, incorporating screening into patient care workflow, adapting
technology, and having a plan in place to follow up. The MDHHS Care Delivery Team and its partners
collected administrative data every 6 months to chart progress in these areas. MDHHS also worked with
PCMHs and CHIRs to identify a set of 10 consistent areas of need that should be included: physical and
mental health, healthcare affordability, food, employment, housing/shelter, utilities, family care,
education, transportation, and safety. The figure below summarizes progress as of the end of 2019.

SIM PCMHs (or their Provider Organizations) Report that they:

Screen for Social Needs

All PCMHS are Document Care

systematically
conducting screening
across all their
patients.

92% reported having
their screening data

N documented in specific
All PCMHs utilize fields in their EHR.

standardized

If social needs are identified, 75% review the results
with the patients, and/or determine the appropriate

screening tools; 75% 33% also have the staff to address the need with the patients.
7 0 .

have the tool aligning | | €@Pacity to query 97% provide referrals to community organizations
across all program screening results when necessary; 61% are able to have the referral
requirements, not just Y‘“th'” their EHR to data tracked electronically from practice to

for special programs Ihnfolrtrr? population . community resource/hub.

; ealth management.
or populations. & A designated staff person (usually care managers,

social workers, nurses and/or medical assistants)
connects patients with community resources or
coordinates with community service agencies.

Screening Data Reveal that Many Patients Have Social Needs

Eleven POs/PCMHs worked with MPHI to provide individual level data on patients screened for social
needs. Data for these 11 PCMHs/POs
were summarized for the period March

1, 2017 — Sept. 30, 2019 (Appendix II). Individuals with Needs Identified

Needs Identified, N=64,268 Patients

These PCMHs/POs screened 64,268 0 Needs 33,193 51.6%
patients for social needs. Of those Any Needs 31.075 48.4%
screened, 48% responded ‘yes’ to one 1 Need Only 11,934 18.6%
or more of the needs in the 10 areas. 2-3 Needs 13 289 20.7%
The table to the right summarizes the : i

4-5 Needs 4,525 7.0%

6+ Needs 1,327 2.1%
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number and types of needs reported
by patients.

The top needs affirmed through
screening relate to education,
physical and mental health, and
employment.

Needs Identified, N=64,268 Patients

Areas of Need N %
Physical and Mental Health 11,496 17.9%
Healthcare Affordability 4,200 6.5%
Food 7,878 12.3%
Employment 10,910 17.0%
Housing/Shelter 5,106 7.9%
Utilities 6,696 10.4%
Family Care 3,396 5.3%
Education 12,456 19.4%
Transportation 6,585 10.2%
Safety 3,324 5.2%

Patients with More Social Needs Have Poorer Physical and Mental Health

MPHI matched individuals screened to the Medicaid Data Warehouse to compare how the presence of
social needs coincided with the presence of medical and behavioral health conditions. MPHI categorized
diagnoses in the Medicaid Data Warehouse into 48 mutually exclusive diagnostic groups based on the
CMS Chronic Condition Warehouse. The top chronic conditions for children were found to be: ADHD,
depression, asthma, anxiety disorders, drug and alcohol use disorders, and learning, intellectual, and
other developmental disabilities. The top chronic conditions for adults were found to be: depression,
obesity, anxiety disorders, tobacco use, hypertension, drug and alcohol use disorders, and fiboromyalgia,

chronic pain and fatigue.

MPHI then summed the number of diagnostic groups found in the claims data per person. We further
categorized conditions that fell into a ‘behavioral’ health category. Our methodology and full results are
found in Appendix II. Overall there is a pattern: the more needs people report on the social needs
screen, the more likely they are to have a number of chronic physical and behavioral health conditions.
The chart below reports the relationship between number of social needs and likelihood of having
multiple chronic conditions or a behavioral health condition. We found similar results across the most

common individual diagnoses as well.
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Patients with More Social Needs are Found to be More Likely to Visit Emergency
Departments and Have Higher Average Medical Expenditures

For individuals who were screened and had a full year of Medicaid eligibility for the baseline year, MPHI
counted the number of emergency department (ED) visits, acute hospitalizations, and computed
average per member per month (PMPM) medical expenditures. We looked back through the claims
history for each of these individuals for the one year prior to their social needs screening.

Consistent with the finding that people with more social needs are more likely to have multiple chronic
health conditions, people with more social needs are more likely to have ED visits, acute
hospitalizations, and higher medical expenditures. The figure below depicts this relationship for two
indicators: the percent of adults and children with three or more ED visits, and the average medical
expenditure. For instance adults reporting four or more social needs have on average $114 higher
medical expenditures every month over a one year period than people reporting zero social needs
(computed as $299-5185).
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Both Patients and Providers Affirm the Importance of Social Needs Screening

Thus, the evaluation findings demonstrate an association between social needs, chronic health
conditions, and medical service utilization and spending. The question becomes: should healthcare
settings do anything about this association? The evaluation results note that a strong majority of both
patients and primary care providers believe the SIM intervention - social needs screening and linkages to
services by PCMHs — is important and appropriate.

Summary of Patient Feedback

UM-CHEAR conducted a survey of adult Medicaid beneficiaries and parents of child beneficiaries who
had recent visits to their PCMH provider, and thus had an opportunity to have been screened for social
needs (Appendix Ill). 1,883 adult patient & parents of children responded for a combined 16.5%
response rate. Findings show that a large number of PCMH patients remember being asked about any
concerns they had ‘about food, housing, bills, or other life challenges’, and believe it is appropriate for
their primary care provider to ask about those needs. Specifically, of those responding:

» About 40% of patients and parents recalled SDOH screening at their PCMH.

» About half of adults, and 1 in 3 parents, said they reported having a social need when screened by
their PCMH.

> 3in 4 of those patients/parents said the PCMH talked with them about how to get help.

» 4in 5 patients and parents feel that PCMHs should ask about SDOH.
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Patients responding to the survey who reported social needs were also asked to participate in a
telephone interview: 464 people completed those interviews. Key points from those patient interviews
include:

» Most patients/parents gave consistent information about social needs on both the survey and
interview when the two data sources were compared.

> Patients/parents reported a variety of social needs; and that health problems often exacerbate
other challenges.

> Over half of respondents had no other social screening.

» Among patients who said the PCMH addressed their social needs, most were referred to another
agency.

» Among those who said they did not want help, over half felt they could handle it on their own OR
thought the PCMH could not do anything.

Provider Feedback

MPHI coordinated administration of a provider survey in 2018 and 2019 to assess attitudes and
practices in PCMHs relative to CCL (Appendix IV). In 2018, 890 respondents included Primary Care
Providers (PCPs) (n=125, 14.0%), care managers/care coordinators (CM/CCs) (n=205, 23%), Practice
Administrators (n=104, 12%), and PO Staff (n=65, 7%). A total of 391 respondents did not provide a role.
In 2019, 608 respondents included PCPs (n=170, 28%), CM/CCs (n=129, 21%), Practice Administrators
(n=75, 12%), and PO Staff (n=112, 18%). A total of 122 respondents did not provide a role.

In 2019, as in 2018, responding PCMH professionals endorsed the importance of addressing patients’
social needs as part of healthcare delivery. Providers reported varying capacity to conduct the CCL: while
screening procedures were largely in place; providers reported less capacity in following up based on
positive screens. Half reported being able to track patients’ needs with their EHR; a minority reported
being able to track referral outcomes. Resources were not always deemed sufficient.

Providers report high levels of agreement when asked about the importance of addressing social needs

Low Moderate High
Believe that primary care has an important role in

: o aeP Y : P 2% 13% 85%

identifying and addressing the social needs of...

Understand the impact of social needs on the health N N .
and well-being of patients. % 16% =
Believe better health care decisions can be made N o o
. . 1% 16% 84%

when a patient’s social needs are understood.

Believe screening for social needs can help build o o o

. . . . 3% 23% 75%
trusting relationships between providers and...

Believe that improved health and social service N o o
coordination ensures we are not overlooking the... % 29%
Can better accomplish our goals by coordinating o . ”

with health and social service providers. 2% 28%
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Providers report high capacity in some areas of CCL activity, and much lower capacity in other areas
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Layer lll: CHIRs Coordinate Efforts to Improve Community Well-Being

Between 2017 and 2019 the System exChange team at Michigan State University evaluated the
collective impact process and outcomes of the five Community Health Improvement Regions (CHIRs) in
Michigan (Appendix V). Four questions guided this evaluation:

In what ways have
the CHIRs been What factors
successful? What contributed to CHIR
changes are success?
emerging?

What is the value of U ISR I8

learned from this

?
the CHIR? offort?

A mixed-methods approach was used to conduct this evaluation. Survey data, key informant interviews,
and secondary data from CHIR documents were collected between 2017-2019. A state-level evaluation
advisory committee, consisting of state and local CHIR representatives was formed to guide evaluation
design. State and local CHIR members were engaged in making sense of evaluation findings. Below is a
description of the evaluation framework and data collection methods.

CHIRs Convene Stakeholders, Facilitate Development of Shared Vision and Goals, Engage Partners,
and Align Systems

The CHIR Transformative Change Framework was developed to understand and identify those factors
that contribute to CHIR effectiveness. Following a comprehensive literature review of the collective
impact, community change, systems change, coalition/collaboration, and SDOH literatures, six elements
that need to be in place within CHIRs to ensure they create sustained, transformative change were
identified:

1. Effective Convening: A combination of convening, implementation, and facilitation processes
support the effective engagement of diverse stakeholders in collective efforts. Includes the presence
of a trusted, effective backbone organization (BBO), an inclusive culture, ongoing communication
efforts, and the development of a valued collective effort.

2. Shared Vision & Goals: The adoption and integration of a shared vision that guides aligned actions
across diverse stakeholders. Also includes the ongoing championing of this vision by CHIR members
and the development of public will for these goals.

3. Engaged Diverse Partners: The active inclusion of diverse stakeholders and sectors who hold
different perspectives of the problem and possible solutions. Effective systems engage these
stakeholders in multiple ways by soliciting input and supporting them to become empowered
change agents themselves.

4. Aligned Systems: The capacity of This is really important work. The fact that we’re 2

local stakeholders to transform years in and we have, in many respects, more
their local community, the individuals around the table than when we started -
initiation of needed policy/practice ~ and continue to engage in excitement around the work

changes within and between local - speaks volumes to the effectiveness of what the CHIR
organizations, and the emergence can do. It is my hope that we can find a way to sustain
of transformed conditions that and spread what we’ve been able to accomplish.

-Health Sector, Member
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promote greater system integration and alignment around the shared vision.

5. Adaptive Learning and Continuous Improvement: The integration of a continuous learning
orientation within the collective and participating organizations which includes effective use of
feedback and data, rapid problem-solving, and adapting in response to insights and contextual
shifts.

6. Equity Pursuits: A focus on understanding and targeting disparities in processes, outcomes and the
sources of this disadvantage in the collective and participating organizations.

The CHIR evaluation also accommodates the developmental nature of the community/systems change
process. Following a review of other community change developmental frameworks in the gray and
academic literatures, four stages of change were identified:

e Organize for Change: Involves the foundational work of forming the collective and building the
capacity to pursue a shared agenda

e Create Action and Impact: Involves the engagement of diverse stakeholders in initiating aligned
actions in support of the shared agenda

e Embed Practices: Involves the integration of the collective agenda into the work of local
organizations and surrounding community system

e Sustain Value, Processes, and Outcomes: Involves the alignment of public and key stakeholder
support around the shared agenda and activation of a more empowered resident base

The figure below illustrates the CHIR Transformative Change Process Framework. This framework guided

both the quantitative and qualitative data collection activities in 2018 and 2019.

CHIR Transformative Change Process
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CHIR Survey

To understand the form and functioning of each CHIR and the factors associated with CHIR success, a
survey of key cross-sector representatives within each CHIR was conducted in 2018 and 2019. Survey
items were developed to measure each of the 24 components of the CHIR framework. Items were
adapted from existing measures whenever possible.

Data for the Collective Impact Survey was collected during two waves:
e Wave 1: Spring and Summer, 2018
e Wave 2: Fall, 2019

To determine who would receive a survey, the CHIRs provided rosters of community members, divided
into the categories of Member, Partner, and Stakeholder based on their connection to the CHIR’s work.
Each of these groups received a survey unique to their perspectives on the work. Members and Partners
were asked different questions about the transformative change process, appropriate to their broader
role and level of involvement with the CHIR.

Partners Stakeholders

Individuals across the Individuals across the
community who community who are

Members

Individuals who are
official members of
collaborate on CHIR not yet directly
efforts. Partners are engaged in CHIR

not part of CHIR efforts
governance groups

the CHIR steering/
governance
committee or
workgroups

Key Informant Interviews

Backbone staff within each region nominated CHIR members, partners, and stakeholders to interview in
2018 and 2019. Interviewees were selected to ensure cross-sector representation and a longitudinal
perspective. In all, 186 interviews were conducted between 2018 and 2019.

CHIR Members and Partners Report Paradigm Change; Increased Effectiveness, Integration
and Efficiency; and Transformed Lives

Evaluation findings in 2018 and 2019 provide strong evidence for the value of the CHIR within the initial
five regions. Survey and interview data indicate that CHIRs have significantly strengthened cross-sector
partnerships, particularly between the health and social sectors. More importantly, through CHIR
efforts, a community system is starting to emerge that is more aligned with moving health upstream:

> Individuals from health and social sectors described a significant paradigm change about health
across their regions and reported they are more likely to integrate a focus on the social
determinants of health into their own work. This impact is greatest for health sector
representatives in 2019.
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> Leaders reported that their organizations are becoming more effective because they are gaining
knowledge and access to needed resources. Health sector organizations appear to be gaining the
most benefits through their involvement.

> CHIR members and partners reported that the community system has become more integrated
and efficient, with significant improvements in service coordination and referral processes. Even
community stakeholders not engaged in CHIR efforts are reporting significant improvements in local
health and social sector partnerships.

» CHIR members and partners reported that lives are starting to be transformed as individuals are
gaining improved access to needed services/supports and are getting their needs met.

These outcomes emerged, in part, because CHIRs have created a collective innovation space for their
region, a place where diverse stakeholders worked together to design innovative solutions to shared
problems. CHIRs succeeded more in these collective efforts when they had:

> An effective backbone organization providing needed convening and implementation supports.

» A shared vision guiding collective efforts and integrated into local organizational operations.

> Empowered residents engaging in making decisions and taking action to improve their lives and
communities.

> Local capacity to transform local conditions, including developing knowledge and skills related to
policy/environment change, targeting local inequities, and leveraging resources for needed changes.

> An active learning culture within the collective and adopted by local organizations.

> A prioritization of equity and a reduction of local inequities.

Importantly, while multiple factors and conditions influenced CHIR effectiveness, two factors emerged
as critical influencers: Empowered Residents and a Continuous Learning Orientation. Growth in these
two factors significantly influenced simultaneous growth in all six outcomes examined in the CHIR
survey. Interview data with key informants confirmed the critical role these two factors are playing in
CHIR effectiveness. Because levels of these two factors remain relatively low across most CHIRS,
continued efforts to strengthen these conditions within all regions seem important.

In addition, it is also important to note that our multilevel, multivariate longitudinal analyses suggest
that changes in CHIR characteristics impact the range of CHIR outcomes differently: improvement in
CHIR characteristics appear to have the most effect on changes in organizational benefits and the least
effects on changes in access to services. When CHIR operations became more effective between 2018
and 2019 (e.g., better convening, stronger integration of the shared vision), these improved operations
seem to have a powerful impact on the direct benefits derived by participating organizations. This
finding is not surprising as CHIR operations create the context through which organizations can
meaningfully gain the resources, information and relationships needed to improve their effectiveness.
The low impact on access to services is also not surprising, as larger contextual forces (at the
community, state, and federal level) constrain access to local resources (e.g., availability of affordable
housing). Until the CHIR tackles these forces directly — through advocacy, policy change, or engagement
of other sectors such as city officials — no matter how effective CHIR operations become, it is unlikely
that significant improvement will happen in this outcome area.

In conclusion, CHIRs emerged as a worthwhile investment during this early implementation period.
While CHIRs varied significantly in their strengths and accomplishments between 2017-2019, it appears
they are creating the conditions needed for moving health upstream within their regions. Certainly, key
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to their future success will be the ability to improve the social determinant of health conditions within
their region. This is a far more daunting task and CHIRs would benefit from significant leadership and
support from state-level stakeholders as state AND community-level solutions are needed.

Layer IV: CHIRs Coordinate Care between Healthcare Settings and
Community Services

As described in the last section, a key purpose and outcome of the CHIR is to improve community
referral systems, making them more integrated and efficient. This final section of the report provides
guantitative data backing up CHIR member and partner perceptions.

CHIRs Identify Needs and Improve Access to Holistic Services
CHIRs Implemented Clinical Community Linkages (CCL) Models with Common Features

All CHIRs worked with healthcare providers and other partners to implement social needs screening and
linking individuals to health and social care across the community, referred to as clinical-community
linkage (CCL). The CCL models were co-designed with local partners, and necessarily varied in some
details. They had in common mechanisms to identify people with both social and medical needs, refer
those with greatest need to a centralized intake and referral system (often called a ‘Hub’), assign a
community health worker (CHWSs) to coordinate their care, and track needs identified and addressed.
Each CHIR described their system as follows:

e Genesee CHIR implemented a universal SDOH screening tool across clinical and non-clinical
providers, worked with Great Lakes Health Connect to create a Community Referral Platform, and
monitored the resulting data repository in order to quantify needs prevalent in the community and
promote more efficient resource allocation.

e Jackson CHIR brought together front-line community and medical service staff, leaders, and IT
professionals to develop a shared technology platform to allow for screening and assessment at
social and health service organizations across the CHIR. The referral tool uses Central Michigan’s 2-
1-1 service database. They then confirm people are receiving needed services.

e Livingston-Washtenaw CHIR prospectively identifies people at risk for frequent ED use and not
currently engaged in care. Care coordinators and CHWs in ‘hublets’ (organizations providing social
and health services) reach out and support individuals to get their needs met.

e Muskegon CHIR also created an IT platform and implemented a screening and referral process to
identify social and health needs. Providers and coordinators track patients throughout the process
and share data with a central repository.

e Northern Michigan CHIR organized over 90 cross-sector partners into Action Teams to address
priority SDOH. They implemented a universal screening tool and referral process across 10
counties. A Community Connection Hub assigns a nurse, social worker or CHW to coordinate
services.

CHIRs use IT and coordinate care either through designated entities (referred to by the generic term
‘hub’), or through provider or other entities in the community.
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In this section we show data on the clients served by the designated hub-type entities in four CHIRs
(Appendix VI). When needs were less extensive, PCMHs or other entities would generally provide the
coordination themselves rather than refer to the hubs. The latter generally focusing on clients with
higher needs. For purposes of creating a dataset that was consistent across all CHIRs we focused on a
one-year period of activity July 2018 — June 2019. Exceptions were Genesee who provided data for an
earlier time period (calendar year 2018) and Muskegon, whose repository was as yet unable to
distinguish clients served by the hub and clients served by PCMHs.

During a one-year period, the four CHIR hubs served 3,422 clients. Most common needs were:
transportation, food, physical and mental health and housing/shelter.

M Needs Identified M Linkages Opened

1364
1168 1179
1032
878
s 796 871
i i i 303 309
226 231
I I I I135 139 I
i n Am i
Physical & Health- Food  Employment Housing/ Utilities Family Education Transportation Safety
Me ntal care Shelter Care
Health Afford
ability

Ability to meet needs varied by domain (for instance housing is often in short supply). Areas of food and
transportation were more frequently met (73% and 71% met, respectively), compared to other needs.
Data here represent a snapshot in time, needs not ‘met’ may still be in process of being addressed.
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Safety

CHIR Hubs Reach Adult Medicaid Beneficiaries with Chronic Medical and Behavioral Health

Conditions

MPHI used information on clients provided by CHIRs to access and analyze Medicaid claims data.

Incomplete or incorrect identifying numbers prevented a perfect linkage; but we were able to identify
2,335 clients in the Medicaid Data Warehouse. Using recorded diagnoses to identify chronic conditions,

we noted the following among 778 adults with chronic condition information available.
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Adults being served by the CHIR hubs
have high rates of multiple chronic
conditions and behavioral health
conditions when compared to other

60%
Medicaid beneficiaries in CHIRs. In the
figure (left) Hub clients are compared to
28% other Medicaid beneficiaries in the
21% CHIRs, including SIM PCMH patients
. . (middle column) and patients not served

% of Adults with 4 or More Chronic
Conditions

by a PCMH (right column). The most

Hub clients PCMH patients in Other CHIR common conditions are below.
CHIRs Medicaid
Top 10 Chronic Conditions

5 .
% of Adults with Behavioral Health epression

Condition(s) Anxiety Disorders

Tobacco Use
Drug and Alcohol Use Disorders
Fibromyalgia, Chronic Pain, Fatigue

75%
44% -
34% Hypertension
Obesity
l Rheumatoid Arthritis/Osteoarthritis
Chronic Obstructive Pulmonary

Hub clients PCMH patients in Other CHIR Disease and Bronchiectasis
CHIRs Medicaid Bipolar Disorders

Children Are a Major Focus of Some CHIR Hubs

Across the four CHIRs with linkage data, children comprised more than half the clients. This varied
greatly by CHIR with both Jackson and Livingston/Washtenaw focusing more on adults. The justification
for focusing on children has less to do with current chronic conditions than prevention of future ones.
Even so, data on 1,381 CHIR hub pediatric clients show that they are more likely to have certain chronic
conditions than the general Medicaid pediatric population. Among pediatric hub clients we found:

> 13% have a diagnosis of asthma compared to 6% of other CHIR children enrolled in Medicaid
» 8% have a diagnosis of learning or developmental disability compared to 4% of other CHIR children
enrolled in Medicaid

Evidence that Providers and Patients in CHIRs Experienced the PCMH CCL Process
Differently than Providers and Patients Outside of CHIRs

One of the hypotheses that the SIM project tested is that CHIRs reduce the burden on health care
settings by providing an organized community response to social needs screening and referral (the CCL

process). Comparing both patient and provider survey findings from inside and outside of CHIRs
provides some evidence for this — reinforcing the member and partner feedback summarized in the
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previous chapter. We presented the main patient and provider survey findings in the second chapter
(Layer 1l). Here we present additional findings from those two data sources.

Providers in CHIRs More Supportive of CCL Process

In terms of the provider findings, many of the differences inside and outside of CHIRs showed up in 2019
but were not present in 2018. This makes sense because the CCL models were still quite new in 2018,
and their impact may not have been felt.

» In 2019, providers inside CHIRs were more likely to perceive the importance of social needs
screening than providers outside CHIRs.
> In 2019, providers in CHIRs reported 4% higher levels of Implementation progress than providers
outside CHIRs.
> In 2019, compared to providers located outside of a CHIR, providers located within a CHIR reported:
0 21% higher scores for advocating for changes to make their community healthier
0 18% higher scores for understanding what community investments are needed to improve
patient access to needed services in their communities
0 16% higher scores for advocating for local changes that would improve service access and/or
coordination of their patients
0 Similar levels of supportiveness for efforts to implement screening and referrals for social
services for their patients
> In 2018 and 2019, providers in CHIRs were more likely to recognize the role of a coordinating
organization that helps coordinate systems change across the community and within the practice.
O Respondents located inside CHIRs reported higher levels of agreement with statements related
to the support of a coordinating organization in their community than did respondents living
outside a CHIR
0 CM/CCs and primary care providers inside CHIRs were especially more likely to recognize the role
of a coordinating organization as compared to CM/CCs and primary care providers outside CHIRs

PCMH Patients in CHIRs More Likely to Report Follow Up on Social Needs

Another piece of evidence of the role of the CHIR in increasing the capacity of PCMHs to effectively
incorporate the CCL model comes from comparing responses to the survey conducted by UM-CHEAR
with patients served by PCMHs inside and outside of CHIRs. The graph below compares how adult
Medicaid beneficiaries and parents of child Medicaid beneficiaries answered two questions: 1) Has
someone from the PCMH talked with you about how to get help [for social needs]? And 2) Did someone
from PCMH suggest you work with another office/agency to get help? Patients/parents in CHIRs were
more likely to answer yes to both of those questions than patients/parents outside of CHIRs.
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Has someone from PCMH talked Did someone from PCMH suggest
with you about how to get help? you work with another
office/agency to get help?
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What About Emergency Department Use Reduction and Cost Savings?

The work of the CHIRs drew heavily on an earlier clinical community linkages model in Michigan.
Michigan Pathways to Better Health (MPBH) was implemented in three Michigan regions centered
within Ingham, Muskegon, and Saginaw Counties beginning January 2013 through June 2016 with a $14
million Healthcare Innovation Award from the Centers for Medicare and Medicaid Innovation to serve
Medicaid and Medicare beneficiaries with two or more chronic diseases. MPBH was a community-based
care navigation model, implemented by multiple local agencies across a community, organized by a Hub
that coordinates referrals and tracks outcomes using a central database. Community Health Workers
were recruited from within the communities to engage participants to meet both medical and social
service needs and ensure clients are linked to care.

MPHI conducted a retrospective evaluation of the effectiveness of MPBH among Medicaid adult
participants, through selecting a matched comparison and estimating the relative changes in medical
cost, emergency department visits, and acute hospitalizations. The evaluation found that

» Cumulative gross cost savings started at 3™ quarter post MPBH enrollment, though there was no
significant net cost savings after discounting the intervention cost.

> Statistically significant reduced risk of hospitalization started at 8*" post-quarter.

» There was no significant reduction in ED visits.

Based on this experience, foundations for a future evaluation of the CHIR CCL model were laid during
SIM. Future analysis can build on this foundation to conduct a rigorous study — selecting a comparison
group and statistically controlling for demographics, medical risk, and other factors. Here we describe:
1) statistical analysis of the requisite number of cases needed for cost savings analysis, and 2) baseline
data from early CHIR Hub clients.
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Power Analysis

A statistical power analysis was performed for sample size estimation for comparing two groups across
time (CHIR CCL group and CHIR non-CCL comparison group), based on the method provided in Hedeker,
Gibbons, & Waternaux (1999).3 Power analysis is normally conducted before data collection. Power is
the probability of detecting an effect, given that the effect is really there. The main purpose underlying
power analysis is to determine the smallest sample size that is suitable to detect the effect at the
desired level of power and statistical significance. If the smallest sample size is not met, the analysis
would not be able to detect the effect, even if the effect is there.

Assuming four data points prior first CCL service date, and four data points after first CCL service date
are analyzed, with an alpha = 0.05, power = 0.80, effect size = 0.10, and the correlation among repeated
data points = 0.76 for pediatrics, 0.56 for adults (based on the first submitted Northern CHIR CCL data).

> We found that the projected number of CHIR hub clients with complete data needed for analysis
is approximately 1,234 children and 956 adults.

> Based on this, a matched comparison group of similar numbers can be selected to enable an answer
to the question with reasonable certainty: “What would cost and utilization have been like without
the CHIR hub service?”

» In addition, we note the following constraints to future analysis:

0 The actual number served will need to be larger than the number of cases in the analysis for the
following reasons: inaccuracy and incomplete capture of identifiers prevent matching all those
served to the data; not all people are eligible for a long enough time to have enough data to
analyze.

0 Final analysis should allow for approximately one year of data following service plus a six-month
period of time after that for the claims data to accumulate and be complete.

Understanding Historical Cost and Utilization Points to Potential for Reduction

Understanding historical cost and utilization of emergency departments and hospitals by CHIR hub
clients accomplished two things during SIM: 1) it demonstrates that costs and utilization can be tracked
for this population, and 2) it helps us understand whether there is an opportunity for reduction from
historical levels. Here we present raw data on ED visits, acute hospital admissions, and per member per
month (PMPM) medical expenditures. We analyzed 940 CHIR hub pediatric clients and 544 CHIR hub
clients who had four quarters of Medicaid eligibility before their first CHIR hub service.

CHIR Residents Included in Cost /Utilization Analysis Children Adults

CHIR hub clients 940 544
CHIR residents, not hub clients, are SIM PCMH patients 70,420 66,992
CHIR residents, not hub clients, and not SIM PCMH patients 36,178 51,930

3 Hedeker, Gibbons, & Waternaux (1999). Sample size estimation for longitudinal designs with attrition.
Journal of Educational and Behavioral Statistics,24:70-93.
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CHIR hub clients are represented in column 1 in the following charts. Column 2 summarizes data from
CHIR residents with four quarters of Medicaid eligibility who were served by SIM PCMHs. Column 3
summarizes data on CHIR residents with four quarters of Medicaid eligibility who were not SIM PCMH
patients. All charts depict data on the experience CHIR Hub clients during the year immediately prior to
hub services relative to that of the general population in a comparable 1-year time frame.

CHIR Hub Clients are Three Times More Likely to Have a History of Frequent ED Usage

% of Children with 3 or More ED Visits % of Adults with 3 or More ED Visits During
During the Baseline Year the Baseline Year
29%
30% -
25% -
20% -
15%
Q,
10% 9% > 8%
0% | ] ]
Hub clients PCMH patients in Other CHIR Hub clients PCMH patients in Other CHIR
CHIRs Medicaid CHIRs Medicaid

CHIR Hub Clients are 3-4 Times More Likely to Have a History of Acute Hospitalization

% of Children with 1 or More Acute % of Adults with 1 or More Acute
Hospitalizations During the Baseline Year Hospitalizations During the Baseline Year
25% -
20%
20% -
15%
10% A e% 7% 6%
TH oz H B
0% - [ [
Hub clients PCMH patients in Other CHIR Hub clients PCMH patients in Other CHIR
CHIRs Medicaid CHIRs Medicaid
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CHIR Hub Clients Have a History of Greater Medical Expenditures — Indicating Potential for Cost Savings
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Conclusion

In summary, Michigan’s CHIR and PCMH models were designed to work together to improve population
health in the following ways:

0

As the foundation, Michigan Medicaid is a mature managed care model, in which contracted
health plans are required to be certified and provide care management, CHW services, and work
with community organizations.

SIM PCMH builds on Medicaid managed care and the MiPCT model, a multi-payer
demonstration in operation 2012 — 2016. A core component is provider delivered care
management (CM) or care coordination (CC).

SIM PCMH goes further than MiPCT by screening for and addressing social needs by referring
patients to social service providers.

. Within a CHIR, population level root causes of poor health (social determinants of health) are

addressed through systems, policy and environmental change initiatives organized by multi-
sector collaborations.

. Within CHIRs, hubs or other entities coordinate health and social services to provide whole

person care.

SIM PCMH Patients Who
Receive Hub Support"

SIM PCMH Patients with CCL Needs in
CHIR, No Hub Support"

SIM PCMH Patients with CCL Needs, Not in CHIR"

All SIM PCMH Patients'

Medicaid Managed Care, non-PCMH Patients’

Data from the evaluation of SIM (as well as earlier foundational care models) support the hypotheses

underlying the design of SIM components, while additional time will be required to measure improved
health, quality and cost effectiveness.

Michigan’s SIM PCMH Model Built on the Successful MiPCT Demonstration (Layer I).

>

>

MiPCT was shown to be beneficial for both Medicaid and Medicare beneficiaries: reducing

expenditures while maintaining quality of care.

Under SIM, an increasing number of beneficiaries with complex medical and social needs were

documented as receiving CM/CC services.
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SIM PCMHs implemented social needs screening and referral processes to understand and address their
patients holistically (referred to as ‘clinical community linkages’ [CCL], Layer II)

>
>
>

Screening data revealed that many patients have a number of social needs.

Patients with more social needs have poorer physical and mental health.

Patients with more social needs were found to be more likely to visit emergency departments and

had higher average medical expenditures.

According to surveys, both patients and providers affirmed the importance of social needs screening

in the PCMH setting.

0 4in5 adult patients and parents of child patients feel that PCMHSs should ask about SDOH.

0 Providers report high levels of agreement when asked about the importance of addressing social
needs, but are mixed in their assessment of their progress in implementing the CCL process.

CHIRs were actively coordinating efforts across their communities to improve well-being and population
health (Layer Il).

>

>

>

CHIRs convened stakeholders, facilitated development of shared vision and goals, engaged partners,
and were aligning systems.

CHIR members and partners reported that paradigms were changing, with increased attention being
paid to social determinants of health.

CHIR members and partners indicated that SIM programming increased organizational effectiveness,
systems integration, and that lives were being transformed.

CHIRs helped to coordinate care between healthcare settings and community services (Layer 1V).

>

CHIRs implemented clinical community linkages (CCL) models that included screening for social
determinants, referral to services, and information technology platforms that enabled closing
referral loops and enhanced communication across settings.

CHIR hubs reach adult Medicaid beneficiaries with multiple chronic medical and behavioral health
conditions.

Children were also a major focus of some CHIR hubs.

There is evidence that providers and patients in CHIRs experienced the PCMH CCL process
differently than providers and patients outside of CHIRs.

0 Providers in CHIRs were more supportive of CCL processes.

0 PCMH patients in CHIRs were more likely to report follow up on social needs.

CHIRs demonstrated capacity to enable subsequent evaluation of emergency department use
reduction and cost savings; however, a power analysis showed there were not yet enough cases to
enable statistical analysis.
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Profile of SIM Care Management
& Care Coordination Services
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SIMB (5

MDHHS State
Innovation Model

Produced in May 2019 based on 2018 data. Data are based on SIM PCMH beneficiaries receiving CM/CC codes in 2018 unless otherwise noted.

Overview

Michiganis committed to improving Medicaid
services. A core strategy is to invest in care
management and care coordination (CM/CC)
services delivered within patient-centered
medical homes (PCMH) participating in the State
Innovation Model (SIM). This report utilizes 2018
Medicaid claims data to understand:

1. How CM/CC services are distributed across
managed care beneficiaries

2.  What is different about CM/CC services
funded by SIM

3.  What the health and demographic
characteristics of SIM beneficiaries are
who receive CM/CC services

484,359
Medicaid managed care beneficiaries were
attributed to a SIM PCMH for at least one

month in 2018.

Frrrrr

24,864
of those beneficiaries (mapped above) received
at least one CM/CC service in 2018.

SIM CM/CC beneficiaries were more likely to
receive in-person services, whereas non-SIVI
CM/CC beneficiaries were more likely to receive
care transition services.

SIM Non-SIM
2.5% —— |n-person Encounter ™ 0.2%
2.4% e— phone Assessment ™= 0.3%
1.3% SN  Team Conference 10.1%
0.7% wmmmmm  (ore Transition === 0.5%
0.4% ™= ;05 Assessment U 0-1%

0.3% == End-of-life Counseling 10.02%

0.3% mm ... 10.02%
0.01% lths. Coord. 0\.‘er5|ghtI 0.001%
Group Edu. & Training

SIM-attributed beneficiaries receiving CM/CC
services were more likely to receive just one
service.

98.7% 1.1% 0.2%

Comp. Assessment
P 95.4% 3.8% 0.8%

Phys. Coord. Oversight
88.4% 9.3% 2.3%

Care Transition
85.2% 11.6% 3.2%

End-of-life Counseling
73.6% 16.2% 10.2%

Team Conference
71.6% 16.0% 12.4%

In-person Encounter
65.4% 19.2% 15.4%

Group Edu. & Training
64.5% 17.7% 17.9%

Phone Assessment
M 1 Service W2 Services M 3+ Services

Health plans ranged from 4% to 9% of SIM

clients receiving CM/CC services. Physician

Organizations ranged from 0.5% to 14% of
SIM clients receiving CM/CC services.
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For beneficiaries discharged
from an acute inpatient
hospitalization in 2018:

3

SIM beneficiaries were more H
likely to receive a CM/CC service
within 2 weeks of their
discharge than non-SIM
beneficiaries.

16% 6%
SIM Non-SIM



1. Overview

Michigan is committed to improving Medicaid services. A core strategy is to invest in care
management and care coordination (CM/CC) services delivered within patient-centered
medical homes (PCMH) participating in the State Innovation Model (SIM). This report utilizes
2018 Medicaid claims data to understand:

1. How CM/CC services are distributed across managed care beneficiaries;

2. What is different about CM/CC services funded by SIM from other CM/CC services;

3. What the health and demographic characteristics of SIM beneficiaries are who receive
CM/CC services.

2. Methods

2.1 Study Design

This profile report is a descriptive comparison of Medicaid enrollment and claims data for
beneficiaries attributed to a SIM Patient Centered Medical Home (PCMH) and similar Medicaid
beneficiaries but who were not attributed to a SIM PCMH.

2.2 Study Populations

General Inclusion and Exclusion Criteria. The inclusion criteria were as follows: (1) Medicaid
beneficiaries 0 to 64 years of age, (2) enrolled in Medicaid managed care or Healthy Michigan
Plan (HMP) managed care for at least one month in 2018, and (3) with no other insurance. The
exclusion criteria are to exclude any enrollment months for which beneficiaries were on
Medicaid Spenddown plan, in a hospice or long-term care, or who were incarcerated in 2018.

The results in this report focus on two Medicaid sub-populations:

SIM-attributed Beneficiaries included beneficiaries who met the criteria listed above and were
attributed to a primary care provider who was part of a SIM PCMH practice for at least one
month during 2018.

Non-SIM-attributed Beneficiaries included beneficiaries who met the criteria listed above but
were not attributed to a primary care provider of a SIM PCMH practice in any month during
2018.

2.3 Data Acquisition

Data for this report were primarily based on claims/encounters obtained from the State of
Michigan’s Medicaid Data Warehouse. The PCMH Initiative required all participating practices
to track Care Management and Coordination Service provision using a designated set of
HCPCS/CPT codes. Starting in 2017, these codes included: G9001, G9002, G9007, 98966, 98967,
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98968, 99495, and 99496. In 2018, four HCPCS/CPT codes were added: G9008, 98961, 98962,
and S0257. Below is a brief description of each of these 12 codes:

e (9001: Comprehensive assessment, coordinated care fee, initial rate

e (G9002: In-person encounter, coordinated care fee, maintenance rate

e (G9007: Team conference, coordinated care fee, scheduled team conference

e 98966: Telephone assessment and management service to an established patient,
parent, or guardian; 5-10 minutes of medical discussion

e 98967: Telephone assessment and management service, 11-20 minutes of medical
discussion

e 98968: Telephone assessment and management service, 21-30 minutes of medical
discussion

e 99495: Transitional care management services with moderate medical decision
complexity, patient contact within two business days of discharge, and a face-to-face
within 14 calendar days of discharge

e 99496: Transitional care management services with high medical decision complexity,
patient contact within two business days of discharge, and a face-to-face within seven
calendar days of discharge

Added in 2018:

e (9008: Coordinated care fee, physician coordinated care oversight services

e 98961: Formalized educational sessions led by qualified non-physician personnel for
patient self-management for 2-4 patients

e 98962: Formalized educational sessions led by qualified non-physician personnel for
patient self-management for 5-8 patients

e S0257: Face-to-face or telephonic counseling and discussion regarding advance
directives or end-of-life care planning and decisions

The initial query pulled all Medicaid eligibility data for all beneficiaries matching the
inclusion/exclusion criteria listed above. A subquery was also run that included all
claims/encounters for the targeted Medicaid population that matched any of the 12 HCPCS/CPT
codes related to a CM/CC service for the period of January 1, 2018 to December 31, 2018. Data
were further processed to count any one CM/CC service a maximum of one time on any one
day.

Also included in the query were a number of demographic and geographic characteristics,
Medicaid eligibility information, and which Medicaid Health Plan (MHP) the beneficiary was
enrolled in at the time the CM/CC service was provided. The resulting data file was then
matched to a patient attribution list provided by the Michigan Data Collaborative to identify
beneficiaries who were attributed to a SIM PCMH in 2018.
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Additional Medicaid Data Warehouse queries were executed to extract data (i.e. procedure
codes, revenue codes, diagnosis codes, and other relevant data items) for all study groups,
pertinent to the identification of inpatient stays and chronic conditions. The hospitalization
stays excluded maternity and/or newborn/delivery-related hospitalizations. Please see
Appendix Il for information on how individuals with chronic conditions were identified.

3. Results

3.1 Distribution of CM/CC Services across Study Populations
3.1.1 CM/CC services and beneficiary characteristics

In 2018, 24,864 SIM attributed Medicaid beneficiaries 0 to 64 years of age received a CM/CC
service. This was a 62.4% increase over the 15,312 SIM beneficiaries who received a CM/CC
service in 2017 (Table 1a). While the overall percentage of SIM beneficiaries who received a
CM/CC service was 5.1%, this percentage increased for adults 19 to 64 years of age to 6.8%.
Children 0 to 18 years of age (3.4%) received a CM/CC service about half as often as adults. For
both adults and children, the 2018 percentages were substantially higher than the 2017
percentages.

By contrast, of the Medicaid beneficiaries included in the non-SIM-attributed PCMH category
for 2018, only 0.9 percent (14,644) received a CM/CC service during 2018. Furthermore, when
stratifying by age, the percentage of non-SIM-attributed children who received a CM/CC service
in 2018 showed a modest increase from 2017 at 0.5% compared to 0.4%, respectively. Similarly
defined adults showed a larger increase going from 0.9% in 2017 to 1.3% in 2018.

Table 1a. Number and percent of children (0-18 years) and adults (19-64 years) receiving at
least one CM/CC service during 2018 and 2017

Age Category SIM Non-SIM

N cm/cc % N cMm/cC %
2018
Total 484,359 24,864 5.1 1,589,164 14,644 0.9
Children 240,490 8,281 3.4 664,947 3,001 0.5
Adults 243,869 16,583 6.8 924,217 11,643 1.3
2017
Total 507,371 15,312 3.0 1,639,247 11,072 0.7
Children 256,697 5,177 2.0 693,043 2,466 0.4
Adults 250,674 10,135 4.0 946,204 8,606 0.9
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3.1.2 Type and intensity of CM/CC services

To better understand the populations of pediatric and adult beneficiaries getting CM/CC
services, the type and intensity of the CM/CC services received were also examined. Table 1b
shows the number and percent of beneficiaries who received at least one CM/CC service for
each CM/CC code. For children less than 19 years of age, G9002 (In-person encounter,
coordinated care) was the most often CM/CC service provided to those attributed to a SIM
PCMH, accounting for 4,447 (1.8%) children receiving this service. Telephone follow up of any
duration was the next most common CM/CC service provided to these children with 4,089
(1.7%) children receiving this service. While telephone follow up was the most common CM/CC
service provided to children who were not attributed to a SIM PCMH, this service was provided
at a much lower percentage of the population (0.2%).

CM/CC services provided to the adult SIM PCMH population followed a similar pattern to
children but at a somewhat higher level. For example, G9002 was the most common CM/CC
service provided to SIM adults at 3.2% (7,900) of the population and telephone follow up the
next most common service at 3.1%.

Table 1b. Number and percent of beneficiaries by type of CM/CC services received during
2018

SIM Non-SIM
CM/CC Service
N % N %
Children (0 to 18 years)
Total beneficiaries 240,490 664,947
Type of Service
Telephone assessment 4,089 1.7 1,647 0.2
Telephone 98966 3,374 1.4 1,450 0.2
Telephone 98967 864 04 313 <0.1
Telephone 98968 353 0.1 77 <0.1
Care transition 642 0.3 809 0.1
Care transition 99495 395 0.2 525 0.1
Care transition 99496 270 0.1 288 <0.1
Comprehensive assessment G9001 418 0.2 144 <0.1
In-person encounter G9002 4,447 1.8 790 0.1
Team conference G9007 3,170 1.3 353 0.1
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SIM Non-SIM
CM/CC Service
N % N %
Coordinated care fee Physician
coordinated care oversight services 281 0.1 108 <0.1
G9008
End-of-life counseling S0257 18 <0.1 ¥
Group education and training 13 <0.1 -*
Formalized educational sessions led by
qualified non-physician personnel for . .
patient self-management for 2-4 patients
98961
Formalized educational sessions led by
qualified non-physician personnel for
. . 11 <0.1 -k
patient self-management for 5-8 patients
98962
Adults (19 to 64 years)
Total beneficiaries 243,869 924,217
Type of Service
Telephone assessment 7,643 3.1 3,145 0.3
Telephone 98966 5,556 2.3 2,360 0.3
Telephone 98967 2,992 1.2 1,130 0.1
Telephone 98968 1,179 0.5 415 <0.1
Care transition 2,915 1.2 6,742 0.7
Care transition 99495 1,536 0.6 3,346 0.4
Care transition 99496 1,535 0.6 3,707 0.4
Comprehensive assessment G9001 1,612 0.7 795 0.1
In-person encounter G9002 7,900 3.2 2,080 0.2
Team conference G9007 2,947 1.2 612 0.1
Coordinated care fee Physician
coordinated care oversight services 966 0.4 252 <0.1
G9008
End-of-life counseling S0257 1,366 0.6 390 <0.1
Group education and training 13 <0.1 12 <0.1
Formalized educational sessions led by 10 <01 10 <01

qualified non-physician personnel for
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SIM
CM/CC Service

Non-SIM

%

%

patient self-management for 2-4 patients
98961

Formalized educational sessions led by
qualified non-physician personnel for
patient self-management for 5-8 patients
98962

*Suppressed if a non-zero numerator <10 or a non-zero denominator <20.

In general, the majority of beneficiaries who received a particular CM/CC service during 2018

tended to only have received that service once during the year. However, a few CM/CC services
were provided multiple times per year on a fairly regular basis. Table 1c shows that slightly
more than one-quarter (26.4%) of children and four out of ten (40.4%) adults who were
attributed to a SIM PCMH received 2 or more telephone follow up calls during the year.

Table 1c. Number of services received by SIM beneficiaries for each CM/CC service type

CM/CC Service N 1 Service 2 Services 3+ Services
# % # % # %
Children (0 to 18 years)
Type of Service
Telephone assessment 4,089 3,010 73.6 647 15.8 432 10.6
Telephone 98966 3,374 2,623 77.7 463 13.7 288 8.5
Telephone 98967 864 715 82.8 104 12.0 45 5.2
Telephone 98968 353 296 83.9 35 9.9 22 6.2
Care transition 642 579 90.2 54 8.4 ¥
Care transition 99495 395 371 93.9 19 4.8 ¥
Care transition 99496 270 252 933 15 5.6 ¥
gc;rgoplrehenswe assessment 418 417 99 8 x 0
In-person encounter G9002 4,447 3,465 77.9 576 13.0 406 9.1
Team conference G9007 3,170 2,489 78.5 461 14.5 220 6.9
Coordinated care fee
Physician coordinated care 281 279 99.3 - 0
oversight services G9008
End-of-life counseling S0257 - - - 0
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1 Service 2 Services 3+ Services
CM/CC Service N
# % # % # %
Group education and training - - - -
Formalized educational
sessions led by qualified non-
physician personnel for ¥ ¥ 0 -
patient self-management for
2-4 patients 98961
Formalized educational
sessions led by qualified non-
physician personnel for ¥ ¥ ¥ ¥
patient self-management for
5-8 patients 98962
Adults (19 to 64 years)
Type of Service
Telephone assessment 7,643 4,555 59.6 1,425 18.6 1,663 21.8
Telephone 98966 5,556 3,713  66.8 944 17.0 899 16.2
Telephone 98967 2,992 2,048 68.4 488 16.3 456 15.2
Telephone 98968 1,179 892 75.7 164 13.9 123 10.4
Care transition 2,915 2,565 88.0 278 9.5 72 2.5
Care transition 99495 1,536 1,418 92.3 103 6.7 15 1.0
Care transition 99496 1,535 1,406 91.6 108 7.0 21 1.4
Comprehensive assessment "
G9001 1,612 1,586 98.4 21 1.3
In-person encounter G9002 7,900 5,379 68.1 1,394 17.6 1,127 14.3
Team conference G9007 2,947 2,014 68.3 532 18.1 401 13.6
Coordinated care fee Physician
coordinated care oversight 966 911 94.3 45 4.7 10 1.0
services G9008
End-of-life counseling S0257 1,366 1,162 85.1 160 11.7 44 3.2
Group education and training _* _* _* 0
Formalized educational
sessions led by qualified non-
physician personnel for patient ¥ ¥ 0 0

self-management for 2-4
patients 98961
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1 Service 2 Services 3+ Services
CM/CC Service N

# % # % # %
Formalized educational
sessions led by qualified non-
physician personnel for patient -* ¥ 0 0

self-management for 5-8
patients 98962

*Suppressed if a non-zero numerator <10 or a non-zero denominator <20.

Tables 2a (children) and 2b (adults) present the number and percent of Medicaid beneficiaries

who received at least one CM/CC service in 2018 by Medicaid enrollment and demographic
characteristics. Across all age, race, gender, and Medicaid program categories, findings

consistently indicate a greater proportion of SIM-attributed beneficiaries receiving CM/CC

services.

Table 2a. Demographic characteristics and program enroliment of children 0 to 18 years of

age with at least one CM/CC service during 2018

Attributed to SIM PCMH

Not Attributed to SIM PCMH

Demographic

Characteristics Total IiinCst;lctg % Total Eiinng}/gg %
Beneficiaries Service Beneficiaries Service
Total 240,490 8,281 34 664,938 3,000 0.5
Age
2 43,619 2,040 4.7 122,047 883 0.7
3to7 71,258 2,308 3.2 185,893 750 0.4
8to 12 63,765 1,983 3.1 173,848 644 0.4
13t0 18 61,848 1,950 3.2 183,159 724 0.4
Gender
Male 122,554 4,277 35 339,469 1,538 0.5
Female 117,936 4,004 34 325,478 1,463 0.4
Race
White 135,116 4,557 34 330,137 1,770 0.5
Black 61,621 2,610 4.2 204,470 578 0.3
American Indian 1,028 34 3.3 2,889 21 0.7
Hispanic 20,868 526 2.5 59,385 310 0.5
Asian-Pacific Islander 3,200 63 2.0 11,699 38 0.3
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Attributed to SIM PCMH

Not Attributed to SIM PCMH

Demographic Bens. with Bens. with
Characteristics Total 1+ CM/CC % Total 1+ CM/CC %
Beneficiaries . Beneficiaries .
Service Service
Unknown 18,657 491 2.6 56,367 284 0.5
Group
TANF 231,876 7,696 3.3 641,484 2,826 0.4
ABAD 8,614 585 6.8 23,454 174 0.7
HMP * * * *
Beneficiary Monitoring " " " "
Program (BMP)
Flint Indicator or TCMF 15,163 1,466 9.7 11,138 49 0.4

*Censored data.

Table 2b. Demographic characteristics and program enrollment of adults 19 to 64 years of age
with at least one CM/CC service during 2018

Attributed to SIM PCMH

Not Attributed to SIM PCMH

Demographic Bens. with Bens. with
Characteristics Total — i em/ce % Total g em/ce %
Beneficiaries Service Beneficiaries Service
Total 243,869 16,583 6.8 924,217 11,643 13
Age
19to 24 42,359 1,356 3.2 156,833 728 0.5
25t0 34 72,416 3,241 4.5 274,737 1,947 0.7
35t044 50,769 3,210 6.3 190,119 2,178 1.1
45 to 54 40,120 4,039 10.1 157,310 2,945 1.9
55 to 64 36,086 4,531 126 137,072 3,712 2.7
Gender
Male 102,514 5865 5.7 409,847 4,672 1.1
Female 141,355 10,718 7.6 514,370 6,971 1.4
Race
White 153,260 10,624 6.9 518,443 7,713 1.5
Black 56,856 4,225 7.4 265,098 2,479 0.9
American Indian 1,372 101 7.4 4,682 78 1.7
Hispanic 9,966 535 54 40,134 384 1.0
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Attributed to SIM PCMH Not Attributed to SIM PCMH

Demographic

o Total Bens. with Total Bens. with
Characteristics ol 1+ CM/CC % ral 1+CM/CC %
Beneficiaries . Beneficiaries .
Service Service

Asian-Pacific Islander 3,109 123 4.0 15,289 94 0.6

Unknown 19,306 975 5.1 80,571 895 1.1
Group

TANF 71,224 3,951 5.5 264,719 2,379 0.9

ABAD 28,585 4,021 14.1 111,706 3,033 2.7

HMP 144,060 8,611 6.0 547,792 6,231 1.1

Beneficiary Monitoring

Program (BMP) 418 101 24.2 1,237 73 5.9

Flint Indicator or TCMF 5,741 426 7.4 8,423 58 0.7

3.1.3 CM/CC services by health plan, PO, CHIR, and prosperity region

Table 3 shows the number and percent of Medicaid beneficiaries 0 to 64 years of age who
received at least one CM/CC service in 2018 by Medicaid Health Plan (MHP). The table includes
beneficiaries who were enrolled in Medicaid managed care or HMP managed care and had no
other insurance for both the SIM-attributed and non-SIM beneficiaries. Tables 4, 5, and 6
present the beneficiaries by physician organization (PO), CHIR, and prosperity region,
respectively. For a further breakdown of the MHP members who received a CM/CC service by
CHIR and prosperity region residency, please see Appendices | and .

Table 3. Health plan enrollment of beneficiaries 0 to 64 years of age with at least one CM/CC
claim during 2018"

SIM Non-SIM
MHP Name Average Members Rate/ Average Members Rate/
Monthly with 1,000 Monthly with 1,000

Members CM/CC Members Members CM/CC Members

Aetna Better Health of

tne 3,423 145 42.4 34,084 256 75
Michigan

Blue Cross Complete of o 309 5 5g; 57.4 135,886 1,577 116
Michigan, LLC

HAP Midwest Health 1,036 51 49.2 1,624 12 7.4
Plan, Inc.

Harbor Health Plan 243 - 7,296 33 4.5
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SIM Non-SIM

MHP Name Average Members Rate/ Average Members Rate/
Monthly with 1,000 Monthly with 1,000
Members CM/CC Members Members CM/CC Members

McLaren Health Plan,

o 39383 2664  67.6 145,229 1,430 9.8
Meridian Health Plan of ¢ 10 5 378 58.7 340,952 3,567 105
Michigan

Molina Healthcare of 84,463 5,023 59.5 241,953 2,095 8.7
Michigan, Inc.

rnréo”ty Health Choice, /5 ¢5e 3878 906 70,433 3,347 475
Total Health Care, Inc. 5,932 450 75.9 43,445 453 10.4
United Healthcare 34103 1,749 51.3 203,077 1,639 8.1
Community Plan, Inc.

Upper Peninsula Health - o_g 227 46.5 37,163 235 6.3

Plan, Inc.

*Suppressed if a non-zero numerator <10 or a non-zero denominator <20.

"Beneficiaries may be counted more than once if their MHP enrollment changed during the year; beneficiaries were also excluded if they
were not attributed to an MHP at the time of the CM/CC service.

Table 4. Physician organization (PO) affiliation of beneficiaries 0 to 64 years of age with at
least one CM/CC claim during 2018

SIM
Physician Organization Average Monthly Members with ~ Rate /1,000
Members CcMm/cc Members
Affinia Health Network Lakeshore 30,502 1,393 45.7
Alcona Health Center 5,002 178 35.6
Answer Health 847 121 142.9
Ascension Medical Group Promed 4,094 122 29.8
Beaumont Medical Group 2,304 47 20.4
Bronson Network, LLC 4,345 246 56.6
Cherry Health 10,442 549 52.6
Covenant Healthcare Partners 2,831 135 47.7
East Jordan Family Health Center 2,188 71 32.5
Genesee Community Health Center 3,623 46 12.7
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SIM

Physician Organization Average Monthly Members with ~ Rate /1,000
Members CcMm/cc Members

Genesys 8,374 484 57.8
Great Lakes OSC 2,680 213 79.5
Hackley Community Care Center 7,426 716 96.4
Henry Ford Medical Group 23,874 359 15.0
Holland PHO 946 83 87.8
Huron Valley Physicians Association 6,927 254 36.7
Integrated Health Associates 16,243 568 35.0
Integrated Health Partners 5,068 275 54.3
Jackson Health Network 17,732 658 37.1
MDHHS 10,290 1,433 139.3
Medical Network One 3,269 123 37.6
Metro Health Integrated Network 10,509 733 69.8
Michigan State University Health Team 11,056 142 12.8
Northern Physicians Organization 10,301 697 67.7
Oakland Southfield Physicians 6,798 375 55.2
Physician Healthcare Network, PC 4,601 23 5.0

Professional Medical Corporation, PC 28,173 3,770 133.8
Spectrum Health Medical Group 12,961 881 68.0
St. John Providence Partners in Care, LLC 18,581 1,065 57.3
St. Mary's of Michigan 833 11 13.2
United Physicians, Inc. 5,207 27 5.2

University of Michigan Health System 22,783 1,519 66.7
U.P. Health System - Marquette 3,181 121 38.0
Wexford PHO 28,300 1,214 42.9
Not Attributed to a PO 66,707 6,212 93.1
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Table 5. CHIR affiliation of beneficiaries 0 to 64 years of age with at least one CM/CC claim

during 2018*
SIM Non-SIM
CHIR
Average Members Rate / Average Members Rate /
Monthly with CM/CC 1,000 Monthly with CM/CC 1,000
Members Members Members Members
Genesee 46,283 5,173 111.8 50,547 475 9.4
Jackson 19,097 936 49.0 9,179 267 29.1
Muskegon 30,001 3,259 108.6 5,723 456 79.7
Northern 30,542 1,878 61.5 12,214 242 19.8
Washtenaw/ 33 3, 2,182 64.7 12,743 290 22.8
Livingston
Non-CHIR! 239,720 11,436 47.7 1,170,736 12,914 11.0
Total 399,373 24,864 62.3 1,261,142 14,644 11.6

*Only includes months when beneficiaries were enrolled in an MHP.
"Medicaid beneficiary had a Zip Code of residency outside of the CHIR boundaries.

Table 6. Prosperity region residency of beneficiaries 0 to 64 years of age with at least one

CM/CC claim during 2018

SIM Non-SIM

Prosperity Region Average Members Rate/ Average Members Rate/

Monthly with 1,000 Monthly with 1,000

Members CM/CC Members Members CM/CC Members
1. Upper Peninsula 4,897 227 46.4 37,156 236 6.4
2. Northwest Lower Peninsula 30,580 1,873 61.2 12,156 248 20.4
3. Northeast Lower Peninsula 14,803 589 39.8 24,281 215 8.9
4. West/West Central 103,215 7,700 74.6 117,243 4,611 39.3
5. East Central 8,412 440 52.3 88,923 740 8.3
6. East 57,015 5,710 100.1 109,067 962 8.8
7. South Central 16,758 528 315 48,868 543 11.1
8. Southwest 17,781 913 51.3 113,448 1,060 9.3
9. Southeast 57,898 3,413 58.9 58,169 1,165 20.0
10. Detroit Metro 87,808 3,468 39.5 651,158 4,863 7.5
Unknown Region 205 - 674 ¥

"Beneficiaries were excluded if they were not attributed to an MHP at the time of the CM/CC service or living in an unassigned prosperity

region.

*Suppressed if a non-zero numerator <10 or a non-zero denominator <20.
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3.2 Description of CM/CC Services Received by SIM and Non-SIM Beneficiaries

3.2.1 Type and intensity of CM/CC services among beneficiaries with inpatient stays

The extent to which beneficiaries with an inpatient stay who were discharged in 2018 received
CM/CC services during the first two weeks following discharge was also examined. Table 7a
shows the number and percent of inpatient hospital discharges that were followed up with at
least one CM/CC service within 14 days.

For this analysis, an inpatient stay was defined according to the HEDIS 2018 inpatient stay value
set. Additional data processing was performed to collapse claim/encounters with overlapping
admission and/or discharge dates or transfers between facilities to ensure unique inpatient
stays were represented. A non-acute inpatient stay was defined if any claim/encounter that
was part of the unique visit matched any criteria included in the HEDIS 18 non-acute inpatient
value set. An acute inpatient stay was identified if no claim/encounter matched the same
HEDIS non-acute value set. All inpatient claims/encounters related to maternity or delivery
were excluded. Additionally, all unique inpatient stays with a readmission within 14 days of
discharge were also excluded.

Table 7a. Number and percent of children and adults receiving CM/CC services within 14
days of an inpatient hospitalization during 2018

SIM Non-SIM
reatentRaye N CI\/FI;)élg\g/:rj\?ice % N CI\/IF%Ig\g(:rJ\?ice %
Children (<18 years)

Total inpatient stays 3,087 444 14.4 7,830 208 2.7

Acute 2,794 402 14.4 6,569 175 2.7

Non-acute 293 42 14.3 1,261 33 2.6
Adults (19 to 64 years)

Total inpatient stays 17,985 2,942 16.4 65,985 3,926 5.9

Acute 14,570 2,399 16.5 50,861 3,018 5.9

Non-acute 3,415 543 15.9 15,124 908 6.0

Table 7b shows the CM/CC services provided to pediatric and adult SIM beneficiaries within 14
days of discharge from their inpatient stay.
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Table 7b. Number and percent of pediatric and adult SIM beneficiaries receiving CM/CC
services within 14 days of an inpatient stay by type of service received

<18 Years 19 to 64 Years
CM/CC Service
N % N %
Total inpatient stays 3,087 17,985
Type of Service
Telephone assessment
Telephone 98966 93 3.0 727 4.0
Telephone 98967 23 0.7 427 2.4
Telephone 98968 - 164 0.9
Care transition
Care transition 99495 196 6.3 908 5.0
Care transition 99496 143 4.6 931 5.2
Comprehensive assessment G9001 - 89 0.5
In-person encounter G9002 65 2.1 458 2.5
Team conference G9007 58 1.9 252 1.4
Coordinated care fee Physician
coordinated care oversight - 29 0.2
services G9008
End-of-life counseling S0257 0 18 0.1
Formalized educational sessions
led by qualified non-physician
personnel for patient self- 0 '
management for 2-4 patients
98961
Formalized educational sessions
led by qualified non-physician
personnel for patient self- 0 '
management for 5-8 patients
98962

fCensored data.
*Suppressed if a non-zero numerator <10 or a non-zero denominator <20.
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3.3. Health Conditions and Place-based Risk Factors among SIM Populations with and
without CM/CC Services

3.3.1 Prevalence of chronic conditions

This section compares SIM-attributed beneficiaries who had a CM/CC service of any type during
the year, with other SIM-attributed beneficiaries without such a service. First, beneficiaries are
categorized according to the presence and number of chronic conditions. As Table 8 shows,
over 29 percent of SIM-attributed pediatric and over 92 percent of SIM-attributed adult CM/CC
service recipients had two or more chronic conditions, whereas the corresponding percentages
for other SIM-attributed beneficiaries who did not receive CM/CC services were 11 percent and
52 percent, respectively.

Please note that the methodology for classifying chronic conditions in this report was upgraded
to the Center for Medicare & Medicaid Services (CMS) Chronic Condition Warehouse (CCW)
which adds an additional level of rigor around identifying Medicaid beneficiaries with each
condition. The 2017 SIM CM Profile Report was based on AHRQ’s Clinical Classification System
(CCS) which classified an individual as having a condition if a particular diagnosis code was
found only once during the measurement period. A more detailed description of the CMS CCW
methodology along with its associated list of chronic conditions can be found in Appendix lll.

Table 8. Number of chronic conditions by SIM beneficiaries with and without a CM/CC
service

SIM Beneficiaries with SIM Beneficiaries with
Number of Conditions 1+ CM/CC Services No CM/CC Service
N % N %
Children (0 to 18 years)
Total beneficiaries 8,281 232,209
0 chronic conditions 3,469 41.9 165,057 71.1
1 chronic condition 2,358 28.5 41,255 17.8
2 to 3 chronic conditions 1,835 22.2 21,240 9.1
4 to 5 chronic conditions 486 5.9 3,946 1.7
6+ chronic conditions 133 1.6 711 0.3
Adults (19 to 64 years)
Total beneficiaries 16,583 227,286
0 chronic conditions 351 2.1 71,516 31.5
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SIM Beneficiaries with SIM Beneficiaries with

Number of Conditions 1+ CM/CC Services No CM/CC Service
N % N %

1 chronic condition 830 5.0 37,893 16.7

2 to 3 chronic conditions 2,995 18.1 52,601 23.1

4 to 5 chronic conditions 3,564 21.5 32,189 14.2

6+ chronic conditions 8,843 53.3 33,087 14.6

Tables 9a and 9b lists the 10 most common chronic conditions among pediatric and adult SIM
PCMH attributed beneficiaries who received a CM/CC service in 2018 along with those who did
not receive such a service. For both pediatric and adult beneficiaries, CM/CC service recipients
had a higher prevalence than SIM-attributed beneficiaries without CM/CC service for each of
the selected chronic conditions.

Table 9a. Ten most common chronic conditions among children (0-18 years) attributed to
a SIM PCMH service during 2018

SIM Beneficiaries with SIM Beneficiaries with
Chronic Condition* 1+ CM/CC Services No CM/CC Service
N % N %

Total beneficiaries 8,281 232,209

ADHD, .Con.duct Disorders, and 1,645 19.9 23.228 10.0

Hyperkinetic Syndrome

Asthma 1,642 19.8 14,277 6.1

Depression 1,202 14.5 14,128 6.1

Anxiety Disorders 1,108 13.4 12,760 5.5

Intellectual, Learrfmg,.z.ar.\d Other 284 9.5 8,780 38

Developmental Disabilities

Drug and Alcohol Use Disorders 495 6.0 6,861 3.0

Autism Spectrum Disorders 454 5.5 4,766 2.1

Obesity 437 53 4,455 1.9

Bipolar Disorder 410 5.0 4,197 1.8

Migraine and Chronic Headache 210 2.5 2,957 1.3

*Chronic conditions are listed in order of prevalence among the CM/CC service recipients, with most frequent condition listed first.
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Table 9b. Ten most common chronic conditions among adults (19-64 years) attributed to
a SIM PCMH service during 2018

SIM Beneficiaries with SIM Beneficiaries with
Chronic Condition 1+ CM/CC Services No CM/CC Service
N % N %
Total beneficiaries 16,583 227,286
Depression 9,312 56.2 62,646 27.6
Hypertension 8,283 49.9 39,368 17.3
Obesity 8,028 48.4 48,410 21.3
Anxiety Disorders 7,888 47.6 53,369 23.5
Tobacco Use 7,244 43.7 53,970 23.7
Fibromyalgia, Chronic Pain, and Fatigue 6,630 40.0 38,948 17.1
Drug and Alcohol Use Disorders 6,202 37.4 39,060 17.2
Diabetes 4,908 29.6 16,831 7.4
Hyperlipidemia 4,763 28.7 19,026 8.4
Rheumatoid Arthritis-Osteoarthritis 4,530 27.3 22,527 9.9
Chronic Kidney Disease 4,528 27.3 14,486 6.4
g:;ogrigr(l)cl:';rctgzii\;e Pulmonary Disease 3,074 18.5 11,153 49
Asthma 2,963 17.9 16,847 7.4
Anemia 2,917 17.6 13,325 5.9
Ischemic Heart Disease 2,713 16.4 10,012 4.4
Bipolar Disorder 2,573 15.5 15,825 7.0
Migraine and Chronic Headache 2,534 15.3 15,522 6.8
epene o SOOI s ds o 2
Eye Disease-Cataract and Glaucoma 1,665 10.0 8,825 3.9

Results presented in Table 10 show that the overall prevalence of mental disorders among SIM
beneficiaries receiving CM/CC services (10.7%) is more than four times the rate among non-SIM
beneficiaries receiving CM/CC services (2.3%). The overall prevalence of developmental
disabilities/neurological disorders among SIM beneficiaries receiving CM/CC services (7.4%) is
more than five times the rate among non-SIM beneficiaries receiving CM/CC services (1.4%).
The overall prevalence of drug/alcohol use disorders among SIM beneficiaries receiving CM/CC
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services (12.7%) is more than four times the rate among non-SIM beneficiaries receiving CM/CC
services (3.0%).

Table 10. Prevalence of mental disorders among beneficiaries attributed to a SIM PCMH
service during 2018

SIM Non-SIM
Mental & Developmental Total Members Total Members
Disorders otal  withem/cc % otal  withcm/cC %
Members . Members .
Service Service

Children (0 to 18 years)
Mental disorders 25,590 1,869 7.3 55,929 685 1.2
Developmental
disabilities/neurological 33,644 2,303 6.8 72,388 786 1.1
disorders
Drug/alcohol use disorders 7,356 495 6.7 16,393 356 2.2
Adults (19 to 64 years)
Mental disorders 98,297 11,382 11.6 317,925 7,938 2.5
Developmental
disabilities/neurological 15,110 1,288 8.5 45,709 907 2.0
disorders
Drug/alcohol use disorders 45,262 6,202 13.7 148,154 4,637 3.1
Total (0 to 64 years)
Mental disorders 123,887 13,251 10.7 373,854 8,623 2.3
Developmental
disabilities/neurological 48,754 3,591 7.4 118,097 1,693 14
disorders
Drug/alcohol use disorders 52,618 6,697 12.7 164,547 4,993 3.0

3.3.2. CM/CC services by geographic factors

A fundamental assumption of the SIM PCMH model is that health and other outcomes are
determined by more than individual proclivities for disease. Health is also determined by the
environments in which people study, live, work, play, and pray. To better understand whether
CM/CC services are being targeted to SIM-attributed beneficiaries subject to social risk factors,
a census block-level Area Deprivation Index (ADI) scoring methodology was used to quantify a
beneficiary’s residential social economic environment, and a census block-level urbanicity
classification (urban, large rural, and isolated and small rural) based on Rural-Urban Commuting
Area (RUCA) codes were also used.
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The area deprivation index represents a geographic area-based measure of the socioeconomic
deprivation experienced by a neighborhood. Higher index values represent higher levels of
deprivation, which have been associated with an increased risk of adverse health and health
care outcomes. The index adapted for the current report is the HIPxChange version from the
University of Wisconsin. This was based on the original index developed by Singh? using 17
different markers of socioeconomic status from the 1990 Census data. HIPxChange generated
an updated index using 2000 Census block group-level data and the original Singh coefficients
from the 1990 data. For this report, an ADI grouping was generated from the database of ADI
scores for Michigan census blocks. SIM-attributed recipients of CM/CC services and other SIM-
attributed beneficiaries are compared by these geographic markers of residence in Table 11.

Table 11. Residential characteristics of Medicaid beneficiaries 0 to 64 years of age
attributed to a SIM PCMH service during 2018

SIM Non-SIM
Geography Members Members
Total  ithem/ce % Total  ithem/ce %
Members . Members .
Service Service
Urbanicity
Children (0 to 18 years)
Isolated and small rural 15,725 251 1.6 39,881 118 0.3
Large rural 16,198 495 3.1 38,345 236 0.6
Urban 190,175 7,133 3.8 537,010 2,501 0.5
Other/unknown 18,392 402 2.2 49,711 146 0.3
Adults (19 to 64 years)
Isolated and small rural 17,464 946 5.4 51,796 631 1.2
Large rural 18,618 1,299 7.0 45,442 701 1.5
Urban 171,406 12,793 7.5 686,979 9,223 1.3
Other/unknown 36,381 1,545 4.2 140,000 1,088 0.8
Area Deprivation Index (API)
Children (0 to 18 years)
Top 10% API 27,510 1,372 5.0 98,761 251 0.3
Remaining 90% API 194,586 6,507 3.3 516,450 2,604 0.5
Other/Unknown 18,394 402 2.2 49,736 146 0.3

1Singh, G. K. (2003). Area deprivation and widening inequalities in US mortality, 1969-1998. American Journal of Public Health, 93, 1137-1143.
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SIM Non-SIM

Geography Members Members
Total - ihem/cc % Total b em/cc %
Members . Members .
Service Service

Adults (19 to 64 years)

Top 10% API 26,951 2,311 8.6 123,539 1,249 1.0
Remaining 90% API 180,401 12,726 7.1 660,089 9,303 1.4
Other/Unknown 36,517 1,546 4.2 140,589 1,091 0.8

4. Next Steps

The 2018 CM/CC data will be combined with the 2017 CM/CC data as the basis for two sets of analyses.
The first will focus primarily on tracking the use of CM/CC services among the Medicaid managed care
population (both SIM and non-SIM attributed beneficiaries) over time. Additionally, these analyses will
focus on identifying which subpopulations are receiving CM/CC services at disproportionate levels and
to determine potential reasons for the disproportionate CM/CC service delivery.

The second set of analyses will focus on whether or not the provision of CM/CC services is having an
impact on overall health care utilization and costs when compared to Medicaid beneficiaries who are: 1)
SIM attributed beneficiaries who do not receive a CM/CC service, and 2) non-SIM attributed
beneficiaries who also did not receive a CM/CC service. While a number of these analyses have already
been conducted using 2017 data, to the extent possible, 2018 will be added to these analyses to
produce the most complete picture possible. However, the amount of 2018 data that gets included in
these analyses will be limited by post CM/CC service delivery timelines, claim reconciliation, and time for
rerunning these analyses in relation to the due date of the final report.
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APPENDIX I. Health Plan by CHIR

SIM Non-SIM
Health Plan Average Members Rate/ Average Members Rate/
Monthly with 1,000 Monthly with 1,000
Members CM/CC Members Members CM/CC Members

Genesee
Aetna Better Health of Michigan 44 0 154 0
Blue Cross Complete of Michigan, LLC 88,450 639 7.2 62,914 60 1.0
HAP Midwest Health Plan, Inc. 9,098 27 3.0 11,173 -
Harbor Health Plan - 0 37 0
McLaren Health Plan, Inc. 106,334 1,246 11.7 196,418 154 0.8
Meridian Health Plan of Michigan 116,477 1,043 9.0 122,546 90 0.7
Molina Healthcare of Michigan, Inc. 216,110 2,086 9.7 183,075 146 0.8
Priority Health Choice, Inc. 42 - 72 0
Total Health Care, Inc. 67 0 158 0
United Healthcare Community Plan, Inc. 18,751 130 6.9 29,963 19 0.6
Upper Peninsula Health Plan, Inc. 23 0 48 0

Jackson

Aetna Better Health of Michigan 11,013 50 4.5 6,604 29 4.4
Blue Cross Complete of Michigan, LLC 19,687 71 3.6 18,236 33 1.8
HAP Midwest Health Plan, Inc. 30 0 215 0
Harbor Health Plan - - 516 0
McLaren Health Plan, Inc. 8,756 31 3.5 5,025 -k
Meridian Health Plan of Michigan 150,735 650 4.3 66,929 166 2.5
Molina Healthcare of Michigan, Inc. 11,838 33 2.8 2,994 11 3.7
Priority Health Choice, Inc. 553 =¥ 528 -*
Total Health Care, Inc. 32 0 1,354 0
United Healthcare Community Plan, Inc. 26,479 98 3.7 7,551 17 2.3
Upper Peninsula Health Plan, Inc. 43 0 199 0

Muskegon
Aetna Better Health of Michigan - 0 - 0
Blue Cross Complete of Michigan, LLC 15,274 34 2.2 6,949 -k
Harbor Health Plan 0 0 - 0
McLaren Health Plan, Inc. 13,238 135 10.2 2,269 13 5.7
Meridian Health Plan of Michigan 137,845 1,168 8.5 19,241 81 4.2
Molina Healthcare of Michigan, Inc. 50,775 570 11.2 5,397 41 7.6
Priority Health Choice, Inc. 123,358 1,172 9.5 28,335 265 9.4
Total Health Care, Inc. -* 0 -* 0
United Healthcare Community Plan, Inc. 19,502 180 9.2 6,464 48 7.4
Upper Peninsula Health Plan, Inc. - 0 - 0

Northern
Aetna Better Health of Michigan - 0 - 0
Blue Cross Complete of Michigan, LLC 179 0 130 0
HAP Midwest Health Plan, Inc. 0 0 =¥ 0
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SIM Non-SIM

Health Plan Average Members Rate/ Average Members Rate/
Monthly with 1,000 Monthly with 1,000
Members CM/CC Members Members CM/CC Members

Harbor Health Plan - 0 - 0

McLaren Health Plan, Inc. 51,249 274 5.3 52,003 66 1.3
Meridian Health Plan of Michigan 248,018 1,305 53 72,327 142 2.0
Molina Healthcare of Michigan, Inc. 51,601 253 4.9 9,858 20 2.0
Priority Health Choice, Inc. 260 0 216 0

Total Health Care, Inc. - 0 21 0

United Healthcare Community Plan, Inc. 15,096 45 3.0 11,885 14 1.2
Upper Peninsula Health Plan, Inc. 84 - 120 0

Washtenaw/Livingston

Aetna Better Health of Michigan 4,346 32 7.4 3,069 -

Blue Cross Complete of Michigan, LLC 247,418 1,348 5.4 54,808 118 2.2
HAP Midwest Health Plan, Inc. - 0 - 0

Harbor Health Plan - 0 73 0

McLaren Health Plan, Inc. 10,031 53 5.3 6,873 14 2.0
Meridian Health Plan of Michigan 63,114 348 5.5 43,566 72 1.7
Molina Healthcare of Michigan, Inc. 56,797 297 5.2 24,341 55 2.3
Priority Health Choice, Inc. 26 0 59 0

Total Health Care, Inc. 39 0 278 0

United Healthcare Community Plan, Inc. 22,943 103 4.5 19,813 26 1.3
Upper Peninsula Health Plan, Inc. 35 - 31 0

Non-CHIR

Aetna Better Health of Michigan 25,663 63 2.5 399,176 222 0.6
Blue Cross Complete of Michigan, LLC 317,420 1,199 3.8 1,487,594 1,358 0.9
HAP Midwest Health Plan, Inc. 3,300 24 7.3 8,095 ¥

Harbor Health Plan 2,896 =¥ 86,924 33 0.4
McLaren Health Plan, Inc. 282,993 925 3.3 1,480,162 1,174 0.8
Meridian Health Plan of Michigan 792,408 2,864 3.6 3,766,817 3,016 0.8
Molina Healthcare of Michigan, Inc. 626,429 1,784 2.8 2,677,771 1,822 0.7
Priority Health Choice, Inc. 389,671 2,702 6.9 815,985 3,080 3.8
Total Health Care, Inc. 71,032 450 6.3 519,525 453 0.9
United Healthcare Community Plan, Inc. 306,470 1,193 3.9 2,361,243 1,515 0.6
Upper Peninsula Health Plan, Inc. 58,352 225 3.9 445,540 235 0.5

*Suppressed if a non-zero numerator <10 or a non-zero denominator <20.
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APPENDIX II. Health Plan by Prosperity Region

SIM Non-SIM
Health Plan Average Members Rate/ Average Members Rate/
Monthly with 1,000 Monthly with 1,000

Members CM/CC Members Members CM/CC Members

Eastern/Central/Western Upper Peninsula

Blue Cross Complete of Michigan, LLC - - - 0
HAP Midwest Health Plan, Inc. 0 0 0 0
McLaren Health Plan, Inc. - - 27 0
Meridian Health Plan of Michigan 20 0 32 0
Molina Healthcare of Michigan, Inc. - 0 - -k
Priority Health Choice, Inc. - 0 - 0
Total Health Care, Inc. - 0 ¥ 0
United Healthcare Community Plan, Inc. - 0 - 0

Upper Peninsula Health Plan, Inc. 4,850 225 46.4 37,053 235 6.3
Northwest Lower Peninsula

Aetna Better Health of Michigan 0 0 - 0
Blue Cross Complete of Michigan, LLC - 0 ¥ 0
HAP Midwest Health Plan, Inc. 0 0 0 0
Harbor Health Plan 0 0 0 0
McLaren Health Plan, Inc. 4,247 268 63.1 4,214 65 154
Meridian Health Plan of Michigan 20,701 1,304 63.0 6,041 148 24.5
Molina Healthcare of Michigan, Inc. 4,337 255 58.8 854 22 25.8
Priority Health Choice, Inc. ¥ 0 ¥ 0
Total Health Care, Inc. ¥ 0 - 0
United Healthcare Community Plan, Inc. 1,270 45 354 1,019 13 12.8
Upper Peninsula Health Plan, Inc. - - - 0
Northeast Lower Peninsula
Aetna Better Health of Michigan - 0 - 0
Blue Cross Complete of Michigan, LLC - 0 ¥ 0
HAP Midwest Health Plan, Inc. 0 0 0 0
Harbor Health Plan 0 0 0 0
McLaren Health Plan, Inc. 3,762 185 49.2 9,692 80 8.3
Meridian Health Plan of Michigan 8,033 294 36.6 9,890 83 8.4
Molina Healthcare of Michigan, Inc. 2,573 95 36.9 3,361 30 8.9
Priority Health Choice, Inc. ¥ 0 ¥ 0
Total Health Care, Inc. -¥ 0 =¥ 0
United Healthcare Community Plan, Inc. 420 15 35.7 1,312 22 16.8
Upper Peninsula Health Plan, Inc. - 0 - 0
West/West Central
Aetna Better Health of Michigan - 0 - 0
Blue Cross Complete of Michigan, LLC 5,785 200 34.6 5,628 131 23.3
HAP Midwest Health Plan, Inc. 0 0 -* 0
Harbor Health Plan 0 0 0 0
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SIM Non-SIM

Health Plan Average Members Rate/ Average Members Rate/
Monthly with 1,000 Monthly with 1,000
Members CM/CC Members Members CM/CC Members

McLaren Health Plan, Inc. 4,162 249 59.8 6,477 90 139
Meridian Health Plan of Michigan 30,957 2,007 64.8 27,217 614 22.6
Molina Healthcare of Michigan, Inc. 15,304 1,131 73.9 13,606 504 37.0
Priority Health Choice, Inc. 40,192 3,772 93.9 59,248 3,123 52.7
Total Health Care, Inc. -* 0 -* 0

United Healthcare Community Plan, Inc. 6,808 341 50.1 5,044 149 29.5
Upper Peninsula Health Plan, Inc. - 0 - 0

East Central

Aetna Better Health of Michigan - - - 0

Blue Cross Complete of Michigan, LLC - - 36 0

HAP Midwest Health Plan, Inc. 0 0 - 0

Harbor Health Plan 0 0 ¥ 0

McLaren Health Plan, Inc. 2,110 96 45.5 27,278 309 11.3
Meridian Health Plan of Michigan 2,103 116 55.2 23,075 194 8.4
Molina Healthcare of Michigan, Inc. 3,310 200 60.4 29,996 206 6.9
Priority Health Choice, Inc. - 0 22 0

Total Health Care, Inc. 0 0 - 0

United Healthcare Community Plan, Inc. 865 26 30.1 8,501 31 3.6
Upper Peninsula Health Plan, Inc. - 0 - 0

East

Aetna Better Health of Michigan - 0 - 0

Blue Cross Complete of Michigan, LLC 7,762 637 82.1 9,405 91 9.7
HAP Midwest Health Plan, Inc. 1,032 51 49.4 1,617 12 7.4
Harbor Health Plan - 0 - 0

McLaren Health Plan, Inc. 10,288 1,351 131.3 32,347 269 8.3
Meridian Health Plan of Michigan 15,550 1,312 84.4 33,619 311 9.3
Molina Healthcare of Michigan, Inc. 18,749 2,145 114.4 20,073 168 8.4
Priority Health Choice, Inc. ¥ ¥ ¥ 0

Total Health Care, Inc. ¥ 0 ¥ 0

United Healthcare Community Plan, Inc. 3,618 212 58.6 11,972 111 9.3
Upper Peninsula Health Plan, Inc. - 0 - 0

South Central

Aetna Better Health of Michigan - 0 - 0

Blue Cross Complete of Michigan, LLC 4,976 78 15.7 12,621 148 11.7
HAP Midwest Health Plan, Inc. 0 0 0 0

Harbor Health Plan 0 0 0 0

McLaren Health Plan, Inc. 8,473 289 34.1 24,633 292 11.9
Meridian Health Plan of Michigan 2,442 148 60.6 9,366 89 9.5
Molina Healthcare of Michigan, Inc. 847 13 15.3 2,191 14 6.4
Priority Health Choice, Inc. ¥ 0 ¥ 0

Total Health Care, Inc. 0 0 ¥ 0

United Healthcare Community Plan, Inc. - 0 34 0
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SIM Non-SIM
Health Plan Average Members Rate/ Average Members Rate/
Monthly with 1,000 Monthly with 1,000
Members CM/CC Members Members CM/CC Members

Upper Peninsula Health Plan, Inc. - 0 - 0

Southwest
Aetna Better Health of Michigan 343 =¥ 2,828 25 8.8
Blue Cross Complete of Michigan, LLC - - 26 -k
Harbor Health Plan 0 0 - 0
McLaren Health Plan, Inc. 1,578 33 20.9 8,622 62 7.2
Meridian Health Plan of Michigan 7,819 451 57.7 63,361 528 8.3
Molina Healthcare of Michigan, Inc. 215 =¥ 3,311 18 54
Priority Health Choice, Inc. 2,568 104 40.5 11,054 224 20.3
Total Health Care, Inc. 0 0 - 0
United Healthcare Community Plan, Inc. 5,241 311 59.3 24,240 202 8.3
Upper Peninsula Health Plan, Inc. - 0 - 0

Southeast
Aetna Better Health of Michigan 1,377 85 61.7 1,309 43 32.8
Blue Cross Complete of Michigan, LLC 23,612 1,518 64.3 9,701 192 19.8
HAP Midwest Health Plan, Inc. 0 0 - 0
Harbor Health Plan ¥ 0 ¥ 0
McLaren Health Plan, Inc. 1,553 92 59.2 2,165 33 15.2
Meridian Health Plan of Michigan 20,839 1,132 54.3 33,533 672 20.0
Molina Healthcare of Michigan, Inc. 5,859 353 60.3 4,655 81 17.4
Priority Health Choice, Inc. ¥ 0 ¥ 0
Total Health Care, Inc. ¥ 0 - 0
United Healthcare Community Plan, Inc. 4,643 232 50.0 6,769 144 21.3
Upper Peninsula Health Plan, Inc. - - - 0

Detroit Metro

Aetna Better Health of Michigan 1,695 51 30.1 29,909 188 6.3
Blue Cross Complete of Michigan, LLC 15,145 854 56.4 98,371 1,014 10.3
HAP Midwest Health Plan, Inc. - 0 - 0
Harbor Health Plan 240 -* 7,286 33 4.5
McLaren Health Plan, Inc. 3,188 100 31.4 29,701 230 7.7
Meridian Health Plan of Michigan 17,177 612 35.6 134,592 928 6.9
Molina Healthcare of Michigan, Inc. 33,232 826 24.9 163,803 1,051 6.4
Priority Health Choice, Inc. - 0 - 0
Total Health Care, Inc. 5,912 450 76.1 43,382 453 10.4
United Healthcare Community Plan, Inc. 11,206 567 50.6 144,082 966 6.7
Upper Peninsula Health Plan, Inc. - 0 - 0

Unknown
Aetna Better Health of Michigan - 0 - 0
Blue Cross Complete of Michigan, LLC 31 - 69 0
HAP Midwest Health Plan, Inc. 0 0 -* 0
Harbor Health Plan 0 0 - 0
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SIM Non-SIM

Health Plan Average Members Rate/ Average Members Rate/
Monthly with 1,000 Monthly with 1,000
Members CM/CC Members Members CM/CC Members

McLaren Health Plan, Inc. -* 0 74 0

Meridian Health Plan of Michigan 76 - 227 0

Molina Healthcare of Michigan, Inc. 31 0 87 0

Priority Health Choice, Inc. 21 0 48 0

Total Health Care, Inc. -* 0 -* 0

United Healthcare Community Plan, Inc. ¥ 0 92 -k

Upper Peninsula Health Plan, Inc. ¥ 0 48 0

*Suppressed if a non-zero numerator <10 or a non-zero denominator <20.

SIM 2018 CM Profile Report 31



APPENDIX Ill. CMS Chronic Condition Warehouse (CCW) Methodology for
Identifying Chronic Conditions

The Centers for Medicare & Medicaid Services (CMS) Chronic Conditions Data Warehouse
(CCW) classification categories and algorithms were adapted to identify the chronic conditions
of the beneficiaries. The CCW condition indicators have been developed to facilitate
researchers in identifying Medicaid and/or Medicare beneficiaries with specific conditions.

The CMS-CCW defines two sets of conditions from claims data: (1) a set of 27 common chronic
conditions, and (2) a second set of over 40 (to date) other chronic or potentially disabling
conditions which includes additional chronic health, mental health, disability-related, and
substance abuse conditions. The condition indicators are developed from algorithms that
search administrative claims data for specific diagnosis codes, Medicare severity-diagnosis
related group (MS-DRG) codes, or procedure codes. ICD-9 code-based algorithms are used for
services that occurred prior to October 1, 2015. Starting in 2016, chronic conditions are
identified based on ICD-10 codes. More information on the identification of the conditions
including the detailed algorithms for each condition can be downloaded from the Chronic
Condition Data Warehouse website (www.ccwdata.org).

The table below lists each of the CCW conditions in the first column. While there are almost 70
conditions (to date) listed in CCW, several of these conditions are not mutually exclusive and
have been designed to enhance research of specific Medicare and Medicaid populations. Some
conditions are considered specific subsets of other larger conditions. To create mutually
exclusive categories, several of these conditions have been combined to form a broader
category along the line of other similar studies, or the specific subset of a condition has been
subsumed into the broader condition. The second column lists the final set of 48 mutually
exclusive conditions used in the analysis which were identified using the CCW algorithms.

CCW Chronic Conditions Chronic Conditions Used in Analysis
Acquired Hypothyroidism 1. Acquired Hypothyroidism
Acute Myocardial Infarction 2. Ischemic Heart Disease (Acute MI subsumed under
Ischemic Heart Disease larger category of Ischemic Heart Disease)
Alzheimer's Disease 3. Alzheimer’s Disease and Related Disorders or Senile

Dementia (Alzheimer’s Disease subsumed under

Alzheimer's Disease and Related Disorders or larger category of Alzheimer’s Disease and Related
Senile Dementia Disorders or Senile Dementia)
Anemia 4. Anemia
Asthma 5. Asthma
Atrial Fibrillation 6. Atrial Fibrillation
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CCW Chronic Conditions

Chronic Conditions Used in Analysis

Disorders

Benign Prostatic Hyperplasia 7. Benign Prostatic Hyperplasia
Cancer, Breast
Cancer, Colorectal
Cancer, Endometrial
8. Cancer
Cancer, Lung
Cancer, Prostate
Leukemias and Lymphomas
Cataract
9. Eye Disease-Cataract and Glaucoma
Glaucoma
Chronic Kidney Disease 10. Chronic Kidney Disease
Chronic Obstructive Pulmonary Disease and 11. Chronic Obstructive Pulmonary Disease and
Bronchiectasis Bronchiectasis
Diabetes 12. Diabetes
Heart Failure 13. Heart Failure
Hip/Pelvic Fracture 14. Hip/Pelvic Fracture
Hyperlipidemia 15. Hyperlipidemia
Hypertension 16. Hypertension
Osteoporosis 17. Osteoporosis
Rheumatoid Arthritis/Osteoarthritis 18. Rheumatoid Arthritis/Osteoarthritis
Stroke/Transient Ischemic Attack 19. Stroke/Transient Ischemic Attack
ADHD, Conduct Disorders, and Hyperkinetic . o
Syndrome 20. ADHD, Conduct Disorders, and Hyperkinetic Syndrome
Alcohol Use Disorders
Drug Use Disorders 21. Substance Use Disorders
Opioid Use Disorder
Anxiety Disorders 22. Anxiety Disorders (PTSD subsumed under larger
Post-traumatic Stress Disorders (PTSD) category of Anxiety Disorders)
Autism Spectrum Disorders 23. Autism Spectrum Disorders
Bipolar Disorder 24. Bipolar Disorder
Cerebral Palsy 25. Cerebral Palsy
Cystic Fibrosis and Other Metabolic Developmental | 26. Cystic Fibrosis and Other Metabolic Developmental

Disorders

Depression
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CCW Chronic Conditions

Chronic Conditions Used in Analysis

Depressive Disorders

27.

Depression (Depressive disorders subsumed under
larger category of depression)

Epilepsy

28.

Epilepsy

Fibromyalgia, Chronic Pain, and Fatigue

29.

Fibromyalgia, Chronic Pain, and Fatigue

Human Immunodeficiency Virus and/or Acquired
Immunodeficiency Syndrome (HIV/AIDS)

30.

Human Immunodeficiency Virus and/or Acquired
Immunodeficiency Syndrome (HIV/AIDS)

Intellectual Disabilities and Related Conditions

Learning Disabilities

Other Developmental Delays

31.

Intellectual, Learning, and Other Developmental
Disabilities

Liver Disease, Cirrhosis and Other Liver Conditions
(excluding Hepatitis)

32.

Liver Disease, Cirrhosis and Other Liver Conditions
(excluding Hepatitis)

Migraine and Chronic Headache

33.

Migraine and Chronic Headache

Mobility Impairments

34.

Mobility Impairments

Multiple Sclerosis and Transverse Myelitis 35. Multiple Sclerosis and Transverse Myelitis
Muscular Dystrophy 36. Muscular Dystrophy

Obesity 37. Obesity

Peripheral Vascular Disease (PVD) 38. Peripheral Vascular Disease (PVD)

Personality Disorders

39.

Personality Disorders

Pressure and Chronic Ulcers

40.

Pressure and Chronic Ulcers

Schizophrenia

Schizophrenia and Other Psychotic Disorders

41.

Schizophrenia and Other Psychotic Disorders
(Schizophrenia subsumed under larger category of
Schizophrenia & Other Psychotic Disorders)

Sensory — Blindness and Visual Impairment

42.

Sensory — Blindness and Visual Impairment

Sensory — Deafness and Hearing Impairment

43.

Sensory — Deafness and Hearing Impairment

Spina Bifida and Other Congenital Anomalies of the
Nervous System

44,

Spina Bifida and Other Congenital Anomalies of the
Nervous System

Spinal Cord Injury

45.

Spinal Cord Injury

Tobacco Use

46.

Tobacco Use

Traumatic Brain Injury and Nonpsychotic Mental
Disorders due to Brain Damage

47.

Traumatic Brain Injury and Nonpsychotic Mental
Disorders due to Brain Damage

Viral Hepatitis (broken into Hepatitis A, B, C, D and
E)

48.

Viral Hepatitis (general — covers all types of Hepatitis
from Ato E)
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1 POs who participated in the PCMH Community Clinical Linkages (CCL) Data Partnership study and provided data on 64,268 individuals screened.

Needs Identified & Linkages Opened
(N=31,075 with at least one need; 1,837 with linkage data)
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Of the 1,837 individualswith a linkage opened, only 153 (8%) had documentation (from only two POs)
that a need was met or handled internally.
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Characteristics of Individuals Screened

Demographic and Medicaid Program Information
(N=61,165 individuals matched to Medicaid ID in the Medicaid Data Warehouse:
30,962 with no need; 30,203 with at least 1 need)
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Residential Geographic Information
(N=57,075 individuals matched to Medicaid ID in the Medicaid Data Warehouse with Geo Code:
28,630 with no need; 28,399 with at least 1 need)
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Health Conditions

Children

(N=29,063 individuals with health condition
information in the Medicaid Data Warehouse:

17,471 with no need; 5,446 with 1 need; 4,963
with 2-3 needs; 1,183 with 4 or more needs)
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Adults

(N=28,967 individuals with health condition
information in the Medicaid Data Warehouse:

11,807 with no need; 5,583 with 1 need; 7,315
with 2-3 needs; 4,262 with 4 or more needs)
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Baseline Year Healthcare Utilization and Costs

Children

(N=23,053 individuals with full 4 quarters of
Medicaid eligibility prior to the 1st screening date:

13,645 with no need; 4,436 with 1 need; 4,036
with 2-3 needs; 934 with 4 or more needs)
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Adults

N=22,948 individuals with full 4 quarters of
Medicaid eligibility prior to the first screening date:

9,112 with no need; 4,523 with 1 need; 5,975 with
2-3 needs; 3,338 with 4 or more needs)
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Quarterly?* Utilization and Cost Outcomes for Individuals with Social Needs, Compared to
Individuals with No Social Needs, for Those Who Had Full Four Quarters Before and Two Full
Quarters After First CCL Screening Date

- Children with social needs (7,134) - Adults with social needs (10,202)
Individuals with no social needs (9,734 Children; 6,203 Adults)) , First CCL Screening Date
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Q-4 to Q2 are normalized quarters of 90-day periods, Q-4 to Q-1 are prior to the first CCL screening date, and Q1 to Q2 are after the
first CCL screening date.
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Executive Summary

About this Report

This is the second report produced based on Medicaid individuals served through the SIM Patient Centered
Medical Home (PCMH) Clinical Community Linkage (CCL) systems change initiatives.

The primary purpose of this report is to provide a window into:

The developing capacity of data systems to track services and report on CCL processes and outcomes
The reach and scale of PCMH CCL programming

The needs being identified in the participating PCMHs, and the extent to which they are able to
address them through linkage to community services

Information on the characteristics of individuals screened, including:

o Exposure to place-based risk: living in the geographic areas that have the highest amount of
socioeconomic stress (also referred to as ‘deprivation’)

o Prevalence of chronic health and behavioral health conditions

o Having high levels of ED and hospital use, and cost

Findings across POs

The eleven POs included in this report provided social needs screening data on 64,268 individuals.

Only five POs - Answer Health, Huron Family Practice Center, IHA Health Services Corporation, Metro
Health Integrated Network, and Michigan Medicine - provided some linkage information requested
(i.e. dates linkages were opened, dates linkages were closed, and status of closed linkages).

Slightly over half of the individuals (52%) screened did not have any need identified; however, almost a
third of the individuals screened (30%) indicated having 2 or more needs.

The most common needs identified through screening were education (19%), physical and mental
health (18%), employment (17%), food (12%), utilities (10%) and transportation (10%).

The most common linkages opened were to address needs for food, physical and mental health,
housing and transportation.

Compared to individuals with zero need, individuals with one or more needs were more l