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Welcome and Overview
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Agenda

7:30 - 8:30 Registration, Continental Breakfast and Networking

8:30 - 8:40 Welcome/Context Setting/State Kick-Off

8:40 - 9:40 Plenary: "Sustaining the Gains Through Smart Delivery & Cost-Effective Care"
9:40 - 10:50 Concurrent Morning Breakout Sessions

Lessons from a Partner State: Building Strong Partnerships
Healthier Communities: What Works to Make Real Change
Acting on SDoH Data: Beyond Screening

10:50 - 11:00 Morning Break

11:00-12:00 Medicaid Health Plan Panel

12:00 - 1:00 Lunch




Agenda, cont.

1:00 - 2:10 Concurrent Afternoon Breakout Sessions
Evaluation Results
Adverse Events: From Trauma to Resiliency
Adolescent Depression: Presentation, Diagnosis, and

Treatment
2:10- 2:20 Afternoon Break
2:20 - 3:30 Next Steps and Alternative Payment Models

3:20 - 3:30 Wrap-Up and Closing Remarks




Disclosures

There is no conflict of interest for anyone with the ability to control content
for this activity.

Continuing Education Nursing and Social Work 5.5 CE Contact Hours

Participants who successfully attend the entire one-day conference and
complete the online CE request process including required evaluation with
email address will earn 5.5 Nursing CE contact hours.

This continuing nursing education activity was approved by the Ohio Nurses
Association, an accredited approver by the American Nurses Credentialing
Center’s Commission on Accreditation. (OBN-001-91) ONA # 22485




Successful Completion for Nursing and

Social Work Contact Hours
v'Attendance at the entire program

v'Sign in sheet

v'"Complete the evaluation form: access MDHHS SIM PCMH
Initiative Summit registration web page or click here

* An email will be sent to the email address provided with your certificate
* Note: to request a non-CE certificate, use the above link

* QR Code located on your table to complete evaluation of today’s SIM PCMH
Initiative Summit




SIM PCMH Initiative Summit Survey

Android Users and IPhone Users (iOS 10 or older): In the Google Play
Store/App Store, Search for “qr code reader” and download the app of
your choice. We have found that the second app (Lightning QRcode
Scanner) has minimal ad and privacy foortprint. Open the app and
point it at the QR code. Once the image has been recognized, select
“Open Link” on the orange button on the bottom.

IPhone Users (iOS 11+): If you've purchased or updated your phone’s
operating system since September 19, 2017, you have a QR scanner
built into your phone’s camera. Simply point the camera at the code,
and once the image is recognized, open the link.
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Presentation Notes
Please pull out your phone so you can respond to our live polling. Remember to keep your phone on silent”.  (To use our polling system, no downloading is required).
 
To respond to a poll question you’ll be sending a text message.  Here is how:
 
Start a new text message. 
In the To: line, type in the five-digit code of 22333 
In the Text Message line: Type in PRIMARYCARE925 
Then you will receive a text message that says…

You’ve joined PRIMARYCARE925’s Session (PRIMARYCARE925)

That is all that you need to do.  Once you complete the above when the speakers ask you polling questions, just type in your response selection (A, B, C, D) and then send.
Note: If you previously participated in one of our polls from July, you will not need to type in PRIMARYCARE925.  If you do not receive this message, you are not in Poll Everywhere.



Who do we have in the room ?

. Clinical care team member

Practice or PO Administration team member

Payer/health plan representative

. Community health partner (community organization

representative or CHIR backbone organization)

State partner or SIM PCMH State support team staff
Other stakeholder




Sustaining the Slm

MDHHS State

Gains Through Smart  'movation Mode
Delivery and Cost-Effective Care

STACEY BARTELL, MD
ASCENSION PROVIDENCE FAMILY MEDICINE RESIDENCY




Learning Objective

Explain perspectives on the future of primary care and the
factors that will position organizations for success.




“Innovation comes from people who
take joy in their work.”

- W. Edwards Deming, The New Economics




Telling the Story in Three Parts

1. Sharing and celebrating SIM success

2. Exploring the components of an advanced primary care practice

3. Assessing resources for sustainability
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1. Sharing and Celebrating SIM Success




Michigan’s History of Multipayer Primary
Care Demonstrations™

2012-2016: Multipayer Advanced Primary Care Practice (MAPCP) CMS Demonstration or
“Michigan Primary Care Transformation Project (MiPCT)” (with Priority Health, BCBSM, Blue
Care Network, Medicaid, Medicare) — 350 practices

2016-2019: State Innovation Model (SIM) PCMH Initiative (with the State of Michigan and its
eleven Medicaid Managed Health Plans) — 332 practices

2016-2021: Comprehensive Primary Care Plus (CPC+) (with BCBSM, Priority Health,
Medicare) — 450 practices

(*The University of Michigan Multipayer Primary Care Initiative has served at the behest of the State and/or private
payers as the convener and backbone infrastructure for all demonstrations)




MIiPCT Medicaid Results Overview

2013 Relative Change
from 2011

MiPCT Vs CG1 MIPCT Vs CG2 MIPCT Vs CGl MIPCT Vs CG2

2014 Relative Change
from 2011

015 Relative Change
from 2011

MiPCT Vs CG1 MIiPCT Vs CG2
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No Difference
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No Difference
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Outcome  Population
Standard Adult
Cost Adult High Risk
Pediatric
ED Adult
Adult High Risk
Pediatric
Inpatient  Adult
Hospital Adult High Risk
Admission
Pediatric
Quality Diabetes &
Preventive

MiPCT had higher rates at every time point, but relative changes\xere not significant. /




SIM PCMH Initiative Continues the Tradition of
Primary Care Innovation in Michigan

* 344K Medicaid Patients Served by the SIM PCMH Initiative
* 2,090 Primary Care Providers

* 305 Practices

* Border to border and coast to coast
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SIM Self-Reported Performance




SIM PCMH 2019 Selt-Assessment

Quality Improvement

Ql Score * Scores of all Ql engagement
and activities have improved
continuously from 2017 to
2019

4.74 4.81
42| 4.36 4.58/4.61 a.40 88 4 47| 9:56 446454 T B

3.99 4.13 3.91|4-06

ENGAGEMENT OF QUALITY ASSIGNMENT OF Ql REGISTRY EHR AND
CLINICAL LEADERS  IMPROVEMENT ACTIVITIES IMPLEMENTATION MEANINGFUL USE
ACTIVITIES RESPONSIBILITIES

m 2017 =2018 m2019

SIM

MDHHS State
Innovation Model
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Amanda


SIM PCMH 2019 Selt-Assessment

Team Based Care

INDIVIDUALIZED CARE PLAN MONITORING PATIENT'S ~ TRACK THE CARE PROVIDED AT DOCUMENTATION OF CLNICAL STANDING ORDERS FOR NON-
PROGRESS AN EXTERNAL ORG TEAM WORKFLOW INDEPENDENT PROVIDER

m 2017 =2018 m2019

*All of the team-based care activity scores have improved from 2018.

SIM

MDHHS State
Innovation Model
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Katie
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SIM Metric Performance




Performance Measure Highlights

A few measures from the MDC dashboard stood out showing
improvement during the SIM PCMH Initiative.

Utilization

=  Emergency Department Visits
= Preventable ED Visits

Quality

= Cervical Cancer Screening



Presenter
Presentation Notes
Note:  
Perform measures highlighted are showing trend over time and have not been through any statistical analysis at this point






Reduced Emergency Department
Utilization

900

850

800

750

700

650

600

Emergency Department Visit Rate

707

01/16- 04/16- 07/16- 10/16- 01/17- 04/17- 07/17- 10/17- 01/18- 04/18-
12/16 03/17 06/17 09/17 12/17 03/18 06/18 09/18 12/18 03/19

Baseline year (1/2016 — 12/2016) the rate
was 845

1 year into the SIM PCMH initiative the
rate decreased to 767

2 years into the SIM PCMH initiative the
rate decreased again to 725

The last reporting period again decreased
to 707

Overall the rate decreased by 138 Visits
per 1,000 patients since SIM PCMH
Initiative began
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Note – slide with animation 


Reduced Preventable ED Visits

500
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350
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0

Preventable ED Visits

01/16 - 04/16 - 07/16 - 10/16 - 01/17 - 04/17 - 07/17 - 10/17 - 01/18 - 04/18 -
12/16 03/17 06/17 09/17 12/17 03/18 06/18 09/18 12/18 03/19

Baseline year (1/2016 — 12/2016) the
rate was 475

1 year into the SIM PCMH Initiative, the
rate decreased to 418

The last reporting period again
decreased to 378

Overall the rate decreased by 97 Visits
per 1,000 patients since SIM PCMH
Initiative began
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Note – slide with animation 



Cervical Cancer Screening

Cervical Cancer Screening
62.00 Benchmarks are calculated each

reporting period using best-in-class

61.00 . .
methodology which is 5 percentage
60.00 points below the 75t percentile on a
59.00 given quality measure.
58.00 This methodology creates an
57 00 achievable benchmark
56.00 Participants started below the
s 00 benchmark and continually improved

01/16- 04/16- 07/16- 10/16- 01/17- 04/17- 07/17- 10/17- 01/18- 04/18-
12/16 03/17 06/17 09/17 12/17 03/18 06/18 09/18 12/18 03/19

e PCMH Percent e===Benchmark

SIM
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Presentation Notes
Bullet point 3: transition of benchmark from 58.5 to 59.5 illustrates how participant performance improvement impacted the benchmark overall…speaks to benchmark methodology


Other Performance Stand Outs

*Similar to the Cervical Cancer Screening measure on the MDC Dashboard,
Diabetes HbA1c Testing followed a similar trend demonstrating improvement
during the SIM PCMH Initiative

*Additionally, participants consistently performed better than benchmark on
the following two measures

= Acute Hospitalization

" Diabetes Medical Attention for Nephropathy
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SDoH Performance




Improved Referral Relationship with
Community Partners in All Domains

% of Organizations With Formal or Informal Referral Relationships with
Partner Organizations by Domains (Self-Reported)

HEALTHCARE
TRANSPORTATION

FOOD
\

‘ ‘ 78%
UTILITIES —Z6% ]

oo

HOUSING/SHELTER

‘ 76%

PERSONAL ENVIRONMENTAL SAFETY —a%
|

78%

EDUCATION 1% N

81%
FAMILY CARE 74%

78%
EMPLOYMENT/INCOME 71% 3

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

SIM
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Improved Score for Linking Patients to
Community-Based Resources

D ipti
ractcesetnking of process ortnng |

Patients to Suppo rtive Commu nity-baSEd Linking patients to supportive community-based resources is not done
Resources systematically
2 Linking patients to supportive community-based resources is limited to

providing patients a list of identified community resources; by some teams.

3 Linking patients to supportive community-based resources is limited to
providing patients a list of identified community resources; consistently by all
teams.

4 Linking patients to supportive community-based is accomplished through a

designated staff person or resource responsible for connecting patients with
community resources.

5 Linking patients to supportive community-based resources is accomplished
through active coordination between the health system, community service
agencies and patients and accomplished by a designated staff person

1 2 3 4

No systemic
process

Average community-based resources linkage score

Systemic process w/

m 2018 m2019 active coordination improved from 4.1 in 2018 to 4.27 in 2019.
and dedicated staff

SIM

MDHHS State
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Improved Efficiency to Screen Patients

% of Organizations Completed Screening for Above Total Number of Screened Patients

and Below 50% of Their Patient Population across All SIM PCMH Organizations
(Entire Panel Across All Payers)

From 07/01/17 to
10/31/2018 576,869

f@ onths)

>=50% OF TOTAL PATIENT  <50% OF TOTAL PATIENT UNKOWN From 11/1/2018 to 515,370
POPULATION (ALL PAYORS) POPULATION (ALL PAYORS) onths)

m By 10/31/2018, reported by 38 POs
m By 7/1/2019, reported by 36 POs

Halved the time to screen half a
million patients!




From your perspective, do you feel like the SIM PCMH Initiative and
its education, learning opportunities and emphasis on working with
your community partners, have provided you with useful learning
and methods of providing better care to more at risk patients?

A. Yes, very much

B. Yes, somewhat
C. No
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2. Exploring the Components of an
Advanced Primary Care Practice




My Journey to Advanced Primary Care

* Medical Director of a Family Practice Residency site

* Participated in Society of Teachers of Family Medicine’s Conference on
Practice Improvement

* Began transformation journey PCMH—->MU—->PQRS—>MIPCT->CPC+ and
SIM PCMH

4 EMRs later...

Physician Champion
Champion for Team Based Care
Advanced Primary Care Practice Advocate
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What I have learned along this journey ? That we are all in this together and we are all on this journey, different rates of change

STFM CPI  steering team member this year, each year I go to refresh my energy for change and learn from others

Expanding our care team so imp at a residency practice ( the team is constant even as the residents change) 

Wellness focus and Physicians and Team/Staff



Our Collective Journey ...

*All patient screening for SDoH, collaborating with community
partners and tracking referrals

*Developing and expanding our health care team and learning roles

*Empowering the team, all levels

Living in a larger system
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Last 3 years—put screening tool into screening pad, systemic screening of all patients  

Lyft
Nowpow
Community Collaboration

Hospital Follow up Clinic, daily ER visit calls, same day appts, expanding access with virtual visits, telephone visits, home visits, Assisted living visits





From your perspective, do you feel like your practice, organization or

group has a plan for sustaining the improvements we have made in
the SIM PCMH Initiative?

A. Yes, we have talked about next steps and have a plan to sustain

B. Maybe, | have heard there is a plan in my organization but
unsure of my role

C. No, We have not talked about next steps, uncertain how we
will maintain these efforts




Ascension Family Medicine Residency Clinic’s
First Collaborative

10 + 3 Building Blocks

9

Comprehensive-
ness and Care
Coordination

5 6 7

Patient-team = Population | Continuity of
partnership = management
I —
2 3
Data-driven Empanelment Team-based
improvement care

Resident
Scheduling

Basis: High-Functioning Primary Care Residency
Clinic Building Blocks for Providing Excellent Care

and Training

Brown, S., Bodenheimer, T., Kong, M. (2016) High-Performing Primary Care
Residency Clinics: A Collaboration. The Annals of Family Medicine, Ann Fam Med

2019;17:471-472. https://doi.org/10.1370/afm.2450.

Bodenheimer, T., Ghorob, A., Willard-Grace, R., & Grumbach, K. (2014). The 10
building blocks of high-performing primary care. The Annals of Family Medicine,

12(2), 166-171.
SIM&
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Our Patient’s Journey

Time Period Patient Progress
End of 2017 |NP 55 y.o. patient with Type 2 DM with stage 3B CKD and diabetic neuropathy; BMI 47 and A1C 7.6
Jan-18 Referred Patient to Nephrology and Podiatry; Engaged care manger to help with transportation
Sep-18  |Patient found to be intermittently taking mediations
Bilateral cellulitis with open leg wounds; kidney function stable; A1C 10.7
Nov-18 |Patient case reviewed in weekly care team conference. Patient moved.
May-19 |Patient admitted to hospital with DVT/PE; A1C 12
Jun-19 Patient seen in hospital follow-up clinic

Introduced patient to Warfarin Clinic (RN manager, CM trained); Regular INR visits every 2-4 weeks

Care management engagement (2 office visits since June)

Sep-19

Improved mediation adherence; BMI still high 40s; A1C 6.9
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Patient has not engaged  (not labelled noncompliant) 

Nov 18  Care team meeting   our poorly controlled DM list,   (not referred by resident)  
Developed care plan, strategies on rolling with resistance, 

Sporadic reaching out to patient by NP, BH, 



Next Steps...

Add a social isolation question to our SDoH screen
Continue to expand our community collaborations
Engaging the patient

Leverage our teams

Challenge our Leaders

Continue to advance our primary care model

N o Uk wiNhe

Teach the next generation
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Social isolation sources


Patient Engagement
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3. Assessing Resources for
Sustainability




Innovative Approaches to Address SDoH Needs
Among Adolescents and Young Adults

Recurring themes:
 Community coalitions were needed

* Current improvement efforts were siloed; we weren’t sharing our
lessons learned with each other

e Addressing poverty was a key determinant of health

* Need to provide comprehensive holistic care that was patient
centered

Biggest challenge—Lack of stable funding to sustain efforts

Tebb, K. P., Pica, G., Twietmeyer, L., Diaz, A., & Brindis, C. D. (2018). Innovative Approaches to Address Social Determinants of Health Among Adolescents and
Young Adults. Health equity, 2(1), 321-328. doi:10.1089/heq.2018.0011
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Interview of 10 programs dedicated towards addressing SDOH in adolescents and young adults.



nvesting in Interventions that Address Non-
Medical Health-Related Social Needs:
Proceedings of a Workshop

April 2019 Workshop, National Leaders in this area from Universities, and Health Care
Systems

Goals for the Day —Answer 2 questions:

1. Specific recommendations on how to demonstrate effectiveness and investment
in SDoH?

2. How do we create a universal business case ?

\ Housing Interventions, Food Insecurity,
> Evidence and Policy Gaps, ROIl, Oh My!
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Board of Population Health and Public Health Practice of the national academies of science, engineering and medicine

Geisinger, Kaiser ,VA, University of Penn, George Washington University
Massachusetts Dept of Public Health
NOWPOW and community Rx

How do we engage all that are accountable in health care ?
“wrong pocket”  theory

More research needed





Employing Community Health Workers (CHWs)

to Improve Population Health
The IMPaCT Model @ Penn Center for Community Health Workers

Scalable, Reproducible use of Community Health Workers

* Asked patients what they believed would help them improve their
health ?

= 36.9% Psychosocial Support

= 35.6% Health Behavior Change

= 14.5% Resources for Daily Life

= 10.6% Health System Navigation
= 2.3 % Medical Care

Kangovi, S., Mitra, N., Grande, D., Huo, H., Smith, R. A., & Long, J. A. (2017). Community Health Worker Support for Disadvantaged Patients With Multiple Chronic
Diseases: A Randomized Clinical Trial. American journal of public health, 107(10), 1660-1667. doi:10.2105/AJPH.2017.303985
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Asked 10,000 low income individuals 


Pathways to Population Health: An Invitation
to Health Care Change Agents

QPATHWAYS Learn - Provides Framework of
1o e Population Health Model

An Inwvitation
to Health Care

Act - Self Assessment “compass” for
your organization to use

Improve - “Oasis” Change library to
learn from other stories or share your

T M = B T own stories
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Initiative of 100 million healthier lives

Robert Wood Johnson Foundation—IHI, American hospital association, Public health institute, network for regional healthcare improvement

Compass—encourage to you to “take”  or self assess every 6 months

The Oasis contains  peer reviewed resources delineated as tools, stories or brightspots


Health Leads

Community Level Health Initiatives - Partner with Organizations to
formulate health goals for a community

*Accelerate Practice - Bring people together who are doing this work,
develop community-based innovators, share learnings

*Targeted Advocacy - Reduce systems of inequity that lead to poor
health



Presenter
Presentation Notes
20 years of work in this space, Health Leads SDOH screening tool and how to set one up, 

Champions of Change –Patients, Health System leaders, Clinician and Community Leaders
Can nominate others or share your story

Tools and Resources    15 minute webinar on inclusive process mapping


Funding Whole-Person Health: Opportunities to
Make Essential Needs Initiatives More Sustainable

FUNDIN

HEALTH

Upcorastms o Mabe Erseta Nests Hlatse
Worw Buslaeratiy

\) Te2e | Network e 2

e




Do you feel in your role that you have been empowered to take what
you have learned these past 3 years and continue to make change in
your practice, organization or group?

A. Yes, | am excited to continue to participate in or support
practice innovation

B. Yes, | have learned a lot, but unsure how to make my voice
heard in my practice/organization/group

C. No, | am still struggling with how to incorporate what | have
learned and put it into practice




- AHRQ Health Care Innovations Exchange:

nnovations and Tools to Improve Quality and
Reduce Disparities

Disruptive innovators can be upsetting as they challenge the status
quo,

Three ways that health care leaders respond to disruptive
iInnovation:

1. Conservative
2. “Second mover” strategy
3. “First mover” strategy

National Academies of Sciences, Engineering, and Medicine. 2019. Investing in Interventions That Address Non-Medical, Health-
Related Social Needs: Proceedings of a Workshop. Washington, DC: The National Academies Press. https://doi.org/10.17226/25544.
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Supported 3 learning communities from 2014-6  shared best practices   (unfortunately funding ended after 3 years)

Other resources and articles  …..

Talks about concept of Disruptive innovation

A Business concept first described by Clayton Christiansen of Harvard business school , concept is described as a new technology or business model causes the existing marketplace to fundamentally change

Understanding Ambiguity in a changing environment


Our challenge to you...

Be a Disruptive Innovator

Become a Champion of Change

Listen, Learn and Share
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Champion of Change comes from Health Leads link 


If needed lead from the bottom up

Always think sustainability and are we maximizing what our team can do and using everyone in the best way


“I alone cannot change the world, but |
can cast a stone across the waters to
cause many ripples.”

- Mother Theresa




Resources and Links

http://www.pathways2pophealth.org/learn.html

https://healthleadsusa.org/ (Tools & Resources)

https://innovations.ahrqg.gov/perspectives/harnessing-disruptive-innovation-health-care

National Academies of Science, Engineering, and Medicine 2019. Investing in Interventions that
address non-medical, health related social needs: Proceedings of a Workshop. Washington D.C.
National Academies Press

https://www.carezooming.com/recipes/employing-community-health-workers-chws-to-improve-
population-health-via-the-impact-model-penn-center-for-community-health-workers/



http://www.pathways2pophealth.org/learn.html
https://healthleadsusa.org/
https://innovations.ahrq.gov/perspectives/harnessing-disruptive-innovation-health-care
https://www.carezooming.com/recipes/employing-community-health-workers-chws-to-improve-population-health-via-the-impact-model-penn-center-for-community-health-workers/

Concurrent Morning Breakout Sessions
9:40 - 10:50

Lessons from a Partner State: Healthier Communities: What Acting on SDoH Data:
Building Strong Partnerships Works to Make Real Change Beyond Screening
Jill S. Rinehart, MD FAAP Carrie Hribar, MA Leah Corneail, MPH
Joshua Williams, LLMSW, BSW Roseanne Paglia, PharmD
Jenifer Murray RN, MPH Ernest Yoder, MD, PhD, MACP
Yellow Dot ‘ Green Dot ‘ Blue Dot

Centennial Big Ten AB Big Ten C

Note: The colored dot on the left side of your name badge indicates the morning breakout session that you will be participating in.

MDHHS State
Innovation Model



Lessons from a Slm

MDHHS State

Pa rtner State Innovation Model
Building Strong Partnerships

JILL' S. RINEHART MD, FAAP
UNIVERSITY OF VERMONT CHILDREN’'S HOSPITAL

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES




Learning Objective

Describe the landscape of primary care in Vermont and
approaches to best partner with families, caregivers,
patients and others to support population health.




Telling the Story in Three Parts

1. Vermont Overview

2. Describing What We Do and Why We Do It

How “real” care coordination addresses unmet needs of children and their
families

3. Share What We are Learning

Outline the necessary steps for charting a pathway to family-centered care
coordination
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1. Vermont Overview




American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN

Vermont Chapter

®
® \/ermont

Family
Network

The University
of Vermont

LARNER COLLEGE OF MEDICINE

(& VT LEND

preparing leaders
across health professions

AR
TS
i34

rinehart

AVCHIP M

ermont Child Health improvement Program ¢
UNIVERSITY OF VERMONT COLLEGE OF MEDICIME

L
N\, </
A\
= _VERMONT | \ |
DEPARTMENT OF HEALTH r, V

Thank You

Universityof Vermont




Vermont Child Health Improvement Program(VCHIP)

Creating an electronic Shared Plan of Care (e-SPoC)

'“__1
VCHIP at University of
Vermont

Our Families &
~ . Family Health Partners

=4 Patient-Centered
. & Medical Homes

MDHHS State
| £

nnovation Model
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Each of these practices has a different EHR our researcher noticed that the Shared Plan of Care not really Shared– 
2 ways shared making and also shared like given a copy to each other


Primary Care - Green Mountain
Advisor Care Board
Vermont Landscape :

Population Health by HSA (M) All-Payer Model | (A unified ACO model)

Vermont Care

Organization
PCMH:NCQA(M)
Blueprint Practices
* PMPM ‘ OneCareM | HealthFirstM | cHAC (M)
« CHT Vermont Independent (F QHC)
b VITL Hospjta] owned Practices
Medicaid Medicaid Private insurers(M)
Medicare Medicare
Private insurers Private insurers(M)

Collaboratives

Unified Pediatric
Community Subcommittee
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More like an Etch-A-Sketch
Each Has own set of measures– trying to unify them– now the ACO’s have set of measures that includes depression screening, adolescent well visits annually and developmental screening at 18 and 30 month visits
Etch-A -Sketch


OneCare Vermont Model

e Team Based Care Coordination Payments (S15PMPM)

* “Patient Activation” Lead Care Coordinator Payments (S150
annually plus $10 PMPM)

* No more than 50 active patients per care coordinator

* Perform lead care coordinator duties (care conferences)

e Record activities in care navigator

* Facilitate shared plans of care with at least one goal with next
steps and progress recorded
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Template #2
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2. What We Do and Why We Do It




First the “Why''?




Impact on Families

13.5% of families spend 11+ hours per week on care and care
coordination

* 57% of families experience financial problems

54% had a family member stop working to care for their child

49% needed additional income for medical expenses

Kuo, D. Z., Cohen, E., Agrawal, R., Berry, J. G., & Casey, P. H. (2011). A national profile of caregiver challenges among more medically complex children with special
health care needs. Archives of pediatrics & adolescent medicine, 165(11), 1020-1026. doi:10.1001/archpediatrics.2011.172




“List 3 to 5 qualities, activities or actions you
like to see your child’s doctor do that

wOou
wOou

C

C

demonstrate what is irr

Coordination and communication
* Knowledge: child’s condition; disabilities; seeing the whole child
Listening to family and child
* Family-centered care: respecting - the family’s expertise
e Access: to doctor — phone, e-mail, clinic visits

 Compassion and empathy

portant to you"



Presenter
Presentation Notes
We analyzed the responses from families and categorized the responses – these were the top six categories.
 
I was quite frankly surprised that families identified coordination and communication among physicians and other health care professionals of most importance to them.  

Also important to families was that their child’s doctor is knowledgeable about their child’s condition, about disabilities in general and that they share that knowledge with the family.  Families also said they wanted doctors to explain things in a way they and their children can understand  

Equally important to families was listening:  More than 75 parents said they wanted their child and/or themselves to be listened to.  
Families said they wanted their child and themselves to be listened to and to feel that their voice is heard, and their opinions matter.  One parent said, “Treat my child like you would any other patient, listen to him”. 

Everyone wants to know that their concerns are really heard and addressed.  One parent said, “When my child’s doctor listens to me and then assures me I’m not ridiculous”.  
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Presentation Notes
WELLNESS & STRENGTHS
Families exist in a community—celebrate the high points, much of our sessions are “Problem Solving” , “Sticky points,” and not strengths based..


Vermont Child Health Improvement Program
UNIVERSITY OF VERMONT COLLEGE OF MEDICINE

SIM&
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Title Slide


Recommendations Family-Centered Care
Coordination/Shared Plan of Care (SPOC)

Achieving a SPOC w/CYSHCN & Families

1. Identify the Needs 1. Patients & families are central and engaged

and Strengths
of the Patient and

Fenily 2. Teams are enabled/supported to help co-
create/use SPOC

4. Implement the 2. Build Essential

Plan of Care Partnerships
3. Health care and community professionals'
efforts are integrated
3. Create the
Flan of Gare 4. Cross system family-centered care

coordination is sustained

McAllister J. Achieving a Shared Plan of Care with Children and Youth with Special Health Care Needs: A White Paper and Implementation Guide. Lucille Packard
Foundation for Children's Healthcare; 2014




Pediatric Care Coordination Participating Practices

heastern Vermont

Northwestern Vermont St. Johnsbury bury Pediatrics, St. Johnsbury

Hagan, Rinehart & Connolly Pediatricians,
Burlington

Timber Lane Pediatrics, Burlington
Timber Lane Pediatrics, South Burlington
UVMMC Pediatrics, Burlington

°
Burlington

Barre

. -
erlln ° Wells River

® Middlebury °
Bradford e

Central Vermont

Little Rivers Health Care, Bradford & Wells

°
South Royalton

River
° South Royalton Health Center, South
Rutland Royalton
Windsor ® Associates in Pediatrics* - Berlin, Berlin

Associates in Pediatrics* - Barre, Barre
Middlebury Pediatric & Adolescent Medicine

Mt. Ascutney Hospital & Health Center, Windsor
Rainbow Pediatrics, Middlebury

Southern Vermont

Green Mountain Pediatrics, Bennington

Brattleboro Primary Care, Brattleboro
Maplewood Family Practice, Brattleboro
Community Health Centers of Rutland Regional, Rutland
Just So Pediatrics, Brattleboro

Family Medicine Associates, Springfield

°
Springfield

®Bennington

Brattleboro

SIM&
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Presentation Notes
Using a Core Curriculum to Teach Shared Plan of Care Team Has representative from Vermont Family Network—
Also Shelly Waterman has just joined the core curriculum team
Each practice has a quality improvement team that includes care coordinator, health care professional, family health partner (patient/family advisor)
Each of these teams has 3 Face to Face learning sessions, iand an additional care coordinator training day


D70 Project Timeline

Cohort 2: Learning

Care Coordinator

. > : Cohort 2: Learning
Training Day Session 2 Session 4
2014 2015 2016

Mow Dec lan Feb Mar Apr May lum Jul Aug Sep Oct Mov Dec lan Feb Mar Apr May Jun Jul Aug Sep Oct Mowv Dec Jan Feb Mar Apr May Jun Jul Aug

Combined Learning Session
[ Cohort 1: Leaming Session 5
™ Cohort 2: Leaming Session 1
- Project End 4]
Hine practices
> recruited for Cohort 2

5 practices continwe in Cohort 1

L Cohort 2: Learning
Session 3

b
D70 funding begins to continue CHIPRA supported work with 10
practices

| Monthly All Site Call - Cohort 1
3 Learning Session Cohort 1 | 4 Cohort 2
I 4 Learning Session Cohort 2 * Cohort 2 begins

SIM&
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Care Coordination Tools

Shared Plans of Care

Created with and by family, patient, community
Shared with care team, family, patient, community

Care-Mapping (eco-mapping) _
Care Conferencing | Il.l. .ﬂl

Problem Solving Conversations

Community Connections & Medical Home Neighborhood




Where to Start?

Wow! This
problem list is
a messl!

Shared Care Planning Can Begin
with: Family, Patient, Community
Partner, or Health Care Professional

During a Visit

Doc, you may not
want to come in

_ _ on Tuesday...
Previewing the

Schedule

My son is being
discharged
tomorrow from
Children’s after
neurosurgery...

My child’s
teacher says his
behavior is out
of control...

This family hasn’t
responded to calls
from visiting
nurses for the past
month

Phone Calls to Medical
Home

'm taking
control of
Behavioral
Health!

I’'m taking
control of
Asthmal

Condition Specific

SIM&

MDHHS State
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HRC Care Coordination Workflow Draft

Conduct previsit
planning

i

Patient comes

into office for ¥
visk

Patient i new to

Patient has fare coordination
existing care :
coordination ¥
Have patient visit
(M)
v

i Refer patient to
Hawe patient visit sl
in-person or on phone — —»{ CHT g:iﬂsﬂl
[ coone) Coordinator)
v

[5.thiis the patient's

" Yes first care No
mnference? T
FJ
Assermile care
team and
populate care
plan
1
Y
Review and Establish Schedule
eate care | — goals nad — next care
plan next steps conference

Continue care €=
coordination

! Update care
> plan {as
needed)

conference
Complete Complete
follow-up fiallow-up with
tasks | family

additional
patient visits
(MD)

pediatricians

S|
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Presentation Notes
An established workflow varies by practice but is made up of these components
PRE-VISIT PLANNING—PHQ9, Asthma Control test, call to the family– agenda setting, referrals interested in discussion, UPDATEs
New Patient OV set upIntroduce to care coordination phone or person CSHN vs CHT or Medical Care coordination
Consider community links they have, ones that may be useful
Bring the team together for a Care Conference
Kristy helps all the communication flow


Harper Browne, C. (2014, September). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Washington, DC: Center for the Study of
Social Policy

Comprehensive Understanding

Strengths*

Concrete Support in Time of
need

Knowledge of Parenting and
Child Development

Parental Resilience

Social and Emotional
Competence

Social Connections

What would you like us to
know about your child?
(What does s/he do well?
Like? Dislike?)

What would you like us to
know about you/your
family?

Developmental Concerns
Social changes?(Job,
Divorce, Death, Move)
Housing

Food Security

Medical

Educational

Financial

Legal

Transportation

SIM

MDHHS State
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Presentation Notes
Pause:  “Assessment” “Root cause analysis” 
(Sleep, moving, language)
What resilency is .. For strengths
Other
If it was a perfect world what would help you take care of your child or for you!
Camden Cards– 
Shelly:: can’t get there unless families feel safe, can rely on the medical partners and build trust in the team-care conferences are more about regrouping and also a little of family support/therapy


Family Centered
Care Coordination

"No one has ever asked me
these questions before!"

- Parent

Family-Centered Care Coordination

INSERT: Practice Name

1) What would you like us to know about your child/youth?
a. What does he/she do well? Like? Dislike?

2) What would you like us to know about you/your family?

3) Do you have any concerns or worries for your child/youth? seme examples below.

Their growth/development Daing things for themselves Orther (fill in)
Learning Falling behind in school
Sleeping Behavior
Self-care The furure
Making and kecping friends Playing with friends
4) Have there been any changes since we saw you last, such as a:
Brother of sister leaving home? Separation or divorce?
Mave to a new town? Other (fill in)

Sickness or death of a loved one?

New job or job change?

5) Can we help you with any of the following needs?
Medical For example, help finding or understanding medical information; help finding health care for yourself or your family

Social For example, having someone to talk to when you need to; getting support at home; finding supports for the vest of your family,
Educational For example, explaining your childs needs to seachers; help reading or undersianding medical information.

Financial For example, understanding insurance or finding help paying for needs that insurance does not cover - such as

medications, formulas, or equipment,

Legal For example, discussing laws and legal rights about your childs health care or their school need.

General Please let us kiow what else you need help with (if we don't know, we will work with you to find the answer),

Notes:

X \:h||\:-\ by Jeanne McAllister, RN, MS, MHA and the National Cenrer for Medical Ham .|'|\||'H TIATinn
mMEDICAL HOME

S|
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Pre-Visit Planning

Before you enter the room...

Share recent, relevant information
Screening tests (ACT, PHQ9)

An agenda from the family for today’s
visit

Labs, radiology, specialist visit reports
Follow up from community members



Presenter
Presentation Notes
Really have those “Golden 10 minutes” discussing what really matters-- 


Care Mapping

CSHCN
Sub-specialists Parent to Parent Org.
Dental Care Economic Services
Developmental Services
Mental Health
Early Intervention
Home Health Services
Children’s Palliative Care
Child Protection
WIC
Private Therapists
Personal Care Services

Insurance
Respite
Childcare Subsidy
Economic services
Social Security
Food Subsidy
Employment
Community Grants

Extended Family

IEP Case Manager Friends

Speech Groups
PT/OT Cultural Supports

Religious Organizations
Teachers Clubs
Afterschool Care Recreation
Sports
Camps

Teachers

School Nurse
Other Services

SIM&
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Presentation Notes
“ASSESSEMENT”Families not so keen on because it is so Judgemental– Here is a way of UNDERSTANDING community 
How do you get at this information?  Asking questions to get the family perspective on this how are they doing? 
Getting the perspective– how do have 


Informal Supports
Kelsey Murtha
Grammie & Beepah (Seasonal)

Addison Carroll (Born 4/24/2010)
Savannah Carroll, Sster (11/2/2002)
Isabella Carroll, Sster (1/16/2013)

Grammy Pammy & Grandpa

lan Garroll, Dad %ﬁ%ﬂ
Tammy I, M Kelsey Mu ervener
p,g,'gg, om Jen (7), Case Manager / Special Education

Betsy Synott, Kindergarten Teacher
Suart Podhaizer, 8P
Meghan Smith, Adaptive PE/ PT Consult
Kimberly Bullock, School Nurse
Peter Farrell, Principal
Dylan MacNamara, Director Specail Ed
Megan Favreau, OT consult

Perkins School for the Blind (Boston)
Dr. Nicole Ross — Opthamologist

Boston Childrens Hospital
Dr. Terrell Gark, Center for the Deaf and Hard of
Hearing, Deaf/Blind Neurobehavioral
Katie O'Neil, Augmentative Communication, S.P

Emma Nelson, Froject Director

iTeam
Lisa Woodward, Educational Consultant
Jolene Blanchard, Resource Coordinator

VAVBI
Sheila Thurston, Crientation & Mobility
Sharon Willie-Padnos, Teacher for the Blind

NineEast
Cathy Metz, Teacher for the Deaf

Private Therapy
Melanie Fope, OT, Kids Rehab Gym
TBD, PT, Kids Rehab Gym

Addi’s Eco-map, August 2016

SIM&
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Real Eco- Map/ Care Map for




Presenter
Presentation Notes
Squiggle line– weak or unsupportive connection
Double line--Supportive good strong connection


Data Flow Diagram: Electronic Shared Plan of Care

Electronic
Shared
Plan of Care

I «=\VCH'P

Vermont Child Health Improvement Program
EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE
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Presentation Notes
5 Family Health Partners involved—compensated for their time
3 pediatric practices
CSHN SW connects with the eSPoC


Picture of Patient (in this example, Ava) Date of Birth, Contact Information, Last Access

Acts@® CarePlan Patient Team € History Updates

a8 & @ share 1 B I = = o {) = Saves automnatically. Last updated yesterday by Jessica Sattler, RN

Comprehensive Care Plan Comprehensive Care Plan

- Description of child Disclaimer: This is a capsular summary and does not replace the patient's full record. For emergency updates please confact

- Important Family Information pce
« PCP Mame: Dr Mightengale
- Family goals & Actions « PCP Telephone: 508-555-5555

- Advance Directive

- Involved agencies Description of child
® m - Parent’s will/Guardianship Parents describe her as a friendly and strong-willed child. They also say that she is responsive to them, including lighting up

when they enter a room or smiling when prompted.
- School/IEP Ava is afraid of needles.

- Transition plans

- Emergency Management Important Family Information

Guidelines Both parents have struggled with alcohol and opiod abuse. During a binge in 11715 both parents intoxicated, Ava had a seizure
and was injured, DCF notified. Both parents have completed substance abuse counselling and state a commitment to

- Current Medication abstinence. After a brief foster period, Ava returned to stay with parents in 12/15.

- Allergies Family stressors include financial (both parents unemployed due to substance abuse and prior jail time), and Ava's complex
condition.
- Diagnoses
- Significant Hospitalizations and Family goals & Actions
Procedures

1. 12M5/2015 At risk housing. Both parents currently unemployed, struggling to continue rent payments with assistance.
- Key emergency contacts Target- 32016 Explore community resources for assistance with housing
- Height/Weight 2. 121152015 Decrease seizure activity, Target- 62016 F/U with Dr. Dredge- No changes at this time other than sleep study
per 12/19/15 office visit. Will see in 3 months unless there is a change
- Emergency and Medical Contacts

- NUTRITION

Advance Directive

S|
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Care Coordinati

or

Rounds

*Regular meetings (typica

ly 1

nour) with practice care coordinator,

physicians, CHT social worker, ( sometimes other community

partners as needed)

*Discussion of patients (who needs more intervention and who is
doing what part of the work)

*Systems issues

*Prepares provider and community to address family’s needs




SIMR

MDHHS State
Innovation Model

3. What We Are Learning




Families Experience More Shared Plans of Care
and Lower Stress after 6 months of Care
Coordination

(p<.0005) (p<.002)
100 | 100 | : |

. | | _
G o 75% :IS:” o
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Baseline Six Month Follow Up Baseline Six Month Follow Up
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RQ1: What Proportion of Families Have a Shared Plan of Care for their Child?
RQ2: What Proportion of Families Report High Stress Managing Care for their Child?


Key to Family Engagement

Build trusting relationships

Allows for timely, accurate information sharing
And...



Presenter
Presentation Notes
TRUSTING relationships
Heard this as right service at the right time in the right place.. 


...Problem Solving Discussions

Each of us has a piece of the puzzle

Keeping an open mind

Getting from A to B may require goingto Cand D
first

Patience
Kindness
Humility

Parking Lot and follow up



Presenter
Presentation Notes
Sometimes– the discussion doesn’t finish—
Kristy doesn’t mean the problem gets solved right there.. 
Conversation is therapeutic– makes people feel better just being able to talk about it


Care Conferences

Introductions/Contacts
Set Agenda

Set Roles: Facilitator
Start with Strengths
Care map

Discussion

Minutes Recorded

Update Plan with Next Steps & Accountability
Next Care Conference Date (if needed)

Care plan is shared at end of meeting



Presenter
Presentation Notes
MULTIDISCIPLINARY TEAMING–  WHAT? has to be structured 
WHY? Getting team members on the same page
Uncertain who is involved in care
Specific problem solving agenda
Need to share critical information (new diagnosis)
Transitions (educational, facility, life stage)
To set Goals and Next Steps with Accountability


Cultural Humility

“Cultural humility acknowledges that it is impossible to be
adequately knowledgeable about cultures other than one's
own...

Cultural humility requires us to take responsibility for our
interactions with others beyond acknowledging or being
sensitive to our differences.”



Presenter
Presentation Notes
All comment on this
Cultural competency implies that one can function with a thorough knowledge of the mores and beliefs of another culture
Cultural Responsiveness– 


Self Awareness

Allows Progression From...

Unconscious Incompetence

&

Conscious Incompetence

&

Conscious Competence

Unconscious Competence



Presenter
Presentation Notes
We don’t know what we don’t know
Understand our own inherent biases– beliefs (simple as that seizures are “bad,” or that wearing skimpy clothing whilst playing volleyball, or broader– visiting the doctor on Saturday is against one’s faith, etc.)


Conflict is...

A situation in which the concerns of two or more
people/parties appear to be incompatible.



Presenter
Presentation Notes
How Does Conflict Make you Feel? How do you feel entering the room for this team meeting? Uneasy, braced for conflict, excited to get to the bottom of what’s going on, uncertain how to solve the problem at hand?
If you are feeling that way.. It is likely the family is too, the school, other team members..
APPEAR to be incompatible.. 


Thomas-Kilmann Conflict Modes

Competing Collaborating

* I_EW'"-"-'-'“" onentation + Expand range of possible options
« Win/lose power struggle + Achieve win/win outcomes

ASSERTIVENESS

Focus on my needs,
desired outcomes

Compromising
+ Minimally acceptable to all
+ Relationships undamaged

and agenda
Avoiding Accommodating
+ Withdraw from the sttuation + Accede to the other party
+ Maintain neutrality + Maintain harmony
COOPERATIVENESS

Focus on others needs and mutual relationships

Retrieved from: http://www.edbatista.com/2007/01/conflict_modes_.html
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PAUSE

If you have done pre-visit planning and agreed to negotiate next steps—THEN you are in the COLLABORATION mode.. 
COMPROMISING:  lose out on 50% 


LEARN

Listen: to the person’s perception

Explain: your perception

Acknowledge: similarities & differences
Recommend: both have ideas on what to do
Negotiate: make a plan WITH (not for) the family

(adapted from Berlin & Fowkes, 1982)
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Presentation Notes
Homage to the 1980’s
Marinell LEARN– new american families– vietnamese diagnosis is that the parents have done something bad and that is why something bad happened to the child
Don’t give up your own perception but what can we agree on? 
Can we recommend something 


Key Reflections

Practices have strengthened abilities to help families through learning effective
skills to facilitate coordination and continuity of care and by identifying a
process for prioritizing medically complex patients

Having a practice improvement team that includes family health partners is
valuable to developing care coordination procedures

SPoC’s are tangible tools to improve communication, coordinate care, and
engage families in their care



Presenter
Presentation Notes
Template #2


Lessons Learned

* Engaging key leadership (state level, practice level) is vital to the
success of care coordination efficiencies

 Care coordination is a process, not just a person
* Billing and coding for care coordination is still difficult

* Protecting care coordinator’s time needs to be a priority

* Engaging family health partners and integrating into practice teams
takes a commitment from everyone



Presenter
Presentation Notes
Template #2


From Our Community Clinicians

* Reach out to your peers and community networks for help
* Document what works and what doesn’t

* Understand skill sets within your staff...the “care coordinator” doesn’t have to
do it all

* Learn the expertise of care coordination systems within the community
* Listening to families allows you to understand what the REAL impact is

* Families don’t know what they don’t know, and practices don’t know what
they don’t know

* Invest in family health partners

* |t takes time to develop this collaborative partnership and it’s worth it!
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Template #2


Benefits to Clinicians

* Don’t have to have all of the solutions

* Part of a collaborative team

* More time for medical thinking and deeper understanding of situation
* Improved clinical outcomes

* Feel better prepared

* Less time spinning wheels

* Focus on important issues—not “catching up”

* Less Phone Time



Presenter
Presentation Notes
Pause here and say—wow that is a lot of work! Why should I do this? 
Yesterday: Physician Burn-Out– Highly Efficient Practices– Adult medicine– 
All about Care Coordination: SO I have been thinking all these years that I am just an altruistic person who feels good when I help others– but no, I’m actually just avoiding burn-out!  Autonomous, 


Parents’ Voices

NO Care Coordination WITH Care Coordination

“There was no continuity. We
would call the primary care office
with a concern and they would
say “Oh, you need to talk to your
specialist about that.” We would
call the specialist and they would
say “Oh, you need to talk to your
primary care doctor about that.”
It was just back and forth all the
time and the concerns never got
addressed.”

“Now there is a sense that I'm
being listened to — that his medical
needs are being addressed. We
have a plan with where we are
headed, especially with the school,
we know where we are going.”

Maier, Parent interview, March 6, 2014



Presenter
Presentation Notes
Data will be forthcoming– more care coordination, more parts of a shared plan of care  less burden on families to do care coordination, more linkages to necessary community resources, better wellness 


Questions?

S|
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Healthier Communities: What
Works to Make Real Change

CARRIE HRIBAR, MA

JOSHUA WILLIAMS, LLMSW, BSW
JENIFER MURRAY RN, MPH




Learning Objective

Relate the approaches of groups that partner with
community stakeholders to work together on health
innovation and identify the strategies that they use to
address population health improvement, including SDoH

gap needs.
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Healthier Communities:
Oakland County’s Approach

CARRIE HRIBAR, MA
OAKLAND COUNTY HEALTH DIVISION

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES




Energizing Connections for Healthier
Oakland (ECHO)



Presenter
Presentation Notes
ECHO was created by the Oakland County Health Division as community wide initiative to improve health.  

Health Division has strong history of creating and facilitating a number of collaborative groups to address complex health issues

We have invested a great deal of effort in building collaborative bodies to improve health because

We know When organizations and agencies work together
Bring numerous perspectives and experience together
Increase capacity
Reduce duplication of efforts
In short collaboration makes it possible to Accomplish goals that go beyond the scope of any single organization.


Our 30 member ECHO Steering Committee represents numerous sectors. The following sectors are included…
healthcare
human services
behavioral health
Education
businesses
parks and recreation
economic development
emergency response
community organizations
elected officials


The Steering Committee oversaw a process that: 
Identify the top issues that impact a healthier Oakland by
Completing and publishing a community health assessment (CHA)

Utilize the CHA results as a driving force to create a 
Community Health Improvement Plan (CHIP)
Rollout CHIP to the community 
Engage the community in implementing the plan to achieve ECHO Vision 

In summary, ECHO used a process to:
Identify data and information – creating a snapshot of health in Oakland
Prioritize health issues
Act to improve health in Oakland by implementing the CHIP



Community Health Improvement Plan
(CHIP)
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Launched in 2016
Implementing with partners

http://oakgov.com/ECHO
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For the 2.5 years, ECHO has been in the action phase, as we have been implementing activities from the CHIP with our partners
Done a lot of this work with 3 action teams 



ECHO Strategic Issues

OO

Healthy Active Built Access To Data &
Eating Living Environment Care Informatics
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These are the five strategic issues that resulted out of our assessment work and form the backbone of our Community Health Improvement Plan 

ECHO is currently in the action phase

We are implementing activities around these The 5 Strategic Issues with partners. 



ECHO Action Teams

ACCESS
FOOD POLICY COUNCIL © T0 CARE ©

WORKGROUP
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We are implementing our CHIP through 3 action teams, including an Access to Care Workgroup that has been focusing on Social Determinants of Health 


​The Access to Care Workgroup has identified programs and services designed to increase access to care, including assistance with health insurance enrollment and accessing care. The workgroup is also conducted a gap analysis to determine the top barriers to accessing care, which included a community survey distributed widely across the county, followed by a survey of partner organizations. Results have been used to focus solutions and improve service delivery.


Access to Care Goals and Objectives

Address identified barriers to and inequities in accessing
care

Increase screening and referrals related to Social
Determinants of Health

Work with partners to address culture and linguistic
barriers to obtaining and understanding health
information and services

Promote awareness of and referrals to behavioral health
resources
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These are some of the goals and objectives from the ECHO CHIP that are related to our health equity and SDOH – ones that compliment  to SIM initiatives. 


Social Determinants of Health Screening

P —
—
2y

HEALTH QUESTIONNAIRE

COUNTY MICHIGAN
HEALTH DI¥ISIQN

s PLEASE READ THE QUESTIONS AND CIRCLE “YES” OR “NO." e
OMAIN QUESTION RESPONSE
Inthe past menth, did poor physical or mental health keep you from doing Yes No
yoUr usual activities, like work, school, or a hobby?
Healthcare
Inthe past year, was there a lime when you needed to see a healthcare
provider but could not because it cost too much? Yes No
Food f?;égu aver eat loss than you feel you showld because there s nat enough |\ Ho
Employment & Do you have trouble making ends meet because of lack of work or unsteady
Income Ty Wag NG
2 Are yalworried that in the next few marths, you may net have safe housing
Housing & Shelter | oL, tehl, ot abars Yes No
In the past year, have you had a hard time paying your utility company bils? | Yes No
f Do you need help finding or paying for care for loved ones? For example,
Family Care child care or daycare for an older adult Yes No
i De you think completing mere education or training, like finishing a GED,
Education going 1o college, of learning a trade, would be helpful for you? Yes No
- Do you need help with transportation to work, school, andfor your
Transportation apgﬂimmmp F ¥ ¥ Yes No
Safety Do you ever feel unsafe in your home or neighborhood? Yes No
Clothing & De you need help getting household supplies? For example clothing, shoes, Ye N
Household blankets, mattress, diapers, teothpaste, and shampeo, es o
Waold you like ta receive assistance with any of these needs? Yes No
General
Are any of your needs urgent? Yes Mo

NunsE Ow Caut Pusuie HeaiTs nromuamian
800.348.5533 NOC@OAKGov.com n ,
OAKGOV.COM/HEALTH @rumucuenmioc
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In 2019, OCHD started discussions with partners around using a common screening tool or questions related to SDOH 

The Access to Care Workgroup hosted discussions where partners shared their tools – some SDOH, some PHQ-9, Arizona continuum of self-sufficiency, activities of daily living 

Barriers to screening were also discussed 

We also started having individual conversations with partners to see if there was interest in using a screening tool. 

OCHD adopted a version of the SIM screening tool that one of our partners – MedNetOne – is using. Slight modifications to the employment and income question. Same 10 SDOH screening domains 

FQHC in Oakland Count – Honor Community Health – is in the process of adopting this tool. Also having some discussion with community mental health about identifying some common questions to use. 

OCHD has started using this in our Clinic – STI screening and vaccinations. Also mandated in our HIV program – (testing and linkages to care). Currently screening every time a patient is seen in clinic and data is entered into our EHR.  Around a 4 month process to get implemented. Still working out kinks and getting reports out of EHR. 

Depends on the client – some take the survey on their own, some are asked the questions by a nurse. 

If they respond that they have urgent needs – they are connected with resource navigator. Any yes responses lead to some additional questioning by nurses, who then either make referrals on their own or send to resource coordinator. 


Social Determinants of Health Screening,
cont.

COMMUNITY RESOURCES

T
HEALTH DIVISION

CATEGORY AGENCY LOCATION/WEBSITE PHONE NUMBER
Easterseals Michigan » Auburn Hills, Walled Lake (248) 475-6400
Gary Burnstein Community Health Clinic 45580 Woodward Avenue, Pontiac (248) 308-3752
HEALTHCARE Honor Community Health » Pontiac, Southfield, Waterford (248) 724-7600
Oakland Community Health Network Access 1200 N Telegraph Rd, Bldg 32E, Pontiac (248) 454-6363
FOOD Lighthouse of Cakland County Foad Pantry 5 Pontiac, Clarkston, Lathrup Village (248) 920-6000
MI Bridges newmibridges. michigan.gov (844) 7996876

EMPLOYMENT & INCOME -
Oakland County Workforce Development/Michigan Works » | Pontiac, Highland, Oak Park, Southfield, Troy, Novi, Waterford | (800) 285-9675
HOUSING & SHELTER Community Housing Network 570 Kirts Boulevard, Suite 231, Troy (248) 928-0111
Hope Adult Shelter 249 Baldwin Avenue, Pontiac (248) 812-9276
UTILITIES Oakland Livingston Human Service Agency » 196 Cesar E Chavez Ave, Pontiac (248) 2082600
Area Agency on Aging 1-B 29100 Northwestern Hwy, Suite 400, Southfield (248) 357-2265
FAMILY CARE Great Start to Quality 3011 West Grand Blvd, Suite 500, Detroit (877) 614-7328
EDUCATION Oakland County Workforce Development/Michigan Works 5 | Pontiac, Highland, Oak Park, Southfield, Troy, Novi, Waterford | (800) 285-9675
North Oakland Transportation Authority 67 E Jackson Street, Lake Crion (248) BIZ-7100
TRANSPORTATION SMART > wawwv.smartbus.org (886) 982-5515
Common Ground 1200 N Telegraph Rd, Bldg 32E, Pontiac (800) 231-1127
SAFETY Haven 801 Vanguard Drive, Pontiac (248) 334-1284
Baldwin Center 212 Baldwin Avenue, Pontiac (248) 332-3280
G TR (RS S 1 R Furniture Bank of Gakland County 333 N Perry Street, Pontiac (248) 332-1300
Lighthouse of Cakland County » Pontiac, Clarkston, Lathrup Village (248) 920-6000
Oakland County Health Division Nurse On Call 1200 N Telegraph, Bldg 34E, Pontiac (B00) 848-5533
OENERAL United Way 211 wawvmi211.org Dial: 2-1-1

» MULTIPLE LOCATIONS AVAILABLE. CALL FOR ADDRESS.

@ PuBLICHEALTHOC

OAKGOV.COM/HEALTH 'i
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We also made a quick resource sheet that our nurses can give to people that screen for something. 

We have a resource coordinator in our Southfield that is working with patients that need more assistance – making referrals, warm handoffs, etc. Also providing administration monthly reports on the data that is collected. If the client is in North or the resource coordinator is unavailable, referrals will be made and the clients will be followed up with. 


Resource navigator also follows up with clients to determine if they were actually able to connect with the needed resource. Adjustments are made to lists as needed. Will be expanding to home visiting nurses, WIC, and nutrition. 



Access to Care Resource Sheets

) FREE & LOW-COST MEDICAL SERVICES

IMPORTANT - Call first for income requirements and availability

@ FREE & LOW-COST DENTAL SERVICES

IMPORTANT - Call first for income requirements and availability

OW-COST SERVICES FOR MOMS & BABIES

IMPORTANT - Call first for income requirements and availability

PARENT SUPPORT SERVICES
City Provider Name Address Phone Services Cost
LUW'EUST HEAI'TH GENTEHS LUW_GGST DENH“- SEHVIEES Auburn Hills Crossroads Pregnancy Center 3205 E South Blvd (248) 283-0070 gz:l;!lh &pareniing Free
City Provider Name Address Phone City Provider Name Address Phone Suppleonal oo
i i - | W Infante, & Children (IC) > | 1200 N Telegraph Bldg S4E | (248) 858-1272 : d F
Madison Heights TWP - KEYS Grace Academy m 27321 Hampden St, Room 202 (248) 965-9300 HCH - Josiyn Sl Center m 816 Joslyn Ave (248) 7247600 omen, Infants, ildran {1WIC) elegraph Bldg (248) braastioeding support Tee
SakRatk WP -Norltest Health Cermer & 21030 Creenfidd Rd (246) S7 6500 - litsla Bonial Eorvies FrrE—— e — Child Cars Subsidy (DHHS) = 5111 Woodward Ave | (844) 793-9876 | Child care asisiance. | Free
HCH - Family Medicine Center m 461 W Huron 81, Ste 107 (248) 8577432 SO A S ee B OBl e {248) 724 rse On Gall » 1200 N Telegraph Bidg 3 | (800) 848-5533 | Public heallhholine | Free
HCH - Jump Start Center m 196 Cesar E Chavez Ave (248) 724-7600 Pontiac Mercy Dental Center 44405 Woodward Ave (248) 858-6100 P T — - Early ohilchood & _—
HCH - Baldwi 1701 Baldwin & 248) 724-71 s i
Pontiac JCHL2 Bivin Corrle ot einiie (268) 72457600 QaKland Geunty Health Division m »- 1200 N Telegraph Bldg 4E (248) 8581306 developmental eervices
HCH - Orchard Lake Center m s 114 Orchard Lake Rd (248) 724-7600 Southisld Grot Stait Pasat Coaliion 36001 Telearash R (248) 3336545 Nework and support Fids
TWP - Clinic m 44405 Ave, Ste H-13 (248) 858-3126 TWP - Pontiac Medical Centerm 46156 Woodward Ave Suite A {248) 724-7600 ol h sarvices for parants
TIWP - Pontiac Medical Center m = 46156 Woodward Ave, Ste A 248) 897-0900 i Brveiopmentsl
L Dt e ; & e gz.q.a; e Royal Oak Covenant Community Care 27776 Weodwand Ave {248) 558-4800 Early On'» 2111 Pontiac Lake Road | (866) 456-2084 | screenings & services | Fres
i i for ehildran under 3
HCH - Plum Hollow Canter m = 22200 W0 S Mis R (248) 7247600 Southfield Tri-County Dental Heath » 29350 Southfield Rd #35 (248) 233-4410 o L
field X Waterford Oakland Community College Dertal Hygiene Clinic | 7350 Cocley Lake Rd 248) 542-3260
Health Center 23077 Gregnﬁem Rd Ste 400 (313) 822-9801 inity College Hygl ¥ {248) o 211 Pornian Leke o free preschool & "~
Vaterford HCH - Summit Center m 279 Summit Dr (248) 724-7600 developroerial
FREE CLINICS FREE DENTAL SERVICES
City Provider Name Address Phone Gty RoitenNae aidress fhone HERLTHCERAKES
- . X Lathrup Vilage AP Free Dental Clinic 28235 Sauthfield R (248) 9959214 City Provider Name Address Phone Services Cost
Fermdale Fern Care Free Clinic, Inc. m 458 E. 9 Mile Rd (248) 677-2273 Femdale Health Center - Planned Wormen's services, prenatal
Lathrup Vilage MAPI Clinic # 25235 Southield (248) 333-0840 Okernos Michigan Donated Dental Services » 3657 Okemos Rd (517) 3469455 Femdale Parentrood TR Woodward Aus | (248) 3955800 | o ' Lot-cost
‘ Gary Eurnstem.(.‘,lcmmumty Health Clinic 45539 Woodward Ave (248) 308-3752 Ponfins Gary Bumstein Community Health Clinic 45580 Woodward Ave (248) 300-3752 Dak Park TWP - Horthwest Medical Center m | 21040 Greenfield Rd (248) 967-6500 | PedialricianOBG YN Low-cost
Pontiac Mercy Place Clinic w 55 Clinton St (248) 333-0840 TWP - Pontiac Medical Centerm | 46156 Woodward Ave (248)897-0900 | OBGYN Low-ost
McLaren Oakland Children's Clinic # 673 Martin Luther King Blvd (248) 334-0024 HCH - Family Medicine Cenlerm [ 461 Wosl Huron Sta 107 | [248) 724-T500 | OBGYN Low-cost
Sounifleid D {Dermatology) 20425 hlorth Dy Sl 207 | (P48) 2187007 Legend Ponlizc WoLaren Chilcren's Health Servioss | 673 LK Jr Blvd (246) vt o | e Eruninead | g,
Translation Services Available m =i ren -
Available in Other Cities = 4 M AP DN B AGK S Oakland County Health Division & | 1200 M Telegraph Bida 34E | (800) 848-5533 | vaccines Low-cost
Legend TWP = The Weliness Plan Iercy Place Clinic 55 Clinton St (248) 333-0840 | Women's Health Program | Low-cost
Translation Services Available m M AP 0 N B ACK HCH = Hanor C: Health
Weekend/Night Hours = ‘ »
LU= s Welloss Flan For other dental resources contact Tri-County Dental Health at 248-233-4410. il
HCH = Honor Community Health i =43 > _ Seurce HRSALpeated: Jar. 2013 Translation Sarvices Available m
Seurcs: HRGA Mpsiect Nov, 2018 i oy s LD Avallable in Other Cities » <4 MORE RESOURCES DN BACK »
Fasl ffaa to make copies & distibuie. TWP = The Wellness Plan

- HCH = Haner Cammunity Health Updatect Apr 2019
JAKIAND Folfros 1o make capies & disirbuts.

i _

HERLTH BIVISION

For more information,
visit www.oakgov.com/ECHC

®orand® ECHO)

COUNTY MIcHIGAN
HEAITH BIYISION

For more information, 7
visit www.oakgov.com/ECHO | ECH‘@
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Project started based on requests from several Workgroup members. Stated that clients still need paper resources. Workgroup began creating resource sheets – each has different icon to distinguish between them. 

Five total – medical, dental, moms & babies, hearing and vision, behavioral healtlh 

Available on our ECHO website – Under Access to Care Workgroup – Documents 
https://www.oakgov.com/health/partnerships/echo/Pages/access-to-care-workgroup.aspx

Translated into Spanish and Arabic 

Really good feedback from partners. Has replaced individual forms or brochures. Commonly used by care managers, office admin, etc.  




Oakland County Health Division (OCHD)

Nurse on Call

Experienced Public Health Nurses
provide callers with reliable, up-to-
date information

Referrals to services & community
resources

1-800-848-5533 or noc@oakgov.com
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Another option for people with SDOH needs – can be connected to NoC 

This is an underutilized jewel within the Health Division:  Phone or email – especially useful after hours.

NOC is staffed by Public Health Nurses that can answer general health questions, provide referrals to programs and services at OCHD and in the community.

Very knowledgeable about services in the area

Our nurses respond to more than 13,000 calls per year about a variety of issues.  Some of the most common questions and requests for information include:
Inquiries about services
Referrals to health resources and access to healthcare
Flu questions
Immunizations



ECHO Service Directory

Select Language Skip to content

Energizing Connections
ECH@) For Healthier Oakland

HOME ~  HEALTH DATA ~ MODELPRACTICES SERVICES v  LEGISLATE ¥ MY ACCOUNT v

Find Services/Resources

Search your area’s comprehensive directory to find services related to public health; disease
prevention and treatment; communicable diseases; crisis services, and more. Whether you're
looking for programs or facilities, you'll find them below.

Listings can easily be added or updated anytime by clicking the links at left.

(2]

FIND AGENCIES, PROGRAMS, OR FACILITIES NEAR YOU

What are you looking for? ? Zip Code

OR View Categories @
% Children, Families & Youth % Faith Based Services % Physical Activity
% Clothing & Shelter % Financial Support Services % Recreation & Leisure
% Crisis & Emergency Services % Food % Safety & Prevention
% Dental % Healthcare & Wellness % Seniors
% Disability Assistance % Intellec Disabili % Transportation
% Education % Legal Services and Support % Veterans Services

SIM
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Houses services under 21 different categories – Mostly Oakland County, a little from surrounding areas

Targeted primarily at professionals but available to public also 

Go to: oakgov.com/echodashboard 
Select Service Directory tab


Search by: 
Category to display the listings for that topic
Program/Agency Name to  search services alphabetically
Keyword to search by word or phrase 
Advance Search to find services by multiple fields

Convened a committee over 2016 – 2018 to review, update, and make changes to the service directory. 



Next Steps

*Exploring electronic referral and data system

*Sharing and aggregating data across partners

*Include screening data in next Community Health Assessment

*|dentify top needs for Oakland County and upstream approaches to
address them
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Community Health Assessments – sharing data – good way to connect to your LHD if you haven’t already. Most LHD in MI are trying to also work on SDOH. 


Lessons Learned

*Unfamiliarity with resources is biggest barrier to using screening tool

*Trusted partners are key to expanding SDoH work

*Rely on partners and experts in your community to remain current
on what resources are available

Start small and pilot to work out any kinks
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Overwhelming feedback from Access to Care Workgroup is that any provider is reluctant to start screening if they do not know where to send clients 

The partners that have been the most open to this work are the ones we already had strong relationships with – working on other partnerships and projects 

OCHD started screening with our HIV unit, then expanded to all of Clinic. Will continue to implement in Clinic until the end of the year before expanding to other units at the Health Division. 


SIMR

MDHHS State
Innovation Model

Jackson Community
Health Innovation Region (CHIR)

JOSHUA WILLIAMS, LLMSW, BSW
JACKSON COLLABORATIVE NETWORK

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES




Implementing SDoH Screening

* Assessment of community’s current
state

* [n person interviews

* Document assessment matrix

* Developing the questionnaire

*Implementing across sectors

 What do we do with the results?

* Creating clinical & community linkages




Designing the Jackson Care HUB

*Online platform accessible to the community
partners to conduct screenings

Community designed
*Integrated with partners EMR (EPIC)
*Assessment of needs identified

*Integrated with data bases of information
* Resources
* Client info (MIHIN)

°Electronic referrals & real time feedback




Jackson’s Current State-9.12.19

*Online platform

* 30+ Community Partners

* Screenings
* Referrals
* Care Team

* Integrated with EPIC
* Screening
* My Chart
e Jackson Care HUB Launch w4 e
. A A ;

+ 60,000 SDoH Screenings | ot

L]
P ra
.\_—' T —— -

Completed | o ety

S0 ™ L

EI'H:I-'I'-'ﬂ-h-s F

* 4,000 Community Referrals made




Lessons Learned

*Screening takes time but not
impossible

* Power-through the hesitancy & pilot

* Be flexible with workflow/process
* Community design leads to ownership
* Embedding the work

*Ongoing Technical Assistance
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Linkages - NMCHIR

JENIFER MURRAY RN, MPH
NORTHERN MICHIGAN CHIR

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES




" " h Nﬁogg@ mew
Northern Michigan CHIR 'r)

SIM funds are dedicated to five pilot
sites in Michigan.

The Northern Michigan Community
Health Innovation Region (NMCHIR)
is our rural pilot.
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Population health is a top initiative of the Northern Michigan Public Health Alliance and its cross-sector partners across a 25-county service area. Although State Innovation Model funds will be dedicated to the 10-county Northern Michigan Community Health Innovation Model exclusively, population health initiatives will continue within and across the entire Alliance region. The experience gained and capacity built in implementing our Local Operations Plan will considerably enhance our ability to align Phase II counties in the future.



WHAT Determines Health

Environmental Exposure

Medical Care is only 10% of

what makes a person healthy. Social
Circumstances
Individual
We have less control over

Behavior 40%
Genetics, but we can influence
Environmental Exposure,
Social Circumstance and Genetics
Individual behavior.

Medical Care

Schroeder, S. A. (2007). We Can Do Better — Improving the
Health of the American People. New England Journal of
Medicine, 357(12), 1221-1228. doi: 10.1056/nejmsa073350
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This slide represents the contributing factors to a person’s health.  You’ll notice that Medical Care is only 10% of what makes a person healthy.  While we can’t do anything about genetics, we can influence the areas of Environmental Exposure, Social Circumstance and Individual Behavior.



Community Health Innovation Region

== [

CLINICAL-COMMUNITY COMMUNITY NEEDS
LINKAGES MODEL ASSESSMENT

Reducing ED
Utilization and
Community NORTHFRNWHMN Mobilizing for

Connections EEM_-V#N'TY Action through
INNOVATION Planning and

Partnerships

@ COMMUNITY HEALTH
IMPROVEMENT PLAN

Increasing Healthy Weight through
ABLe Change Framework

SIM&
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CHIRs are a community-based mechanism to improve community health composed of partners from many different sectors. With the support of a backbone organization, partners work together for better population health and health care at lower costs.

In 2015, Michigan was awarded $70M over four years to test and implement an innovative model for delivering and paying for health care in the state. Many other communities across the country have clinical community linkages models and others have robust community needs assessment and community health improvement planning. What makes the Michigan State Innovation Model unique is that it is testing the effectiveness of combining these activities.



In partnership...

COMMUNITY  «, f Benze:

LEELANAU s adpi =
HEALTH DisTmic paotrtet eal HEALTH
REGION 'HEALTH © He h‘hg' ople, Healthy Communities @EII;"IE%:EEHT \‘_/ ngﬁﬁz%@jz
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Community Connections part of our community linkages model that we will focus on today.


A FREE PROGRAM

Connecting adults, children, and
families to community resources

BY PROFESSIONALS

Community Health Worker,
Registered Nurse, or Social Worker

ADDRESSING SOCIAL
DETERMINANTS OF
HEALTH

Like food, housing, transportation,
physical and mental health

THROUGH MULTIPLE
CHANNELS

Phone calls, home visits, and
office visits
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FREE program offering connections to community resources for adults, children, and families. 
No income requirements, although target audience is Medicaid population
Addresses Social Determinants of Health, such as needs for food, housing, utilities, physical and mental health.  �These are conditions that impact an individuals ability to be healthy.
Services are provided through phone calls, home visits, and office visits 
Services are delivered by a Community Health Worker, a Registered Nurse, and/or a Social Worker 


Clinical-Community Linkages Model

R

COMMUNITY cormecliony @ ‘ ‘

Medical Care Dental Care  Transportation

@ICIC,

Healthy Food Healthy Lifestyle  Education

Patient referred by Pathways model utilized
health care provider, to facilitate improved
community agency, health outcomes

or self

Affordable Housing  Utilities Translation

Patient assigned to
HUB team member

SIM&
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Each CHIR has a “HUB” in place to support the goal of improving health outcomes, increasing health equity, and reducing inappropriate utilization of acute clinical care services (Emergency Department use).
Community Connections is the Northern Michigan CHIR HUB. 

Individuals get help accessing a variety of services including medical care, dental care, transportation, healthy food, healthy lifestyle, education, affordable housing, utilities.


Community Based Access Point

NORTHWEST HUB

Antrim, Charlevoix, Emmet

DHD#10 HUB GRAND TRAVERSE HUB

Kalkaska, Manistee, Missaukee, Wexford Benzie, Grand Traverse, Leelanau



Presenter
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Three Community-based access points with one common referral form to use, it is just sent to the appropriate hub. We all document the same way and collect the same information. We meet monthly to be review processes and make any needed changes. This truly is a demonstration project and we have make lots of tweaking to the system in the past year as we are figuring out what works, what doesn’t work and who wants what data form us. 
common agenda 
common process measures 
mutually reinforcing activities 
ongoing communication



Screening Questions

POOR PHYSICAL HEALTH?

POOR MENTAL HEALTH?

COULDN'T SEE A DOCTOR?

WORK OR INCOME?
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This is a universal screening for all patients regardless of income or insurance status.  All are screened, unless they refuse. Target population is Medicaid.  Most practices are currently screening patients annually. There is a web based screening portal that some offices are using. 
If referred by an agency, they will get feedback on the referral.


In a 10 county Region 20,286 web based screenings were documented.

Current Screening Questions are Asked in Doctor Offices and Community Agencies. Follow along on your copy of the referral form(these have changed during the last year)
In the past month did poor physical health keep you from doing your usual activities, like work, school, or a hobby?  
In the past month did poor mental health keep you from doing your usual activities, like work, school, or a hobby?
In the past 3 months, was there a time when you needed to see a doctor but could not because it cost too much?  
In the past 3 months, have you had to eat less than you feel you should because there is not enough food?  
Is it hard to find work or another source of income to meet your basic needs?   



Screening Questions, cont.

HOUSING?

CHILD CARE?

MORE EDUCATION?

UTILITY BILLS PAID?

AN
By



Presenter
Presentation Notes
Are you worried that in the next few months, you may not have housing?  
Has it been difficult to go to work or school because you couldn’t find care for a child or older adult?
Do you think completing more education or training, like finishing a GED, going to college, or learning a trade, �would be something you would like to work on in the next 6 months?  
Do you have trouble getting to school, work or the store because you don’t have a way to get there?
In the past 3 months, have you had a hard time paying your utilities?
You identified some needs to day that may make being healthy very difficult. Would you like someone from our team to assist you in person, via phone or text to work on the needs that you identified today? 
Physician office can keep the referral for their care manager to work on, or can refer to the HUB. 



PCMH’s Screening in Our Region

Alcona Health Center- Emmet
County Site

Little Traverse Primary Care
Bellaire Family Health Center

Central Lake Family Health
Center

East Jordan Family Health
Center

Bay Area Family Care

Grand Traverse Children’s Clinic
Kids Creek Children’s Clinic

Munson Family Practice Center

Northern Pines Health Center ¥ Munson Healthcare Manistee

o Hospital - Primary Care
Traverse Area Pediatric And

Adolescent Clinic PLC Cadillac Family Physicians
West Front Primary Care PLLC. (CSadiIIac Primary Care and OB
n
Northwest Michigan Health y
Services Inc Great Lakes Family Care -
Cadillac

Crystal Lake Health Center

, _ Mackinaw Trail Pediatrics
Kalkaska Medical Associates

_ Gregory P Lambourne, MD
Munson Healthcare Manistee

Hospital - Pediatrics

Munson Healthcare Manistee
Hospital - Family Care
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23 PCMH’s who are screening at 36 sites.


Pathways Community HUB Process

e Client Referral to HUB
e HUB central intake registers client into the database
e HUB coordinator assigns client to CHW (RN, SW or CHW)

e CHW connects with client 1) Collects information and assesses
needs, 2) Implements Core Pathways 3) links to community
resources 4) confirms successful connection to resources

e Measures and documents results
e Reports feedback on referral to referral source
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A review of how the referral process works.
Most screenings happen in the physician office, but we also get referrals from community agencies.

Checklists and pathways in our EMR provide structure for service delivery as well as documentation which leads to better documentation and outcome measurement.

Model utilizes both individual and population health focused approach.  (individual navigation services, pathways also identify community gaps, problems).






Documenting Outcomes

HUB staff documents progress meeting an outcome:

« 20 standardized/nationally recognized evidenced based Pathways (Sarah
Redding, MD)

* Mental health appointments kept, housing secured, food assistance
received, etc.

* Focus on progress & outcomes/achievement of client’s health goals

* In order for a Pathway to be closed as “complete” CHW must document &
verify the service was received by the client.

* Working towards a value-based reimbursement: Payment for engagement of
high-risk clients & completion of evidenced based Pathways




SDoH Screenings — Ten Counties

January - June

2018 2019
Web and Paper Screenings 22,485 10,425
Completed Screenings, 2,396 1,202

|dentified Needs, Wanted
Assistance and provided
Consent




Screening Needs of Those Referred
(July 2018 —June 2019) 3 Regional HUBS
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1st Poor Health 289 + 125 + 491
2nd Behavioral Health 281 + 106 + 364
Employment 255 + 119 + 312
Utilities 226 + 114 + 377
Medical Cost 217    + 60  + 236
6th: Housing 197 + 85 +242
7th Food 191 +88 + 274
8th Transportation 175 + 82 + 257
9th Adult Ed 140 +94 + 293
10th ED Use 123 + 61 + 215
11th Child Care 60 + 43 +107


nsurance of THOSE WHO are Referred
January 2018 —June 2019
. ___________________|3RegionalHubtotal  |3RegionalHub%

Medicaid 1610 52%
Medicare 333 11%
Private 264 9%

Uninsured 329 11%
Unknown/Other 537 17%

Total 3073 100%



Presenter
Presentation Notes
  NW + GT + DHD#10						
Medicaid
336+ 655 +619
Medicare
69 +62 +202
Private
49 +31 +184
Uninsured
68 +88 +173
Unknown/Other
58 + 18 +461



Referral and Acceptance Rates
July 2018 —June 2019

2,102 Total Referrals
904 Contacted
654 Acce pt@d (Of those we contact 72% accept services)

250 Declined (25%)




Medication Management &
Housing I
ssUtilities Assistance I
ssTransportation
ssTranslation Assistance

ssMedical Debt Assistance

ssLegal Assistance

ssFood Assistance

Pathways OPENED
NMCHIR Region — 3 HUBS
" Tot 2018- 2019

ssFinancial Assistance
ssClothing
ssChild/Family Assistance

ssChild Care Assistance

Smoking

Pregnancy Pathway W
Post Partum Pathway &
Medical Referral
Medical Home
Health Insurance
Family Planning
Employment
Education; Health
Behavioral Health

Adult Education

o

100 200 300 400 500
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Food Assistance
Medical Referral
Health Insurance
Housing
Utilities
Transportation



Medication Management
Housing I

ssUtilities Assistance I
ssTransportation
ssTranslation Assistance
ssMedical Debt Assistance
ssLegal Assistance

ssFood Assistance

Pathways INCOMPLETE
NMCHIR Regional —3 HUBS
= 2018-2019

ssFinancial Assistance
ssClothing
ssChild/Family Assistance

ssChild Care Assistance

Smoking
Pregnancy Pathway &
Post Partum Pathway
Medical Referral
Medical Home
Health Insurance
Family Planning
Employment
Education; Health
Behavioral Health
Adult Education

o

50 100 150 200 250 300
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Medical Referral
Housing
Food Assistance
Health Insurance
Utilities


Medication Management
Housing e—
ssUtilities Assistance ™

ssTransportation |
ssTranslation Assistance
ssMedical Debt Assistance
ssLegal Assistance
ssFood Assistance

ssFinancial Assistance

Pathways INCOMPLETE

by Resource Not available
incomplt and Ineligible

Pregnancy Pathway :Ineligible

" Ve January 2018 —June 2019

Medical Home
Health |nsurance |
|
|

ssClothing
ssChild/Family Assistance

o

ssChild Care Assistance

Family Planning
Employment
Education; Health
Behavioral Health
Adult Education

0O 5 10 15 20 25 30
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Resource Not Available:
Housing
Child Care Assistance


Opportunity to Create Feedback Loops

CCL Data
ERNIES
Transportation
as a Need

Action Team asks HUB to
provide more details

HUB provides detailed

client feedback to
Action Team Action Team adjusts

strategies to respond to
client needs
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3 Sub Regional  action teams formed to address barriers to residents meeting their most important basic needs (food, housing, transit, active living)
Each action team considered strategic focus, shared leadership, implementation plan, and regional collaboration
Teams implemented multiple strategies around policy, systems, and environmental change
Enabled engagement of additional partners within a smaller (three- to four-county) region 
Can now use client data from HUBs to finetune strategies, share HUB statistics categorized by client needs, and qualitative information about residents needs. 
Example:  Transportation is a top barrier for people who struggle financially in the NMCHIR, for instance. Through conversations with HUB clients, the NMCHIR learned many of them are more interested in assistance in getting their own vehicles repaired than using public transportation. As a result, the Action Team’s focus expanded to include alternate transportation options.


CHIR identified a transportation problem, with individuals unable to get to needed services.
CHIRs worked on and promoted public transportation solutions
HUB feedback suggested the problem was not with public transport, but with people’s cars breaking down.
This new feedback loop provided new information, which allowed the CHIR to think about the problem differently and create a solution in response.
Now, the CHIR is focusing on helping people get their cars fixed



HUB Coordinators

DHD#10 GRAND TRAVERSE NORTHWEST
HUB REGIONAL HUB MICHIGAN HUB

Sally Mellema Debbie Aldridge Yvonne Louiselle
231-355-7529 231-882-2108 231-547-7603
smellema@dhd10.org daldridge@bldhd.org y.louiselle@nwhealth.org
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Learning Objective

Relate the strategies for optimizing SDoH use in patient care
planning, community resource discussions, and state-level

policy and planning.
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Collecting and Aggregating SDoH Data

Community Health Innovation Region (CHIR) Participation

* Michigan Medicine is part of the Washtenaw/Livingston CHIR, along with two other POs: HVPA
and IHA

* The CHIR backbone organization, The Center for Health and Research Transformation, convened
a workgroup and a number of subcommittees to support SIM implementation

* As part of the PCMH Subcommittee, the three POs in the region coordinated around a set of
SDoH questions

* Initially, Michigan Medicine did not screen for social isolation as our Guest Assistance Program

(GAP) felt like there weren’t enough resources in the community to refer patients who screened
positive




Col
con

ecting and Aggregating SDoH Data,
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Data Aggregation

* Through the PCMH Subcommittee, the POs in the region partnered with the
Michigan Health Information Network (MiHIN) and Michigan Data Collaborative
(MDC) to aggregate data

* From January 1, 2018-December 31, 2018, 182,941 distinct screenings were
completed by the 3 POs and 83,522 in Livingston and Washtenaw Counties




Findings: SDoH Needs Data

Positive Screens by Domain*
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*Michigan Medicine (MM) did not ask social isolation, child care, or elder care questions until October 2018. This data does not include MM data for those needs.



Disseminating SDoH Needs Data

* CHRT and the three POs partnered to create a report with aggregated SDoH data

* Shared findings with a number of local community organizations, funding bodies, and government
representatives

* Food Gatherers e Washtenaw Coordinated Funders
* Jewish Family Services * County officials

e Catholic Social Services e State representatives

* Avalon Housing * And many more...

* Particular interest from UNITE
* Partnership between Michigan Medicine and St. Joe’s to complete a joint Community Health Needs

Assessment
* Interested in social drivers of prioritized health issues and had done additional research into social isolation

MDHHS State
Innovation Model



How is Data Being Used?
Social Isolation Example

* Social isolation is highest need for HVPA/IHA patients

= As a result, Michigan Medicine leadership decided to add social isolation question and
refer patients to in-clinic MSWs rather than central Guest Assistance Program (BSWs)

* Literature suggests that social isolation and loneliness are adversely
associated with different aspects of functional status, mental health, and
physical health (cardiovascular disease in particular) in older adults’?

= Strong body of literature for older adults, but Washtenaw/Livingston data suggest social
isolation affects all age groups

1Shankar, A., Mcmunn, A., Demakakos, P., Hamer, M., & Steptoe, A. (2017). Social isolation and loneliness: Prospective associations with functional status in older adults. Health
Psychology,36(2), 179-187.
2 Courtin, E., Knapp, M. (2015). Social isolation, loneliness and health in old age: a scoping review. Health and Social Care in the Community, 25(3), 799-812.




How is Data Being Used?
Social Isolation Example, cont.

* UNITE team partnered with UM School of Public Health to further investigate
social isolation
 Difference between social isolation (objective) and loneliness (subjective)
* Researched social isolation in a variety of subpopulations
* Next step: exploring current state of resources in Washtenaw/Livingston Counties

* Michigan Medicine Community Health Services and Physician of Michigan
Accountable Health Organization (POM ACO) applied for grant through
Michigan Health Endowment Fund to investigate social isolation in older adults




Next Steps

* CHIR aggregated utilization and demographic data from Michigan Medicine and St. Joe’s to feed
ED predictive model for SIM ED Intervention

® Plans to use CHIR utilization data to assess whether SDoH and utilization are correlated

* Both IHA and Michigan Medicine plan to implement vendor within Epic to enhance community
resource database and potentially track referrals

e Continue to aggregate and share SDoH data across community
* Food Gatherers study

* Internally, Michigan Medicine plans to:
* Screen patients for SDoH in the ED who are being admitted to the hospital

* Incorporate SDoH data into risk score in order to appropriately risk stratify patient population
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What We Have Learned

*The United States spends more money on health care than any other country.

*At least 70% of health outcomes are attributed to environment and behavior.

*Environmental conditions present in a community have a significant impact on
the health of the community.

*Social and economic factors present in a community strongly influence patient
behaviors (Ex: Living in impoverished neighborhoods may limit access to
nutritious foods and safe environments for children to play).

*Patient behaviors are built upon foundations established early in childhood.

Solomon LS and Kanter MH. Health care steps up to social determinants of health: current context. Perm J 2018;22:18-139. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6207436/#b2-18-139




Health Disparities and Health Outcomes

*Patients with low socioeconomic status experience large health disparities.

°In many situations, interventions that focus on improving healthy behaviors for individuals do
not adequately consider the needs of a community.

*Suggested interventions my fall short if communities do not support recommended activities
(i.e. outdoor physical activity in unsafe neighborhoods).

*Interventions that support the building of community social structures and community
resources need to be incorporated in health policy development and future research.

*Our work within SIM PCMH program offers important insight regarding how communities need
to evolve.

Thornton RL, Glover CM, Cene CW et al. Evaluating strategies for reducing health disparities by addressing the social determinants of health. Health Affairs 35,
No. 8 (2016) 1416-1423.




Improving Health Outcomes is Not Only
About Providing Health Care....

*Health Care Strategy #1 - Disease Management Approach:

= Patients with specific disease states are routinely targeted for
Intervention.

= Quality data reporting and evaluations include subsets of these
patients. Successful interventions and opportunities for
Improvements are identified from these activities.

*Health Care Strategy #2 - Increasing access to health care services.

*Health Care Strategy #3 - Reduce disparities by addressing social
determinants of health.

*What does the data demonstrate if we combine strategies?

Thornton RL, Glover CM, Cene CW et al. Evaluating strategies for reducing health disparities by addressing the social determinants of health. Health Affairs 35,
No. 8 (2016) 1416-1423.




Long Term Investments Require Patience

| 2500

® Change in deaths prevented

Change in costs
4 | | 2,000
3. | 1500
2 _| | 1.000
d: | | 500
0 [ l 0

Cumulative deaths prevented (millions)

Change in cumulative discounted costs ($ billions)

-1 | - =500
Results through year 10 Results through year 25
i ghy ghy -1,000
1 1 1 1 1 1
Universal Better preventive Better behavioral Universal Better preventive Better behavioral
coverage and chronic and environmental coverage and chranic and environmental
care conditions care conditions

Milstein B, Homer J, Briss P et al. Why Behavioral And Environmental Interventions Are Needed To Improve Health At Lower Cost; Health Affairs. 30, NO. 5 (2011): 823-832.
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CD-10 Coding for Social Determinants of
Health

*Understanding data related to social determinants of health is important to
guide work and strategies to improve health of a population.

*Z/-Codes identified for some (but not all SDoH categories). Some examples:
Z55 — Problems related to education and literacy

Z56 — Problems related to employment and unemployment
Z57 — Occupational exposure to risk factors

Z59 — Problems related to housing and economic circumstances
260 — Problems related to social environment

/62 — Problems related to upbringing

*Proposed revisions include expanded categories and more precise situations.

2018 American Hospital Association. ICD-10CM Coding for Social Determinants of Health. Retrieved from
http://www.ahacentraloffice.org/PDFS/2018PDFS/value-initiative-icd-10-code-sdoh-0418.pdf



http://www.ahacentraloffice.org/PDFS/2018PDFS/value-initiative-icd-10-code-sdoh-0418.pdf

Where Do We Go From Here?

*Continue and expand SDoH efforts!

*The complexity of factors that lead to health disparities cannot be
reversed with short-term investments and strategies.

*Efforts to reduce health care disparities should focus on scaling up
interventions for implementation at local, state and national levels.

*Engage patients in your plans.

*Engage community partners in your plans.

*Build upon successes and learn from failures.
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My Personal Hopes for Our Session

That you will leave our discussion with a better understanding of:

* Practice model(s) designed to prospectively screen for and address
SDoH

* Approaches to addressing SDoH in GME practices
* The Teaching Health Center Program (THC)
* Measures relevant to evaluating these kinds of care models




Philosophy (Teaching Health Centers
(THC)/American Academy of Family Physicians)

Why treat people and send them back to the
conditions that made them sick in the first
place?

-Sir Michael Marmot




A PUBLIC HEALTH FRAMEWORK FOR REDUCING HEALTH INEQUITIES
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Presentation Notes
San Francisco framework for addressing inequities/disparities: Interventions further left are preventive, cost saving, health saving – advocacy opportunity; Community resources-practice interaction, also preventive; At the practice level – attempt prevention programs with individuals and groups, react to consequences of risky behaviors, treat conditions and established health risk factors…


Focus: Health and Wellbeing (Prevention)

Chronic Care Model
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Presentation Notes
Developing the Chronic Care Model in a team-based, integrated practice brings to bear all possible resources; Key is activated, engaged patient/family making health decisions based upon best evidence; individual and population measures have shown positive effect of this model.


Teaching Health Centers (THC)

*Training focused in community-based primary care settings (FQHC,
RHC, Tribal Health Care), community mental health

*Goal to improve distribution of primary care physicians into
economically disadvantaged areas

*Emphasis on underserved communities and populations

*55% are located in medically underserved communities
*FM, IM, Peds, IM/Peds, Ob/Gyn, Psych, Dentistry, Geriatrics



Presenter
Presentation Notes
What is the THC program? Differs from the traditional


GME Program/System

*PCMH and Chronic Care Model are implemented

Interprofessional education (teams of learners, team-based care)
*Continuous Quality Improvement (CQl) to address disparities/SDoH
Community Medicine rotations (community engagement)
*Population Health Certificate Program

*Faculty development: SDoH, Clinical Learning Environment

*Embedded in learning organization (measuring the educational system/learning
environment)




Resident Physician Competencies

* Active listening, recognizes non- * Assesses for and addresses
verbal cues behavioral variables

* Shows interest in the whole person e Shares information, promotes

— expanded social history patient decision-making
* Nonjudgmentally values each * Practices self-reflection
person

* Attends to her/his well-being and
* Asks about emotions, concerns, resilience

distress — and responds




SDoH in This Environment

Screening (e.g., Protocol for Responding to and Assessing
Patient Assets, Risks and Experiences (PREPARE),
Accountable Health Communities Tool, American
Academy of Family Physicians’ EveryOne Project)

* Engaging community resources/agencies to address (established
linkages)

* Address upstream conditions: less expensive, more effective

* Extending care to the home environment (individual health goals,

health risk assessment, home health education, medication
reviews, care management — RN, CHW, etal.)



Presenter
Presentation Notes
When implemented in an IM practice in a physician shortage area, many low income families, improved resident physician skills, attitudes, behaviors…


SDoH in This Environment, cont.

Improved social history exploration and documentation
Neighborhood Centered Health Projects — residents and faculty

IM residency curriculum intervention:

* Screening and addressing SDoH

* Improved resident knowledge, confidence, and practice behavior in
addressing SDoH.



Presenter
Presentation Notes
When implemented in an IM practice in a physician shortage area, many low income families, improved resident physician skills, attitudes, behaviors…


Output of THC Program

2011 — 2018, Nationally

* 630 new PCPs in primary care setting, 83% in medically underserved
communities or rural settings

* |n 2018, 732 residents in 57 programs, across 24 states
* 3.4 times more likely to work in a health center
2.7 times more likely to care for medically underserved

DWCHA
* 66% of graduates are serving the medically underserved

* 15% are in FQHCs or RHCs
* 48% are in Michigan




Measurement (Individuals, populations)

Social Determinant Intervention: Home environment, Employment/Income, Social Support,
Utilities, Food/Nutrition, Health Literacy

Care Plan/Patient Activation: Engagement, Health behaviors, Adherence to care and followup,
Care experience, Lifestyle changes (health behaviors),

Implementation of Clinical Guidelines (Care Plans): Risk Factors, HEDIS, UDS, CQl project
measures

Outcomes: Access through provider team, Hospital admissions, ED utilization, Health/functional
status, Health related quality of life, Treatment target achieved, Disease control/progression/
complications

Health Impact: Mortality, Morbidity (Disease progression, Complications), Cost of care
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Learning Objective

Discuss approaches and focus areas from the Medicaid
Health Plan perspective




Setting the Stage: What Medicaid Did...

Recognized and committed in a broader way to the
prevailing evidence of the times: Social factors such as
housing, transportation, employment, food accessibility,
and educational attainment have a significant impact on
member health outcomes.

Re-procured the managed care program in 2015:
Significant advancement in identifying and addressing social
determinants of health for Medicaid managed care
beneficiaries.




Setting the Stage: What Medicaid Did...

Changed contractual requirements and incentives for
Medicaid health plans:

*Utilize community health workers (CHWs)

*Screen members for social needs

*Incorporate screening information and CHWSs into quality
improvement and care management processes

*Develop partnerships to identify and address SDoH




How Medicaid approaches hea
and social determinants of hea

th plans
th...

We set the policy goals, and provide program parameters:

*The goals and parameters are designed to ensure the best
outcomes for all members, regardless of MHP membership

*We recognize there is variation at the MHP, provider, and

community level across the State

*MHPs have some flexibility in how they execute contractual
requirements within the context of our goals and parameters

*We monitor implementation to ensure beneficiaries are taken
care of, and promising practices can be considered for scaling up




Blue Cross Complete:
Member SDoH Screening

Formal SDoH Screening Began August 2017, thus far:

*All Member facing associates have the ability to screen members for SDoH
*32,800 SDoH surveys conducted

15,092 households surveyed

*61.4% of households screened report to have at least 1 unmet need
*31.3% of households screened report to have more than 2 unmet needs

*Greatest need is employment (60.3%)

*Greatest crisis need is housing (2.4%)




Blue Cross Complete:
SDoH Lessons Learned

*An internal referral system was built allowing warm transfers to help associates meet member
needs in real time.

*CHWs were given tablets to allow for SDoH screening while in the field.

* A community resource database was added to the Blue Cross Complete website as an additional
resource for associates and members.

*Often members will not identify needs during the first meeting, but will often reach out to the
CHW or other associate later to discuss needs.

*Many members know they have needs, but do not know what resources are available to them.




MeridianHealth: Closing the Gaps

Integration of Social

Determinants of Health

(SDOH) Data

e Member Stratification

through Predictive Modeling

* Meridian ‘Member Clinical

Profile’ Tool

o ldentified SDOH: Case
Complexity

* Connection to Resources

* Addressing Barriers

Engagement with Providers
and Community Partners

¢) meridian Member Clinical Profile

Medicaid/Medicare ID

-

v B I +

Member Phone

Pcp Id

Member Name Age Sex

Lang Descr

Basic Demographics

Race Name

County Name

PCP Name

Outstanding ltems

Annua.. Benefit Plan Name Eff Dt Exp Dt
HRSDueDate-2020-10-27
HEDISDue-
Comprehensive_Diabetes_Care_Ey..
Address1 redeterminationdate  Gap In Care
Last Pcp Visit PCP Phone No PCP Fax No

Care Coordination & Risk Stratification

CCEff Dt Teamid Assignedcoo..
2019-10-15
CshesFlag  Waiver Flag £ Phscn Flag
Resource Ut.. Medbh Strat rbi
4 HL 9.

Case Complexity & Utilization History

CASE COMPLEXITY

Polypharmacy Risk
SDoH- Education Concern ldentifiedSDoH-
Housing Concern ldentified
Chronic Condition Count -9
Active Ingredient Count - 26

UTILIZATION HISTORY

Conditions History

PHARMACY ADHERENCE CONDITIONS

Chronic_Obstructive_Pulmonary_Disease
(0.80)
Chronic_Renal_Failure
Depression (1.05)

Diabetes ()
Disorders_of_Lipid_Metabolism (0.98)
Hypertension ()
Hypothyroidism (0.98)

Recommendation: Plan of Care

Clinical review for High Rx Cost
Evaluate for possible Polypharmacy Risk
Risk for Hospitalization
Review for HEDIS Gaps
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Active, Engaged Members

Addressing Social Needs

e SDoH data collection projects
e Housing Initiatives
e Priority Health Connect

e Community Health Worker
Strategies

Improving Member
Experience

e Priority Health App
e Effective Care Management
e Personalized Communication

Simplifying processes

e Data integration pilots
e Care coordination upgrades
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12:00-1:00 PM
GO TOYOUR

AFTERNOON
BREAKOUT ROOM IN

5:00

MINUTES!




Concurrent Afternoon Breakout Sessions
1:00 - 2:10

Adverse Events: From Evaluation Results Adolescent Depression:
Trauma to Resiliency Presentation, Diagnosis, and
Clare Tanner, PhD Treatment
Jill S. Rinehart, MD FAAP
Richard Dopp, MD
. Blue Dot . Green Dot Yellow Dot
Big Ten C Big Ten AB Centennial

Note: The colored dot on the right side of your name badge indicates the afternoon breakout session that you will be participating in.
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With Thanks to:

e Paula Duncan MD e Drs. Brendtro, Van Brokern and Brokenleg
e Barb Frankowski MD e Scott Johnson and Cheryl Mitchell
*  Wendy Davis, MD e Over 55 Vermont pediatric and Family

Medicine practices
e Joseph F. Hagan, MD
* Preventive Services Practices National study
* Jeanne W. McAllister BSN, MS, MHA
* Drs. Brazelton and Ginsburg

* Bob Sege, MD




Objective

|dentify strategies to address trauma informed care while
incorporating coping and resiliency skills resulting in patient
empowerment.




Overview

Understand the importance of identifying strengths and needs of families in
creating meaningful, family-centered communication.

Demonstrate examples of how to structure family-centered conversations that
develop goals and improve the quality of life with patients and families with
special health care needs.

Understand from a family’s perspective the important components of family
centered communication.




Bright Futures Guidelines: Promoting ACEs

*The healthcare setting offers three key advantages in providing parenting
support:

e Reach virtually all families in early years (> 95% of Vermont infants receive
routine health care with a child health provider in the first month of life)

e Lack of social stigma attached to using medical care

e High level of trust that families extend to their child’s healthcare clinician,
whose active endorsement encourages engagement in other services

ePediatric medical homes and Bright Futures offer concrete strategies to mitigate
toxic stress and prevent ACEs by early identification and addressing the major
risk factors in families




Protect and
The Goal
healthy early
brain
development

|dentify and Opt|ma|

refer to and Iifelong |dentify

effective health of all families at risk

intervention .
children

Prevent further
exposure to
adverse events

With recognition to the American Academy Pediatrics

S|
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Bright Futures Guidelines:

Health Promotlon .

e Healthy Development
e Family Support

e Mental Health and Emotional
Well-Being

e Nutritional Health
e Physical Activity
e Healthy Weight

e Promoting Lifelong Health for
Families and Communities

Oral Health

Healthy Sexuality
Safety and Injury Prevention

Promoting the Healthy and Safe
Use of Social Media

Children and Youth with Special
Health Care Needs




Generosity

Brendtro, L., & Brokenleg, M. (2009). Reclaiming youth at risk: Our hope for the future. Solution Tree Press.
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Why Strengths for Families with Young
Children?

Partnership with families improves health outcomes for children, youth and families.

Protective factors for all families, especially important for those dealing with difficult
situations.

Supports family self care and provides strategies for families to use.

Common effort for all health care, social service, and early care and education professionals
and community members.




Patient and Family-Centered Care

Family-centered care is
about meeting families
where they are, and helping
them get where they want
to go...

SIM#
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Presentation Notes
Spirit of family centered discussions –building trust through understanding


Care Partnership Support

A meaningful collaboration
between families and the care team
to ensure effective and quality care
for the patient.

Designed to address family and
patient access to quality care and
effective communication.



Presenter
Presentation Notes
American Academy of Pediatrics


Effective Care Coordination

Care coordination is a patient and
family-centered, assessment-driven,
team-based activity designed to meet
the needs of children and youth while
enhancing the care giving capabilities of
families...”

Antonelli, R., & McAllister, J. (2009). Making Care Coordination A Critical Component of the Pediatric Health System: A Multidisciplinary Framework,. Retrieved
from https://pcmh.ahrg.gov/citation/making-care-coordination-critical-component-pediatric-health-system-multidisciplinary-fr



Presenter
Presentation Notes
Making Care Coordination A Critical Component of the Pediatric Health System: A Multidisciplinary Framework, Antonelli, McAllister, and Popp, The Commonwealth Fund, May 2009�


Harper Browne, C. (2014, September). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Washington, DC: Center for the Study of
Social Policy

Comprehensive Understanding

Strengths*

Concrete Support in Time of
need

Knowledge of Parenting and
Child Development

Parental Resilience

Social and Emotional
Competence

Social Connections

What would you like us to
know about your child?
(What does s/he do well?
Like? Dislike?)

What would you like us to
know about you/your
family?

Developmental Concerns
Social changes?(Job,
Divorce, Death, Move)
Housing

Food Security

Medical

Educational

Financial

Legal

Transportation

ACES

SIM

MDHHS State
Innovation Model


Presenter
Presentation Notes
Pause:  “Assessment” “Root cause analysis” 
(Sleep, moving, language)
What resilency is .. For strengths
Other
If it was a perfect world what would help you take care of your child or for you!
Camden Cards– 
Shelly:: can’t get there unless families feel safe, can rely on the medical partners and build trust in the team-care conferences are more about regrouping and also a little of family support/therapy


Why Do ACEs
Matter?

The Adverse Childhood Experiences
(ACE) studies show the link between
early childhood experiences and

physical, mental, and behavioral health
outcomes in adulthood.

1 type of

experience =
1 ACE or AFE

https://www.rwijf.org/en/library/infographics/the-truth-about-aces.html

-

As the number of ACEs increases, so does

the risk for negative health outcomes

S

RIS

0ACEs 1ACE

2 ACEs 3 ACEs 4+ ACEs
Possible Risk Outcomes:
BEHAVIOR
- = -
iwpd | — By 3 =
Lack of physical activity Smoking Alcoholism Drug use Missed work
PHYSICAL& MENTAL HEALTH
- ,*"\
Severe obesity Diabetes Depression Suicide attempts 5TDs
Heart disease Cancer Stroke COPD Broken bones
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https://www.rwjf.org/en/library/infographics/the-truth-about-aces.html

Principles of Strength-Based Practice and
Early Childhood

Parents are experts on their children and want the best for them.

You are the experts on your professional situation

Know your families and want the best for them.

Brazelton, T. B., & Sparrows, J. (2003). The Touchpoints Model of Development. Retrieved from http://www.brazeltontouchpoints.org/wp-
content/uploads/2011/09/Touchpoints_Model of Development_Aug_2007.pdf



http://www.brazeltontouchpoints.org/wp-

“In order to develop normally, a child requires progressively
more complex joint activity with one or more adults who
have an irrational emotional relationship with the child.
Somebody’s got to be crazy about that kid. That’s number

one. First, last, and always.”

- Urie Bronfenbrenner

National Scientific Council on the Developing Child (2004). Young Children Develop in an Environment of Relationships: Working Paper No. 1. Retrieved
from www.developingchild.harvard.edu.
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https://developingchild.harvard.edu

http://www.developingchild.harvard.edu/

Partnership with Families is a Major
Component of Bright Futures - Role for Everyone

* |dentify family strengths
* Discuss with families

* Ask about parent concerns and address them

* When a change is needed, use shared decision-making




Workflow for Shared Care Planning

Team or Person/Roles Pre-Visit->Preparation Visit>Caring Partnership After Visits> Accountable
inferactions follow through
Care Coordinator Gathers recent information Updates Care Plan, Negotiate next steps
(recent labs, subspecialist notes, |Family/personal goals,
community provider updates) medical goals

Identifies goals

Youth/Patient/Family Bring questions Participates in goal Setting Negotiate next steps

Share ideas and referrals

Health Care Professional Reviews communications Assesses needs Negotiate next steps

Asks about goals Updates Care Plan

Follows up w/ referrals

McAllister, J. (2014). Achieving a shared plan of care for children and youth with special health care needs: An implementation guide. Retrieved from Lucille
Packard Foundation for Children's Healthcare: Ipfch-cshcn.org
SIMi
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McAllister, et al 2014
Pause:
Role of family centered discussionsTeaming process of setting goals and next steps
We all come to the “visit” with a role
And we all leave with accountable “next steps”

**NO SURPRISES  Transparency  What is working and what are the challenges.. 
_________
MB check if this is the correct reference:  


Strengthening Families Framework

Parental Resilience

Social Connections

Knowledge of Parenting and Child Development
Social and Emotional Competence of Children

Concrete Support in Times of Need

Harper Browne, C. (2014). The strengthening families approach and protective factors framework: Branching out and reaching
deeper. Washington, DC: Center for the Study of Social Policy, 21-24.
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Parental Resilience

“Managing both general life and parenting stress and functioning well when
faced with stressors, challenges or adversity. The outcome is positive
change and growth.”

Managing stressors ....

Parents feel better ....

With more nurturing attention to their child.

Harper Browne, C. (2014). The strengthening families approach and protective factors framework: Branching out and reaching
deeper. Washington, DC: Center for the Study of Social Policy, 21-24.




Parental Resilience

What helps you keep calm/centered when stressed?

Knowing how to keep calm and regulate your own emotional responses is an important
skill in parenting and in life; Increases responsive to child

What do you like best about parenting your child?
Rituals and routines

Grounds them in the part that feels most natural and fulfilling to them

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper/
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Social Connections

Parents have healthy relationships with people, institutions, the community,
or a force greater than oneself that promote a sense of trust, belong and that
one matters.

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper/
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Social Connections

Who helps you with your child?

Ask them to think about their network and see if there are others
they might connect with.
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Knowledge of Parenting and Child
Development

Nurturing, responsive, reliable trusting relationships

Routines

Interactive language experiences safe environment

Exploration

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper/
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Knowledge of Parenting and Child
Development

Nurturing, responsive, reliable trusting relationships

Routines

Interactive language experiences safe environment

Exploration

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper/
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Social and Emotional Competence

Relationships

Close, emotional, loving attachment between infant and primary
caregiver

Regulate and express emotions

Explore and learn

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper/
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Social and Emotional Competence, cont.

What do you do to build your child’s social emotional competence?

How can you help your child explore and learn new things, manage their emotional responses
and have a close relationship with you and others in the family?

How can you help your child have normal, everyday interactions that are an easy part of
everyday life?

Remember that concern about one’s child is a sign of caring

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper/
SIMi
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Concrete Support

All parents need help sometimes
* Colicky baby, accident

* Job loss, homelessness, food insecurity, substance abuse, domestic violence

May need formal or informal sources of help

Parent reluctance to ask for help

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper/
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Concrete Support

Parents - positive help-seeking behaviors
Availability and accessibility of resources and services

High quality service delivery

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper/
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“When their own core capacities and mental health
needs are addressed adults are better equipped to
promote the development of competence in the children
who rely on their care.”

Shonkoff, J. P., & Fisher, P. A. (2013). Rethinking evidence-based practice and two-generation programs to create the future of early childhood
policy. Development and Psychopathology, 25(4pt2), 1635-1653. https://doi.org/10.1017/5S0954579413000813
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https://www.snopes.com/fact-check/giant-newfoundland-iceberg/
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Screening vs not screening
Asking questions we are uncomfortable asking

https://www.snopes.com/fact-check/giant-newfoundland-iceberg/

Tips

Find the language that speaks to the parents and family

Reluctance is the “nut that needs to be cracked”

That means starting where they are




Tips

What do you call your problem?

What do you think caused it? Why?

What do you think your sickness does to you?
How severe is it? Short or long course?

What do fear the most?

What are hardest problems this causes you?

What kind of treatment do you feel you need? What are results you hope for?

Kleinman A., Eisenberg L., Good B. Culture, illness, and care: clinical lessons from anthropological and cross-cultural research. Ann Intern Med 1978;88:251-88.
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When the spirit catches you and you fall down.. Fadiman’s book

Example of Kleinman’s being helpful:  shakiness—vs myoclonus—vs seizure
To the neurologist—these don’t have relative value until family places 


Strength-Based Practice with Parents and
Children

Trust

Unique strengths

Knowledge competencies and unrealized resources
Active participants in the change

A chance to help others

Harper Browne, C. (2014). The Strengthening Families Approach and Protective Factors Framework: Branching out and reaching deeper. Retrieved from
https://cssp.org/resource/the-strengthening-families-approach-and-protective-factors-framework-branching-out-and-reaching-deeper
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Shared Decision-Making

Options

Consequences

Pick one to start with

Check back
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Shared Plan of Care
This AND that, meeting families where they are


Financial Supports
Insurance

Respite
Childcare Subsidy
Economic services

Social Security

Food Subsidy
Employment
Community Grants

School
Teachers
IEP Case Manager
Speech
PT/OT
School Nurse
Other Services

Developed by Jill Rinehart, MD

Medical
Specialists
Sub-specialists
Multi-Disciplinary
Clinics
Dental Home

/

Childcare
Teachers
Afterschool Care

Community and State Services
CSHCN

Parent Information Cir
Economic Services
Developmental Services

Mental Health
Early Intervention
Home Health Services
Palliative Care
Child Protection
WIC
Private Therapists
Personal Care Services

nformal Supporits
Extended Family

Friends
Groups

Cultural Supports
Religious Organizations

Clubs

Recreation

Sports
Camps S| '

MDHHS State
Innovation Model


Presenter
Presentation Notes
ASSESSEMENT


Eco-Maps

Share copy with the team
Members can identify gaps and update resources
Orients the team to community around the patient

Patient can identify where strong connections are

Who is the “main” care coordinator in some instances
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Helpful tool when you are starting to get to know some families– what school, what community, case managers, organizations


Family Centered Care Coordination

Needs

Family-Centered Care Goordination

Practice Name:

1) What would youlike ustoknow about your child/ youth?
a. What doeshe/ she do well ?Like? Dilike?

2) What would youlike usto know about you/ your family?

3) Do'you have any concernsor worriesfor your child/ youth?sme examplesbelow.

[Their growth/development Doing things for themselves  Other (fill in)
[Learning Falling behind in school
|Seeping Behavior
Seif-care [The future
IMaling and keeping friends Raying with friends
4) t been any i you last, suchasa:
Erother or sister leaving home? Dapamtiun or divorce?
Move to anew town? Other (fill in)
Sckness or death of aloved one?
New job or job change?

5) _Canwe help you with any of the followingneeds?
" .

n i [ i yourselforyour family.
[sodiatr i therestof yourfamily:
[ Jtacationsi for exampe, explaining your chi medical i
[ JAnand i o

‘medications formulas or equipment.

Dbﬂﬁﬂf . yourdiild
th“mmm ithif wedon 't know, wewill
Notes:

[— .
mmsmcn HOME

Pre-Visit

Pre-Visit Contact Form

INSERT: Practice Name

Staff - please check with scheduling to be sure visit is for adequate amount of time! N
Date of contact
Patient Chart # or DOB E

Phone where reached Other type of contact

In order to be ready for your child and/or youth’s visit, we'd like to know:

=

Has your child/youth been to the emergency room (ER) since your last visit? Yes O N O
If yes, when and why?

Is there a record of the visit available? O Yes OND

What happened? What did they tell you to do?

~

. Has your child/youth been in the hospital since your last visit? ves(O) One
If yes, where, when and why?
What happened? What did they tell you to do?

Is there a record of hospital stay available?  (7) Yes (T)No
What happened? What did they tell you to do?

w

Has your child/youth seen any specialists since your last visit? ves(O) Ono
Why?

When and where?

Specialist note is in the chart? O Yes ONn

Ed

Has your child/youth had any blood work or x-rays done since last visit?
Who?

When and where?

Is the specialist note/letter in the chart? () Yes ()No

w

Are there any forms or letters you will need us to fill out? vesQ N

o

Do you think your child/youth will need blood work? ves(OO  One
If so, arrange lab forms and EMLA/Elamax as needed

N

What are your top areas of concern or topics that you want to talk about at this visit?

1

dapted by the Center for Medical Horme Improvement frorm Jennifer Lai, WD, FARP

*’* MEDICAL HOME

https://medicalhomes.aap.org/Documents/PrevisitContactForm.pdf

SIM#

https://medicalhomes.aap.org/Documents/FamilyCenteredCareCoordination.pdf
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https://medicalhomes.aap.org/Documents/PrevisitContactForm.pdf
https://medicalhomes.aap.org/Documents/FamilyCenteredCareCoordination.pdf

“We do not believe in ourselves until someone
reveals that deep inside us something is
valuable, worth listening to, worthy of our trust,
sacred to our touch. Once we believe in ourselves, we
can risk curiosity, wonder, spontaneous delight or any
experience that reveals the human spirit.”

- e.e. cummings
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Session Objective

To provide an update for SIM participants on the results of the
evaluation to date




Who is in the audience? Specifically,
what is your relationship to a CHIR?

Part of Backbone Organization Staff
A member or partner of a CHIR

None of the above — but located in a CHIR

A.
B.
C.
D

. No relationship to a CHIR




9 Building on MIPCT’s Foundation

e At the end of MiPCT 500 Care Managers were
embedded across 346 practices

* Physician and staff reported high levels of CM
acceptance

High-risk adult
Medicaid beneficiaries
experienced

significantly reduced
risk of hospitalization

* MIiPCT patients reported significantly better
experience than non-PCMH practices across
domains
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“Multi-payer Primary Care Transformation:
Impact for Medicaid Managed Care
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Michigan SIM Model

SIM PCMH Patients Who

Receive Hub Support SIM patients
served by Hub, no

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

SIM PCMH Patients with CCL Needs, Not in CHIR

Medicaid Managed Care, non-PCMH Patients




SIM PCMH: Care Management and Care
Coordination

*85% of all patients receiving CM/CC services have one
# of SIM Attributed Beneficiaries With at or more chronic conditions

Least One CM/CC service
mcrease
*16% of all SIM attributed patients with both MH and

24864
15312
SUD diagnoses had at least 1 CM service in 2018 in

m2017 m2018 contrast to only 4% of non-SIM beneficiaries with both
MH and SUD diagnoses receiving CM/CC service.

eThe top 4 most common chronic conditions for

children are: ADHD, Asthma, Depression, and Anxiety

Disorders
62%

*The top 4 most common chronic conditions for adults
are: Depression, Hypertension, Obesity, and Anxiety
Disorders




Clinical-Community Linkages (CCL)

Key Questions from the Field

* How can social services and clinical care be more coordinated?

* How do medical providers feel about the integration of the social and
healthcare sectors?

* How do social service providers feel about the integration of the
healthcare and social sectors?

* What type of infrastructure/organization is needed to facilitate the
integration?




Clinical-Community Linkages (CCL)

CCL Activities Reported by SIM POs/PCMHs:

* |nitial screening occurs at

* Annual or new patient visits

* Provider recommendation

* 36% of SIM POs/PCMHs expected to complete initial screening of their
entire patient population by 2"? quarter of 2019

* 67% report screening tools integrated with their EHR or other HIT system

 |f screening reveals social needs, over 75% reported that practices:

* Review the results with the patients

* Determine the appropriate staff to address the need with the patients




Clinical-Community Linkages (CCL)

CCL activities to date reported by POs/PCMHs (continued):

> 75% have community partners identified to address the need in each domain

Designated® staff person connects patients with community resources or

coordinates with community service agencies

*  Usually care managers, social workers, nurses and/or medical assistants

Social service linkage considered closed upon confirmation of service receipt or
enrollment

61% reported that documentation of closed linkages is entered in EHR/HIT as
narrative™

*

Free text, scanned documents, other non-reportable fashion
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SIM CCL Provider Survey

MICHIGAN PUBLIC HEALTH INSTITUTE




What percent of providers* strongly endorse
screening for social needs in the PCMH?

*Physicians, NPs, PAs, Care Managers/Care Coordinators, administrators

A. ~90%
B. ~85%
C. ~40%

D. ~35%




CCL Provider Survey - Motivation

Provider belief in the importance of
understanding social needs

Low Moderate High
Primary care has an important role in

identifying and addressing the social 2% I 13%
needs
Understand the impact of social o . .
needs on health and well-being 1% I 16%
Better health care decisions can be
made when a patient’s social needs 1% I 16%

are understood.

Providers inside and outside a CHIR
compared

Inside a CHIR 5.30

Outside of a CHIR 5.09




CCL Provider Survey — Implementation Progress

Awareness of social needs and social Effectiveness in identifying, tracking, and
service resources in 2018 and 2019 addressing patient social needs in 2018 and
2019
5.22
4.91
4.55 4.6 4.254.29
4.95 3.693.72
4.83
Major social needs of Gaps in available social Social services Procedures in place Use patient's social Able to track what Effectively use EHR
our patients services provided by to systematically needs information happens when we  to track social
community identify social in treatment refer patientsto  needs of patients
organizations/agencies needs decisions social services
1 (Not at all) to 6 (A great deal). . 2018 l 2019

S|
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CCL Provider Survey - CHIR vs. Non CHIR
Respondents

Question prompt: In your community is there an organization/entity that....

supports your efforts in supports your efforts in creates opportunities for enables cross-sector
referring patients for screening for social improvement in the action and collaboration
social services needs community
60%
CHIR Non CHIR CHIR Non CHIR CHIR Non CHIR CHIR Non CHIR

Number of respondents who indicated “yes” to the question




CCL Provider Survey — Comparison of 2018 to
2019

Agreement that there is

Agreement that their Agreement that staff Agreement that the greater trust between
patients are getting had a reduced workload benefits to their providers and
healthier as a result of patients outweighed the vulnerable or
coordination efforts added work/challenges disadvantaged
individuals

P00 ?P? 0F°

2018 2019 2018 2019 2018 2019 2018 2019

1 (Not at all) to 6 (A great deal).
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SIM PCMH SDOH/CCL Patient
Experience Survey

SARAH CLARK
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Patient Perspective on SDoH Screening

Best location for SDoH screening to occur

Why should PCMH’s not ask about SDoH?

Adults Parents
1st response: Adults Parents
) (o) (0)

PCMH 31% 32% Don’t want others to know 8% 16%
Caseworker 31% 299, Nothing PCMH can do 7% 2%
Health plan 13% 14% Not appropriate for doctor’s office 20% 38%
Hospital/ER 9% 8% People won’t answer honestly 27% 15%
Other 14% 17% Other 6% 9%
*32% of adults and 40% of parents thought SDOH screening should occur in multiple ACtUG//y, they ShOUld GSk 21% 22%

sites.




What percent of parents believe the PCMH should ask*

about concerns related to food, housing, bills, other
challenges?

*Respond ‘definitely yes’ or ‘probably yes’

>= 80%
60-79%
40-59%
. <40%

o 0w P




Patient Perspective on SDoH Screening

Overall, do you think [PCMH site] should ask parents if they have concerns
about food, housing, bills or other life challenges?

Parents, Not CHIR 34.2% 45.4% 15.1% 5.3%
Parents, CHIR| 48.3% 37.1% 11.3% 3.3%

Do you think parents at [PCMH site] would answer honestly if they have
concerns about food, housing, bills, or other life challenges?

Parents, Not CHIR 7.0% 66.6% 23.8% 2.6%
Parents, CHIR 15.8% 67.7% 15.8% 0.7%
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CHIRS Have Demonstrated Their Value in....

Creating an Aligned System Transforming Individuals’ Lives

More Accessible,
Coordinated & Responsive

Service System

More Responsive &
Effective

Organizations

Aligned

Individual

Attitudes and
Behavior




Individual Impacts

Through my involvement in the CHIR, | am...

47%

Shifting how I think about
health and what is needed to
improve health outcomes.

Aligned
Individual

66%
Integrating a stronger focus

on social determinants of
health in the work | do.




Organization Impacts

Effective
Organizations

Gaining useful knowledge

_Because Of o_ur about services, programs,.. 527
mvolvem_ent_ In the CHIR’ Gaining opportunities to 479,
my organization is more have a greater impact. .. :
effective: Experiencing increased

40%

levels of respect and...

Having greater success at

.2 . 36%
achieving our mission and..

Experiencing increased

. 36%
responsiveness from...

Gaining access to more or

o %
35 A’ different types of resources 347

Enhancing our ability to

affect public policy 30%




I’'ve watched people suffer

Transforming Lives: Early Evidence Bhasara

y ConneCtmg the Disconnected I just heard from a woman we’ve been
* People who were not previously known to working with for about 3 months, and
the system are now getting the services and G AR TR Y GIVAT N ECR L0 3
supports they need outside of the ED. wasn’t for the SIM and for the work
that you’ve done. You’ve literally
® Saving Lives Outside of the Emergency saved my life.”...

Department

® CHIRs are linking individuals to needed
services and supports before these unmet
needs become a health care crisis.

—Social Sector

® A Lifeline for those in Crisis

* Partners report CHIRs have become a lifeline
for those in crisis.

® Saving Lives in the Long-Term

* Partners believe CHIR efforts have potential
to transform people’s lives across their
lifespan, improving quality of life and life
expectancy.

improves peoples’ lives and
how lack of housing
contributes to shortening
lifespan. So the more we keep
healthcare and housing as a
healthcare issue, the better it
is for the people | serve.

—Social Sector

We are hearing about patients that

would have never have received that
help unless they were given that [SDOH]
screening... that person probably could
have had a lot of really bad things happen
to them, and I feel like, yes, we’re saving
lives one person at a time, and this is
definitely the way to do it.

—Health Sector

SIM&
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Assistance with employment represents
what percent of CHIR services?

A. ~31%
B. ~22%
C. ¥15%
D. ~ 5%




Top Needs of Those Screened By PCMH and
Served by CHIRs

Safety 77 5%
o .
Transportation 17% 26% & of clients .
having a social
Education 3% need identified
Family care 3%, by PCMH
Utilities 20% 15% Screening
Housing/shelter 16% 19% . % of CHIR
Employment [ 31% G services
provided for
Food 19% 22% the social need
Healthcare affordability 13% 9%

Physical & mental health 40% 32%




Overview

)
&

1

z

192,146 individuals 53,742 22,672 (42%) Over half 3
Physician were attributed to  individuals were individuals were of individuals with a organizations
organizations  the 9 participating screened identified as having 1+ social need had were able to
were included organizations between March social needs multiple needs report CCL
in the report 2017 and (12,311) linkage data

December 2018




What % of people have a diagnhosis of
depression™, compare people reporting:

> NO social needs
> 4+ social needs

15 % compared to 20% (no social needs vs. 4+ social needs)
15 % compared to 40%
25 % compared to 50%
. 30 % compared to 65%

o 0w >




Presence of Social Needs and Behavioral
Health/Substance Use Disorder Diagnoses

% of Adults With Depression % of Adults With Drug & % of Children With

Alcohol Use Disorders Neurodevelopmental
65% Disorders?
44%
(0]
5 m B [

No Social 1 Social 2 -3 Social 4+ Social No Social 1 Social 2 -3 Social 4+ Social No Social 1 Social 2 -3 Social 4+ Social
Needs Need Needs Needs Needs Need Needs Needs Needs Need Needs Needs

INeurodevelopmental disorders include these conditions: ADHD, autism spectrum disorders, learning disabilities, intellectual disabilities and related
conditions, and other developmental delays.




Presence of Social Needs and
Physical Health Diaghoses

% of Adults With 4+ Chronic

% of Adults With Obesity % of Adults With Diabetes Conditions?
onditions

40% NM 38%
32%
.
0

No Social 1 Social 2 -3 Social 4+ Social No Social 1 Social 2 -3 Social 4+ Social No Social 1 Social 2 -3 Social 4+ Social
Needs Need Needs Needs Needs Need Needs Needs Needs Need Needs Needs

56%

2For this report, 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 CCL Medicaid individuals from their Medicaid claims data. The CMS-CCW defines two sets of conditions: (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.
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Top Needs ldentified

Top 5 Needs Identified for Individuals with at Least One Need

Physical & Mental

Education Employment Utilities Food
Health




Needs ldentified, Linkages Opened,
& Needs Met

Of 53,742 individuals Of 22,672 individuals Of 1,043 individuals
screened with 1+ social need with a linkage opened
2% had
a |inkage 8% had their

42% had opened need me
eed o
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Michigan Public Health Institute
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Community
Health
Innovation
Regions

Overview

cca 217,954

residents were
screened for health
and social needs in
2018

clinical and
community
partners

7,389

clients were served by
the CHIRs in 2018




Who Are the CHIRs
Serving?

27%

of CHIR clients live in
regions considered the top

10% most disadvantaged in o
Michigan —l= ==
84%
of CHIR adult-clients have
more than one chronic
Q condition
Adults served by the CHIR 15%

average more than 3X the
number of ED visits as

those outside the CHIR more than c-)rTe chronic
condition

of CHIR child-clients have




Thank you!!
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Objective

ldentify the signs/symptoms of depression during adolescence and
to describe evidence-based treatments for depression including
psychotherapy, medication and self-care strategies.




MDHHS State
Innovation Model

n



Presenter
Presentation Notes
I think children should be heard.

In my attempts to establish rapport with both patients and parents, I pay particular attention to the relationship with the patient. 

I try to give them a sense of control and ask them to decide who I meet with first, them or their parents. 

This also allows parents to discuss their frustrations and concerns without the child feeling like they are getting beaten up.

Then I bring everyone back together to discuss what we think is going on, diagnosis,

 and what we think might be helpful, treatment. 



Unconditional Positive Regard

" II-_ [

Unconditional positive regard (UPR) is a term credited to humanistic psychologist Carl Rogers and is used
in client-centered therapy.

Practicing unconditional positive regard means accepting and respecting others as they are without
judgment or evaluation.




Outline

Medical model of psychiatric illness

Engaging patient and family in care
Diagnostic criteria

Patterns and prevalence
Psychotherapies

Medications

Combination




Diagnostic and Statistical Manuals

DIAGNDSJ’I I: ,f[?'ﬂﬂ?"mm DIAGNOSTIC AND STATISTICAL
MANUAL OF
MENTAL DISORDERS MENTAL DISORDERS
FOURTH EQITION

DSM-IV-TR" DSM-5

AMERICAMN PSYCHIATRIC ASSOCIATION




Mood Disorders (DSM-IV)

Dysthymia

Major Depressive Disorder
Depressive Disorder NOS
Bipolar Disorder

Mood Disorder NOS

Adjustment Disorders with depressed/anxious features




Depressive Disorders (DSM-5)

Disruptive Mood Dysregulation Disorder

Major Depressive Disorder (MDD)

Persistent Depressive Disorder (Dysthymia)
Premenstrual Dysphoric Disorder
Substance/Medication-Induced Depressive Disorder

Depressive Disorder Due to Another Medical Condition

Other Specified Depressive Disorder
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Sometimes I tell patients that it is less important what you call it and it is more important what you do about it.

However, in addition to facilitating billing and payment questions, establishing a diagnosis helps us know what to expect and informs our treatment recommendations.

Dysthymia- a period of depression or irritable mood lasting for 2 years.

Depressive disorder NOS- disorders with depressive features that do not meet criteria for a major depressive episode.

MDD or Major depressive disorder- 5 or more depressive symptoms are present for the same 2-week period and represent a change in previous functioning.

About 5-10% of patients with an initial diagnosis of MDD will have a manic episode 6-10 years after the first depressive episode (mean age for this switch is 32 years).

BIPOLAR DISORDER— is defined by the presence of a manic episode.
An elevated, expansive, or irritable mood.  Those who know the patient recognize the mood as abnormal (euphoric or irritable).
Incidence of bipolar disorder in children is about 1% for both girls and boys.


Dysthymia- depressed mood for most of the day, more days than not, for period of 2 years (in children and adolescents mood can be irritable and duration must be at least 1 year).

Presence of 2 or more of the following while depressed:
Poor appetite or overeating
Insomnia or hypersomnia
Low energy or fatigue
Low self-esteem
Poor concentration or difficulty making decisions
Feelings of hopelessness

During the 2 years (1 in kids) person has never been without symptoms above for more than 2 months.

There has not been a major depressive episode during this time, no past h/o mania or hypomania or psychotic illness.

Dysthymic disorder is common and affects 5-6 percent of all persons.


MDD
Five or more of the following symptoms that have been present during the same 2-week period and represent a change from previous functioning:
Depressed mood most of the day (may be irritable mood in children, adolescents, males).
Markedly diminished interest or pleasure in all or almost all activities.
Significant weight loss or weight gain.
Insomnia or hypersomnia nearly every day.
Psychomotor agitation or retardation.
Fatigue or loss of energy nearly every day.
Feelings of worthlessness or excessive/inappropriate guilt.
Diminished ability to think or concentrate.
Recurrent thoughts of death, recurrent suicidal ideation.

Symptoms cause impairment in social, occupational or other functioning.



Bipolar and Related Disorders (DSM-5)

Bipolar | Disorder

Bipolar Il Disorder

Cyclothymic Disorder

Bipolar and Related Disorder Due to Another Medical Condition

Other Specified Bipolar and Related Disorder

Unspecified Bipolar and Related Disorder




Major Depressive Disorder

Defined by the Major Depressive Episode

Five or more symptoms for two weeks

1. Depressed mood
2. Loss of interest or pleasure
3. lIrritable mood
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5 or more symptoms for the same 2-week period…..

….depressed mood, loss of interest or pleasure (anhedonia)

And……irritability.  

Depressed or irritable mood
Loss of interest
Weight loss/gain
Insomnia or hypersomnia
Psychomotor agitation or retardation
Fatigue/loss of energy
Guilt
Diminished concentration
Thoughts of death, suicidal ideation or behavior



Symptoms of Depression

S - Sleep disturbance
| - Loss of interests
G - Excessive guilt
E - Lack of energy
C - Loss of concentration
A - Change in appetite

P - Psychomotor retardation/agitation

S - Suicidal thoughts
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Usually we will consider the diagnosis of depression when these symptoms add up to cause an impairment in functioning at home, work or relationships.



DSM Specifiers

Mild, Moderate, Severe

Chronic

With or Without Psychotic Features
With Catatonic Features

With Melancholic Features

With Atypical Features

With Postpartum Onset
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Catatonic features include motoric immobility, catalepsy, waxy flexibility, excessive purposeless activity, negativism, resistant to instructions, rigid.

Melancholic features include loss of pleasure in all things, lack of reactivity, depression often worse in am, early am awakening, weight loss, excessive guilt

Atypical features include mood reactivity, significant wt gain or appetite increase, hypersomnia, leaden paralysis, long pattern of interpersonal rejection sensitivity

Postpartum- within four weeks of childbirth


MDD With Seasonal Pattern

MDHHS State
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DSM-IV includes specifiers

Never doubt the influence and power of our Michigan winters.


MDD With Scholastic Pattern
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Although DSM does not include this category…..Falling grades may be the first sign of depression with patients telling me, “I can’t care enough to exert the energy for school.”


I don’t get too inflated when my patients are doing well in the summer and

I don’t beat myself when things become more challenging during school.




Depression in Children

0.3% of preschoolers
1-2% of elementary school children
Similar rates for males and females through age 12

Increased rates in children with co-morbid medical issues

Kashani, J., Venzke, R., & Millar, E. (1981). Depression in Children Admitted to Hospital for Orthopaedic Procedures. British Journal of Psychiatry, 138(1), 21-25.
doi:10.1192/bjp.138.1.21

Anderson JC, Williams S, McGee R, Silva PA. DSM-III Disorders in Preadolescent Children: Prevalence in a Large Sample From the General Population. Arch Gen
Psychiatry. 1987;44(1):69-76. doi:10.1001/archpsyc.1987.01800130081010
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Depression exists in young children.

Up to 7% for children admitted to pediatric hospitals for medical reasons.

40% of children in pediatric neurology clinics
______________
Anderson et al., 1987; Kashani et al., 1981



Depression in Young Children

D - defiance, disagreeability, distant
U - undeniable drop in school
M - morbid thoughts or drawings

P - pessimism, low self-esteem

S - somatic (headaches, stomachaches)




Depression in Adolescents

Prevalence up to 8.3% in early adolescence

Rates in females increase at age 13-14; greater than 2:1
when compared with males at late adolescence

1 in 4 adolescents have experienced a depressive episode by
age 18

Windstrom, L. (1999). The emergence of gender difference in depressed mood during adolescence: The role of intensified gender socialization. Developmental Psychology, 35,(1).
Kessler RC, Avenevoli S, Costello J, Green JG, Gruber MJ, MclLaughlin KA, Petukhova M, Sampson NA, Zaslavsky AM, Merikangas KR. Severity of 12-month DSM-IV disorders in the NCS-R

Adolescent Supplement (NCS-A). Arch Gen Psychiatryln
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The incidence of depression may be as high as 40% by age 20 for children of parents with affective illness. 

Journal of the American Academy of Child & Adolescent Psychiatry�Volume 37, Issue 11, November 1998, Pages 1134-1141 
RESEARCH UPDATE REVIEW
Children of Affectively Ill Parents: A Review of the Past 10 Years
WILLIAM R. BEARDSELEE M.D., a, EVE M. VERSAGE M.A.a and TRACY R.G. GIADSTONE Ph.D.a
a From the Preventive Intervention Project at the Judge Baker Children's Center, Boston. Dr. Beardslee is Chief of Psychiatry at Children's Hospital, Boston

_________
Wichstrom, 1999; Kessler et al., 1996



QS

L ASSOCIATION FOR
Corrigendim PSYCHOLOGICAL SCIENCE

IZ'..Ii|:|.i|. 1I. ]*.-'!.J.I:l.-.:-ll |;..:r.':|l Science
Corrigendum: Increases in Depressive © The Authcxts) 219

Articke reuse guidetines:

Symptoms, Suicide-Related Outcomes, and  seri oot o
Suicide Rates Among U.S. Adolescents After SeAGE e
2010 and Links to Increased New Media

Screen Time

Corrigendum: Increases In Depressive Symptoms, Suicide-Related Outcomes, and Suicide Rates Among U.S. Adolescents After 2010 and Links to Increased New Media
Screen Time. (2019). Clinical Psychological Science, 7(2), 397—-397. https://doi.org/10.1177/2167702618824060
£ i

Available online at www.sciencedirect.com
ScienceDirect -
ELSEVIER

Why increases in adolescent depression may be linked to the
technological environment
Jean M Twenge

Twenge, J. M. (2020). Why increases in adolescent depression may be linked to the technological environment. Current Opinion in Psychology, 32, 89-94. https://doi.org/10.1016/j.copsyc.2019.06.0
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Between 2011 and 2017-2018, %
rates of reported depression in E'
adolescents has increased 1T i

approximately 60% with larger 17

increases among adolescent s
females. %
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Twenge, J. M. (2020). Why increases in adolescent depression may be linked to - Current Opinion in Psychology

the technological environment. Current Opinion in Psychology, 32, 89-94.
https://doi.org/10.1016/j.copsyc.2019.06.036
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Figure 1. Percent of U.S. 8th, 10th, and 12th graders high in depressive symptoms, by sex, Monitoring the Future, 1991–2017.

Cohort trends in adolescent depression and psychological well-being

Between 2011 and 2017–18, rates of adolescent depression in the U.S. increased at least 60%, with larger increases among girls ([4, 5, 6, 7]; see Figure 1, Figure 2). 

Happiness and life satisfaction declined after 2012 [8]. 

Emergency department admissions for self-harm behaviors tripled among 10- to 14-year-old girls between 2009 and 2015 [9•]. 

Emergency department admissions for suicide attempts or ideation doubled or increased substantially [10•,11,12], as did self-poisonings [13] and the rate of completed suicides among adolescents, again primarily among girls [14]. 

However, mental health trends were weaker or non-existent among U.S. adults ages 26 and over, with the rise in depression primarily appearing in the iGen cohort of Americans born in the late 1990s–2000s [7].
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Figure 2. Major depressive episode in the last 12 months, by age group, National Survey of Drug Use and Health, 2009–2017.

Cohort trends in adolescent depression and psychological well-being
Between 2011 and 2017–18, rates of adolescent depression in the U.S. increased at least 60%, with larger increases among girls ([4, 5, 6, 7]; see Figure 1, Figure 2). Happiness and life satisfaction declined after 2012 [8]. Emergency department admissions for self-harm behaviors tripled among 10- to 14-year-old girls between 2009 and 2015 [9•]. Emergency department admissions for suicide attempts or ideation doubled or increased substantially [10•,11,12], as did self-poisonings [13] and the rate of completed suicides among adolescents, again primarily among girls [14]. However, mental health trends were weaker or non-existent among U.S. adults ages 26 and over, with the rise in depression primarily appearing in the iGen cohort of Americans born in the late 1990s–2000s [7].
_______
Twenge 2020



Use of Technology & Well-Being

Time spent engaged in the
use of technology is
associated with lower
reports of well-being.

Twenge, J. M. (2020). Why increases in adolescent depression may be linked to
the technological environment. Current Opinion in Psychology, 32, 89-94.
https://doi.org/10.1016/j.copsyc.2019.06.036
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Figure 3. Adolescents low in psychological well-being by hours a day of technology use.
NOTE: Social media and depression among girls and boys from the Millennium Cohort Study [24•]. Time online and unhappiness from the Monitoring the Future dataset [8]. Smartphone use and low well-being from the UK sample used by Przybylski and Weinstein [31] and reanalyzed by Twenge and Campbell [21•].
_________



Sleep, BMI and Depression

Maume, D. J. (2017). Social relationships and the sleep-
health nexus in adolescence: evidence from a
comprehensive model with bi-directional effects. Sleep
Health, 3(4), 284-289.
https://doi.org/10.1016/j.sleh.2017.05.006
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Fig. 1. Model of Teen Sleep and Health with bi-directional effects.

Using a national longitudinal study of changes in youths' sleepand health from ages 12 to 15, this study estimated bidirectionalmodels between sleep duration and three health measures (bodymass index, depression, and substance use) that controlled for priorsleep habits and health behaviors and a comprehensive array of con-trols for youths' ties to family, peers, schools, and time use. 

This studyfound that as youths left childhood and entered adolescence decreasing sleep duration was clearly and unambiguously associated with increased weight, depression, and substance use

Social relationships and the sleep-health nexus in adolescence: evidence from a comprehensive model with bi-directional effects
Author links open overlay panelDavid J.MaumePhD
______________

Maume, Sleep Health, August 2017 



Co-Morbidity or Multi-Morbidity

ADHD

Anxiety disorders
> Social Phobia

o Obsessive-Compulsive Disorder
o Posttraumatic Stress Disorder

Autism Spectrum Disorders

Substance Use Disorders
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Co-morbidity is the norm with ADHD, anxiety disorders and substance use disorders influencing the course of illness and treatment.


Treatment of Depression

* Psychotherapy
* Medication

e Combination

* Augmentation
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“Everybody I know needs what I’m selling!”

The sign reads “A Swift Kick in the Butt…one dollar”

I don’t want to describe myself as a treatment salesman, but I do use my understanding of the medical literature to guide treatment recommendations and inform the decisions of patients and parents.


Psychodynamic Therapy

Emphasizes the importance of object loss and self-critical internal
representations.

Reduce maladaptive defense mechanisms.

Resolve past psychological trauma.

Accept the realistic limitations of one’s family and one’s own abilities.
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For some patients, psychodynamic therapy may be appropriate.


Acceptance & Commitment Therapy (ACT)

Acceptance
Be willing to experience
difficult thoughts

Defusion
Observe your thoughts without
being ruled by them

Being Present
Focus on the
here and now

4

Values
Discover what is
truly important to you

Commitment

Take action to pursue the
important things in your life

SelF as Context
See yourself as unchanged by

https://medium.com/org-hacking/intro-to-acceptance-and-

time and experience commitment-therapy-c735309f8610
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https://medium.com/org-hacking/intro-to-acceptance-and-commitment-therapy-c735309f8610

Interpersonal Therapy

Short-term, focused on present social function

Targets interpersonal deficits, role conflicts, grief, and
difficult transitions

Additional focus on single-parent families for teens

Klerman GL, Weissman MM, Rounsaville BJ (1984) Interpersonal Psychotherapy of Depression. New York, Basic Books

Mufson L,Moreau D,Weissman MM, Klerman GL (1993) Interpersonal therapy for depressed adolescents. New York, Guilford Press
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For other patients, interpersonal therapy may be most appropriate.

___________
Klerman et al., 1984; Mufson et al., 1994



Dialectical Behavioral Therapy

Confusion about self

sty,
Emotional instability - Efe?‘ance

Interpersonal problems

Parent-teen problems

Impulsivity
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Non-suicidal self-injurious behavior does not equal borderline personality disorder and the tenets of DBT (mindfulness, emotional regulation, distress tolerance, interpersonal effectiveness) are helpful for youth dealing with depression.



Cognitive Behavioral Therapy

Seeks to identify and change maladaptive beliefs,
attitudes, and behaviors

Negativistic expectancies, cognitive distortions,
social skills deficits

Behavior therapy attempts to improve the quality
of one’s interaction with the environment (have
fun)

Beck, A. T, Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive therapy of depression. New York: Guilford Press.

Lewinsohn, P. M., Clarke, g. N., Seeley, J. R., & Rohde, . (1994). Major Depression in Community Adolescents: Age at
Onset, Episode Duration, and Time to Recurrence. Journal of the American Academy of Child & Adolescent
Psychiatry, 33(6), 809-818. https://doi.org/10.1097/00004583-199407000-00006
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CBT may be the most studied type of therapy.

An active, problem-oriented treatment that ….


Self-compassion

____________
Beck et al., 1979; Lewinsohn et al., 1994


Cognitive Behavioral Therapy

THOUGHTS

BEHAVIORS EMOTIONS
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I often draw a triangle like this on the white board in our clinic.   Emotions or feelings are what we are trying to change.

CBT may also be effective at reducing the risk for future depression.


Cognitive behavioral therapy is more efficacious than systemic behavior family therapy, or individual nondirective supportive therapy. (Brent, Holder, Kolko, Birmaher, Baugher, Roth, Iyengar, Johnson; A Clinical Psychotherapy Trial for Adolescent Depression Comparing Cognitive, Family, and Supportive Therapy)


Risk of Incident Depression by Intervention

Condition :
E Usual care
; J——
i, :

% [ CB prevention program
£ 02

o

£

£ o1

3

S

Hazard ratio, 0.63; 95% confidence interval, 0.40-0.98

0 10 20 30 40 50
Week of Onset of Depressive Episode (DSH 24)

Mo, at risk
Isual care 167 134 120 109 a3
CB prevention program 159 137 123 121 112

Garber, J., Clarke, G. N., Weersing, V. R., Beardslee, W. R., Brent, D. A., Gladstone, T. R. G,, ... lyengar, S. (2009). Prevention of Depression in At-Risk Adolescents. JAMA, 301(21), 2215.

httBS://dOi.orE/lO. 1001/'Ia ma.2009.788 Copyright restrictions may apply.
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316 adolescents with prior diagnosis of depression, with elevated but sub-diagnostic 
depressive symptoms, or both.  They were randomly assigned to cognitive behavior 
group intervention (8 weekly, 90 minute sessions) or assigned to receive usual care. 

The primary outcome was onset of a depressive episode, aka recurrence.

The intervention appeared to have a modest effect at preventing the onset of future 
depressive episodes, 

Greater than 30% of those receiving usual care experienced depression in the next year

Compared with around 20% incidence for those randomized to CBT group.

Interestingly,  ….
Garber, J. et al. JAMA 2009;301:2215-2224.



e Risk of Incident
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0.5- — CB prevention program

e Depression by
ntervention
Condition and
Baseline Parental
Depression

Cumulative Proportion With Incident Depression

0 10 20 30 40 50

Week of Onset of Depressive Episode (DSR z4)
Mo. at risk
Parental depression
Usual care TG 68 63 a7 51 :
. Garber, J., Clarke, G. N., Weersing, V. R., Beardslee, W. R., Brent, D. A,,
NGE preveT’::rl prn?ram 81 62 53 52 48 Gladstone, T. R. G,, ... lyengar, S. (2009). Prevention of Depression in At-
o parental depression ;
Usual care 81 68 57 50 42 Risk A"dole.scents. JAMA, ..3’01(21), 2215.
CB prﬂ‘-’ent'[ﬂl'l program 78 75 70 &9 54 https//d0|org/101001/Jama2009788

Copyright restrictions may apply.
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The authors chose to look at the outcomes taking into account the presence or absence of 
current depression in the parents. 

These lines represent adolescents with a depressed parent who received usual care, 
adolescents with a depressed parent who received the cognitive behavioral intervention, …

No parental depression in usual care and no parental depression in the cognitive behavioral intervention.

Identifying and treating parental depression is key for the outcome of the adolescent.

Despite the evidence for cognitive behavioral therapy in depression….

Not everyone is ready to participate in therapy.

Garber, J. et al. JAMA 2009;301:2215-2224
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Fluoxetine

-G Piaabo

iy -
-2
rd
B - &
_E.
=10 -

<1a +
-14 -
=if -
-1f -
-
30 -

R4

Change in Total CORS-A Soore

& 1 2 3 4 5 & T 8 @
Weeks al Traaiment

Emslie, G. J., Heligstein, J. H., Wagner, K. D., Hoog, S. L., Ernest, D. E., Brown, E., ... Jacobson, J. G. (2002). Fluoxetine for Acute Treatment of Depression in Children and Adolescents:
A Placebo-Controlled, Randomized Clinical Trial. Journal of the American Academy of Child & Adolescent Psychiatry, 41(10), 1205-1215. https://doi.org/10.1097/00004583-
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In 2003, fluoxetine was approved by the FDA for the treatment of depression in children 8-18 based in large part on this study showing greater mean improvement in the CDRS-R (Children’s Depression Rating Scale-Revised) for 122 children and 97 adolescents randomly assigned to fluoxetine when compared with placebo.
____________
Emslie et al., 2002; JAACAP


122 children and 97 adolescents with MDD (DSM-IV) were randomly assigned to placebo or fluoxetine. After a 1-week placebo lead-in, fluoxetine-treated patients received fluoxetine 10 mg/day for 1 week, then fluoxetine 20 mg/day for 8 weeks.
Results:
Fluoxetine was associated with greater mean improvement in Children's Depression Rating Scale-Revised (CDRS-R) score than placebo after 1 week (p < .05) and throughout the study period. Significantly more fluoxetine-treated patients (41%) met the prospectively defined criteria for remission than did placebo-treated patients (20%) (p < .01). More fluoxetine- (65%) than placebo-treated (53%) patients met the prospectively defined response criterion of ≥30% decrease in CDRS-R score, but this difference was not significant (p = .093). Significantly more fluoxetine-than placebo-treated patients completed acute treatment (p = .001). There were no significant differences between treatment groups in discontinuations due to adverse events (p = .408).
Conclusions:
Fluoxetine 20 mg daily appears to be well tolerated and effective for acute treatment of MDD in child and adolescent outpatients. Fluoxetine is the only antidepressant that has demonstrated efficacy in two placebo-controlled, randomized clinical trials of pediatric depression.
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In 2004, John March and many colleagues (across 13 sites) published TADS….

Duke University Medical Center
Carolinas Medical Center
Case Western Reserve University
Children’s Hospital of Philadelphia
Columbia University
Johns Hopkins University
University of Nebraska
New York University
University of Chicago and Northwestern University
Cincinnati Children’s Medical Center
University of Oregon
University of Texas Southwestern
Wayne State University


Marsh, J. (2004). Fluoxetine, Cognitive-Behavioral Therapy, and Their Combination for Adolescents With Depression. JAMA, 292(7), 807. https://doi.org/10.1001/jama.292.7.807


TADS

2804 telephone screens

1088 diagnostic interviews

549 baseline assessments

439 randomized adolescents with MDD

Marsh, J. (2004). Fluoxetine, Cognitive-Behavioral Therapy, and Their Combination for Adolescents With Depression. JAMA, 292(7), 807. https://doi.org/10.1001/jama.292.7.807
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251 missed >25% school days last 2 months, 202 currently taking psychotropic (stable psychostimulant treatment of ADHD was permitted), 82 on meds less than 2 wks ago, 65 did not reside w/ specific caregiver for > 6 months, 58 were psychiatrically hospitalized in last 3 months, 944 not interested.

353 did not meet DSM-IV criteria for MDD, 224 MDD diagnosis not stable or pervasive, 49 missed >25% of school days in last 2 months, 37 had conduct disorder or problems, 36 with IQ<80, 73 withdrew consent

55 did not meet DSM IV criteria for MDD, 45 with CDRS-R<45, 51 with MDD not stable and pervasive, 11 missed school, 6 with significant suicidal/homicidal risk, 33 withdrew consent


TADS

Randomized controlled trial

1. Placebo

2. Fluoxetine

3. Cognitive Behavioral Therapy (CBT)
4. Fluoxetine + CBT

Marsh, J. (2004). Fluoxetine, Cognitive-Behavioral Therapy, and Their Combination for Adolescents With Depression. JAMA, 292(7), 807. https://doi.org/10.1001/jama.292.7.807



Presenter
Presentation Notes
439 patients aged 12-17 years randomly assigned to 1 of 4 groups. 


Mean age 14.6 years 45.^% male; 73.8% white; 12.5% black; 8.9% hispanic.

Response-(Clinical Global Impressions-Improvement score of 1 [very much improved] or 2 [much improved].
52% (229/439) met this criteria…71% combination, 60.6% fluoxetine, 43.2% CBT and 34.8% placebo.

Remission- CDRS-R of 28 or below.  Baseline >/= 45.  At 12 weeks approximately 23% (102/439) met this criteria.
37% combination, 23% fluoxetine, 16% CBT and 17% placebo.

This is a study I often reference when discussing the risk of antidepressant medication during the process of informed consent with patients and parents.


Adjusted Mean (SE) Scale Scores for Participants in
the Treatment for Adolescents With Depression Study
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Presentation Notes
The initial TADS publication in 2004 presented their 12-week outcomes.

On your left is the mean score of the Children’s Depression Rating Scale or CDRS with treatment 
week across the X axis. 

The middle graph displays the Reynold’s Adolescent Depression Scale Scores, a self-report by the 
adolescent on their present feelings. 

The graph on the right presents the mean Suicidal Ideation Questionnaire.
 
The combination of CBT and fluoxetine showed a greater reduction in CDRS, RADS, and SIQ.

The take home point for me . . . Combination treatment is best.

I discuss this study with patients and parents when addressing the risk for increased 
suicidal behavior and the FDA’s blackbox warning about antidepressants in youth and young adults.

With respect to suicidal ideation, patients taking fluoxetine  scored higher than those taking 
fluoxetine + CBT or CBT alone.

Engagement in therapy may be a protective factor against suicidal ideation and behavior.

In TADS, 7 patients attempted suicide (4 were assigned to fluoxetine + CBT, 2 to 
fluoxetine alone, and 1 to CBT alone). There were no completed suicides.




Adjusted Mean Children's Depression Rating
Scale-Revised (CDRS-R) Total Scores
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These data represent the adolescents who were randomized to an active treatment arm. 
243 out of 327 (74.3%) were still participating in the study at week 36.

Most depressed adolescents who had not achieved sustained response during acute 
treatment did achieve that level of improvement during continuation and maintenance 
therapies.  This is especially important in understanding the response to CBT which was 
less robust at 12 weeks, but equal to that of fluoxetine and combination at 36 weeks.

Also, early responders to CBT appear to maintain their response through week 36 at 
a higher rate than those in other groups (96.9% CBT, 88.5% combination, 74.1% fluoxetine).

CBT maintenance included 6 additional weekly sessions and then once every 6 weeks.

Fluoxetine was dosed up to 40mg at 6 weeks and 60mg as needed at 12 weeks. 

Of the 95 patients (39.3%) who had not achieved response by Week 12 (COMB 29.1%, FLX 32.5%, CBT 57.9%), sustained response was obtained by 80% in combination group, 61.5% in fluoxetine group, and 77.3% in CBT)

Intention-to-treat and observed cases analyses show that reduction in depressive symptoms 

RR analyses on CDRS-R total score across time identified a statistically significant linear time effect (F1,296 = 46.2; P < .001), time x treatment interaction (F2,296 = 15.4; P < .001), quadratic time effect (F1,287 = 12.8; P < .001), and quadratic time x treatment interaction (F2,287 = 13.0; P < .001). The fixed effect of site was significant (F12,311 = 2.0; P = .02). Planned contrasts at weeks 6, 12, 18, 24, 30, and 36 identified early superiority for combination therapy and fluoxetine therapy relative to CBT at 6 and 12 weeks, whereas combination therapy and fluoxetine therapy did not separate, thereby replicating previously published results.7 Combination therapy and fluoxetine therapy retained superiority relative to CBT at week 18, and combination therapy remained superior to CBT at week 24; all 3 treatments converged at weeks 30 and 36. The OC analyses matched the ITT results, with planned contrasts showing that fluoxetine therapy retained superiority over CBT to week 24 and combination therapy retained superiority over CBT to week 30. 


TADS (Overview)

“Findings revealed that 6 to 9 months of combined fluoxetine plus CBT should be
the modal treatment from a public health perspective as well as to maximize
benefits and minimize harm for individual patients.”

March M.D., M.P.H,, J. S., & Vitiello, M.D., B. (2009). Clinical Messages from the treatment for adolescents with depression study (TADS). Am J Psychiatry, 166, 1118—
1123.
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Of the 95 patients (39.3%) who had not achieved response by Week 12 (COMB 29.1%, FLX 32.5%, CBT 57.9%), 
sustained response was obtained by 80% in combination group, 61.5% in fluoxetine group, and 77.3% in CBT)

Intention-to-treat and observed cases analyses show that reduction in depressive symptoms 

RR analyses on CDRS-R total score across time identified a statistically significant linear time effect (F1,296 = 46.2; P < .001), time x treatment interaction (F2,296 = 15.4; P < .001), quadratic time effect (F1,287 = 12.8; P < .001), and quadratic time x treatment interaction (F2,287 = 13.0; P < .001). The fixed effect of site was significant (F12,311 = 2.0; P = .02). Planned contrasts at weeks 6, 12, 18, 24, 30, and 36 identified early superiority for combination therapy and fluoxetine therapy relative to CBT at 6 and 12 weeks, whereas combination therapy and fluoxetine therapy did not separate, thereby replicating previously published results.7 Combination therapy and fluoxetine therapy retained superiority relative to CBT at week 18, and combination therapy remained superior to CBT at week 24; all 3 treatments converged at weeks 30 and 36. The OC analyses matched the ITT results, with planned contrasts showing that fluoxetine therapy retained superiority over CBT to week 24 and combination therapy retained superiority over CBT to week 30. 
March, Vitiello, 2009 (American Journal of Psychiatry)
______________
Treatment for Adolescents With Depression Study  Team,   JAMA 2004;292:807-820.
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Presentation Notes
TADS also highlighted for me, the importance of sleep disturbance in adolescent depression.

The dark bars represent responders who failed to reach remission.  In this group, sleep disturbance is the most common symptom among those who fail to remit.

Response-(Clinical Global Impressions-Improvement score of 1 [very much improved] or 2 [much improved].
52% (229/439) met this criteria…71% combination, 60.6% fluoxetine, 43.2% CBT and 34.8% placebo.

Remission- CDRS-R of 28 or below.  Baseline >/= 45.  At 12 weeks approximately 23% (102/439) met this criteria.
37% combination, 23% fluoxetine, 16% CBT and 17% placebo.
Kennard et al., 2006 (JAACAP)



Treatment of Resistant Depression in
Adolescents (TORDIA)

Switching to another SSRI or to Venlafaxine with or without Cognitive
Behavioral Therapy for adolescents with SSRI-resistant depression

The TORDIA Randomized Controlled Trial

334 patients with MDD that had not responded to a 2-month initial treatment
with an SSRI

Brent, D., Emslie, G., Clarke, G. et al. (2008). Switching to another SSRI or to venlafaxine with or without cognitive behavioral therapy for adolescents with SSRI-resistant depression: the
Tordia randomized controlled trial. JAMA, 299(8), 901-913
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Treatment of Resistant Depression in Adolescents ---TORDIA

Greater than 3000 prescreened (3258), 482 diagnostic interviews, 385 baseline assessments, 334 randomized

7 sites

University of Pittsburgh (Brent, Iyengar, Birmaher, Ryan, Melham, Abebe, Onorato, Porta, Zelazny)
University of Texas Southwestern (Emslie, Kennard, Hughes, Mayes)
Kaiser Permanente Center for Health Research – Clarke and DeBar (Portland, OR)
University of Texas Medical Branch – Wagner (Galveston)
UCLA (Rosenbaum, Asarnow, McCracken, Strober, Suddath)
Brown University (Keller, Spirito, Leonard)
NIMH (Vitiello, Ritz)
Brent, Emslie, Clarke, et al., 2008 (JAMA)



TORDIA: Methods

Randomly assigned to 12 weeks of:

Switch to a different SSRI (paroxetine, citalopram, or fluoxetine, 20-40mg)
Switch to a different SSRI plus CBT
Switch to venlafaxine (150-225mg)

-l A

Switch to venlafaxine plus CBT

Brent, D., Emslie, G., Clarke, G. et al. (2008). Switching to another SSRI or to venlafaxine with or without cognitive behavioral therapy for adolescents with SSRI-resistant depression: the
Tordia randomized controlled trial. JAMA, 299(8), 901-913
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Brent, Emslie,  Clarke, et al., 2008 (JAMA)



TORDIA: Results (CBT)

Response at 12 weeks:
CBT (54.8%) > no CBT (40.5%)

“Switching to a combination of CBT and another antidepressant
resulted in a higher rate of clinical response than switching to
another medication without CBT.”

Brent, D., Emslie, G., Clarke, G. et al. (2008). Switching to another SSRI or to venlafaxine with or without cognitive behavioral therapy for adolescents with SSRI-resistant depression:
the Tordia randomized controlled trial. JAMA, 299(8), 901-913
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Response to treatment was defined by the CGI, Clinical Global Impression- Improvement score(much improved or very much improved) or a 50% reduction in the CDRS. A second primary outcome was the trajectory of the CDRS over time.

Brent, Emslie,  Clarke, et al., 2008 (JAMA)



TORDIA: CBT Effective Components

Participants who had 9 or more CBT sessions were 2.5 times more
likely to show response.

CBT participants who received problem-solving and social skills
treatment, were 2.3 and 2.6 times, respectively, more likely to have a

positive response.

Kennard, B., Clarke, G.N., V.R. Weersing, et al. (2009). Effective components of Tordia cognitive-behavioral therapy for adolescent depression: Preliminary findings. Journal of
Consulting and Clinical Psychology, 77(6), 1033-1041
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Participants who had more than 9 CBT sessions were 2.5 times more likely to have adequate treatment response than those who had 9 or fewer sessions. CBT participants who received problem-solving and social skills treatment components, controlling for number of sessions and other confounding variables, were 2.3 and 2.6 times, respectively, more likely to have a positive response. These preliminary findings underscore the importance of receiving an adequate number of sessions to attain an adequate clinical response. Finally, social skills and problem solving may be active elements in CBT for adolescent depression and should be considered in treatment by those working with seriously depressed youths. (Kennard et al., 2009)
Effective Components of TORDIA Cognitive–Behavioral Therapy for Adolescent Depression: Preliminary Findings 
Journal of Consulting and Clinical Psychology�Volume 77, Issue 6, December 2009, Pages 1033-1041 

Kennard et al., 2009 (Journal of Consulting and Clinical Psychology) 



TORDIA: Results (Meds)

SSRI (47%) = venlafaxine (48.2%)

Among SSRIs:
Paroxetine - 19/50 (38%)
Fluoxetine - 41/84 (48.8%)
Citalopram- 19/34 (55.9%)

Brent D., Emslie, G., Clarke, G. et al. (2008). Switching to another SSRI or to venlafaxine with or without cognitive behavioral therapy for adolescents with SSRI-resistant depression: the
Tordia randomized controlled trail. JAMA, 229(8), 901-913
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Brent, Emslie,  Clarke, et al., 2008 (JAMA)



B Vvenlafaxine (N=83)
B Venlafaxine and cognitive-behavioral therapy (N=83)
B 55RI (N=85)

SSRI and cognitive-behavioral therapy (N=83)

TORDIA:
Suicidal >
Adverse Events .

Percentage
=

Non-Suicidal Self-Injury® Suicidal®
Adverse Events

Brent, D.A., Emslie, G.J., Clarke, G.N. et al. (2009). Predictors of spontaneous and systematically assessed suicidal adverse events in the treatment of SSRI-resistant depression in
adolescents (TORIDA) study. Am J Psychiatry, 166(4), 18-25
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Youth with elevated suicidal ideation (SIQ>35) were more likely to experience a self-harm event if they were randomized to venlafaxine.

Participants with a suicidal adverse event had a lower rate of treatment completion, treatment response, and improvement rating.
Brent, Emslie, Clarke, et al., 2009 (American Journal of Psychiatry)



TORDIA: Remission
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Furthermore, by week 6, the rate of decrease of depressive symptoms among those who remitted had already begun to diverge from the rate among those who did not remit.

“Achieving response earlier in the course of treatment appears to be an important predictor of depression outcome, highlighting the need for augmentation with CBT, mood stabilizers or antipsychotics.”
Emslie, Mayes et al., 2010; American Journal of Psychiatry


http://ajp.psychiatryonline.org/content/vol167/issue7/images/large/0552f3.jpeg

SSRIs

Fluoxetine 5 - 10mg daily (target 20 - 40mg)

Sertraline 12.5 - 25mg daily (target 100 - 150mg)

Citalopram 5 - 10mg daily (target 20 - 40mg)

Escitalopram 2.5 - 5mg daily (target 20mg)
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Presentation Notes
These SSRIs have the best data to support their use in children and adolescents.


Sleep, Suicidality, and Depression

Persistent sleep disturbance increases risk of:
o Relapse

o Recurrence
o Future suicidality(in adults and adolescents)

Fawcett et al., 1990; Wingard & Berkman, 1983;Dahl et al., 1990; Emslie et al., 1994
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Presentation Notes
Fawcett J, Scheftner WA, Fogg L. Time-related predictors of suicide in major affective disorder. Am J Psychiatry. 1990;147:1189–94. 

Dahl, R. E., Ryan, N. D., Matty, M. K., Birmaher, B., Al-Shabbout, M., Williamson, D. E., & Kupfer, D. J. (1996). Sleep onset abnormalities in depressed adolescents. Biological Psychiatry, 39(6), 400–410. https://doi.org/10.1016/0006-3223(95)00190-5

Emslie, G. J., Rush, A. J., Weinberg, W. A., Rintelmann, J. W., & Roffwarg, H. P. (1994). Sleep EEG features of adolescents with major depression. Biological Psychiatry, 36(9), 573–581. https://doi.org/10.1016/0006-3223(94)90067-1

Wingard, D. L., and Berkman, L. F. “Mortality Risk Associated with Sleeping Patterns Among 1984,141, 357-362. Adults.” Sleep, 1983, 6, 102-107.


Sleep Treatment

Sleep hygiene

Melatonin 3-5mg at bedtime (safe at 10mg)
Trazodone 25-50mg at bedtime (up to 200mg)
Diphenhydramine 25-50mg at bedtime
Mirtazapine 7.5-15mg at bedtime



Presenter
Presentation Notes
Participants who received adjunctive medication for sleep had a lower response rate overall (P = .01), as well as within SSRI (P = .01) and CBT treatments (P = .004). 

Overall results were similar with and without participants with adjunctive sleep medications. 

There was no relationship between outcome and the use of anxiolytics, stimulants, adjunctive supportive therapy, or the presence of comorbid attention-deficit/hyperactivity disorder.

……………………………………


Augmentation of Depression

Bupropion (Wellbutrin)

Mirtazapine (Remeron)

Thyroid supplementation (adults)

Lithium (adolescents/adults)




Kinds of stabilizer effect of Mood Stabilizers
Lithium

Valproate
i Lamotrigine l Carbamazepine

The thickness of the arrows indicate the intensity of the effect of each Mood Stabilizer.

Your address whether the therapeutic effects are predominantly exercised by a depressive
prevention effect or a manic prevention effect

Retrieved from: https://undepress.net/antidepressants-how-do-they-work-types-choice-list-of-antidepressants/
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Mood stabilizers do not have FDA approval for augmentation of depression in adolescents.

However, 

Lithium has safety and efficacy data for augmentation of depression in adults.

Vaplroic acid may be less effective in children and adolescents than in adults.

Lamotrigine has been approved by the FDA for bipolar disorder type 2, but has been limited in adolescents due to the concern of rash.

https://undepress.net/antidepressants-how-do-they-work-types-choice-list-of-antidepressants/

Atypical Antipsychotics

Risperidone (Risperdal)
Olanzapine (Zyprexa)
Quetiapine (Seroquel)
Aripiprazole (Abilify)
Ziprasidone (Geodon)

Lurasidone (Latuda)
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Antipsychotics have been approved for acute mania in adolescents, but have not been approved for augmentation of depression.

However, that has not stopped physicians from prescribing antipsychotics to children without psychosis.

Not present on this list are 2 newer antipsychotics with no published data in children and adolescents to date.

Invega (paliperidone)

Saphris (asenapine)


~ National Trends in Office-Based Visits by Children and Adolescents that

Included Antipsychotic Treatment, 1993-2002
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Copyright restrictions may apply.
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The use of antipsychotics increased 5-fold in the 10 years from 1993-2002.

approximately one third of antipsychotic visits included coprescription of an antidepressant
 medication and one third included coprescription of a mood stabilizer.
Olfson, M. et al. Arch Gen Psychiatry 2006;63:679-685


Electroconvulsive Therapy (ECT)

Before an adolescent is considered for ECT, he/she must meet three criteria:

1. Diagnosis
2. Severity

3. Lack of treatment response

Ghaziuddin, N., Kutcher, S. P., & Knapp, P. (2004). Practice Parameter for Use of Electroconvulsive Therapy With Adolescents. Journal of the American Academy of Child & Adolescent
Psychiatry, 43(12), 1521-1539. https://doi.org/10.1097/01.chi.0000142280.87429.68
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In severe, treatment resistant patients, ECT may be appropriate and we are proud of the work of Dr. Neera Ghaziuddin in developing our adolescent ECT program and in developing guidelines for the American Academy of Child and Adolescent Psychiatry.

Before an adolescent is considered for ECT, he/she must meet three criteria: 
1. Diagnosis: Severe, persistent major depression or mania with or without psychotic features, schizoaffective disorder, or, less often, schizophrenia. ECT may also be used to treat catatonia and neuroleptic malignant syndrome [MS]. 
2. Severity of symptoms: The patient's symptoms must be severe, persistent, and significantly disabling. They may include life-threatening symptoms such as the refusal to eat or drink, severe suicidality, uncontrollable mania, and florid psychosis [MS]. 
3. Lack of treatment response: Failure to respond to at least two adequate trials of appropriate psychopharmacological agents accompanied by other appropriate treatment modalities. Both duration and dose determine the adequacy of medication trials. It may be necessary to conduct these trials in a hospital setting. ECT may be considered earlier in cases in which (a) adequate medication trials are not possible because of the patient's inability to tolerate psychopharmacological treatment, (b) the adolescent is grossly incapacitated and thus cannot take medication, or (c) waiting for a response to a psychopharmacological treatment may endanger the life of the adolescent [MS].
___________
Ghaziuddin et al., 2004 (JAACAP)



Treatment of Depression

* Psychotherapy
* Medication
 Combination

* Augmentation

e Exercise
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I have not discussed aspects of nutriceuticals such as omega 3 fatty acids, folate, multivitamins, Fe and Zn for sleep, etc


Wheel Running
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There is a lot of data on rodents with depression, there is some data on adults with depression, and a need for investigation in teens with depression.


Exercise Treatment for Depression:
Efficacy and Dose Response
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Dunn, A. L., Trivedi, M. H., Kampert, J. B., Clark, C. G., & Chambliss, H. O. (2005). Exercise treatment for depression. American Journal of Preventive Medicine, 28(1), 1-8.
https://doi.org/10.1016/j.amepre.2004.09.003
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Higher levels of aerobic exercise are more effective in treating adults with MDD.

Hamilton Rating Scale for Depression scores at 12 weeks were reduced 47% from baseline for public health dose, compared with 30% for low dose and 29% for control.
__________
Dunn, Trivedi et al., 2005


Exercise vs. Meds
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Blumenthal, J. A., Babyak, M. A., Moore, K. A., Craighead, W. E., Herman, S., Khatri, P,, ... Krishnan, K. R. (1999). Effects of Exercise Training on Older Patients With Major Depression. Archives of
Internal Medicine, 159(19). https://doi.org/10.1001/archinte.159.19.2349

SIM

MDHHS State
Innovation Model



Presenter
Presentation Notes
Research in the 1970’s showed the effectiveness of physical activity for alleviation of mild to moderate cases of clinical depression. More recently, Blumenthal and colleagues conducted a study in which 156…

156 men and women (age>50) with mild to moderate depression were randomized to aerobic exercise (n=53), Zoloft (n=48), or combination (n=55).
Exercise 3X per week is as effective as medication in reducing depressive symptoms (HAM-D, BDI).

_________

Blumenthal et al., 1999



Physical Activity Questionnaire
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Scores on the adapted PAQ-A increased significantly during the intervention phase (p= 0.001). 

A score of 1 on this self-report measure corresponds to no exercise in the last week.

At baseline, the mean score was 1.5 (SD = 0.48). 

After the physical exercise intervention was completed, the mean score had risen to 2.1 (SD = 0.37).
 
At the three-month follow-up, the mean score had risen slightly to 2.2 (SD = 0.62).




Quick Inventory of Depressive Symptomatology
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Dopp, R. R., Mooney, A. J., Armitage, R., & King, C. (2012). Exercise for Adolescents with Depressive Disorders: A Feasibility Study. Depression Research and Treatment, 2012, 1-9.
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Children’s Depression Rating Scale-Revised
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Every participant had a decrease in depression severity as measured by the Children’s Depression Rating Scale, Revised (CDRS-R). 

Mean score was 48.9 at baseline and 28.5 post-intervention, a decrease of nearly 50%. 

Three months after their final supervised exercise session, 9 of the 13 participants had either maintained the same CRDS-R score or had a further decrease in depressive symptoms; mean score at three months post-intervention was 25.9 (SD = 6.5). 
____



Measurement-Based Exercise

TREAD: Treatment with exercise augmentation for depression: study
rationale and design (Trivedi et al., 2006; Clinical Trials)

DATE: Depressed Adolescents Treated with Exercise: A
pilotrandomized controlled trial to test feasibility and establish

preliminary effect sizes (Hughes et al., 2013; Mental Health and
Physical Activity)

Trivedi, M. H., Rush, A. J., Wisniewski, S. R., Nierenberg, A. A., Warden, D., Ritz, L., ... Fava, M. (2006). Evaluation of Outcomes With Citalopram for Depression Using Measurement-Based
Care in STAR*D: Implications for Clinical Practice. American Journal of Psychiatry, 163(1), 28—40. https://doi.org/10.1176/appi.ajp.163.1.28

Hughes, C. W, Barnes, S., Barnes, C., DeFina, L. F., Nakonezny, P., & Emslie, G. J. (2013). Depressed Adolescents Treated with Exercise (DATE): A pilot randomized controlled trial to test
feasibility and establish preliminary effect sizes. Mental Health and Physical Activity, 6(2), 119-131. https://doi.org/10.1016/j.mhpa.2013.06.006



Presenter
Presentation Notes
Dr. Trivedi was one of the lead investigators on the STAR-D multi-site clinical trial. STAR-D: Sequenced Treatment Alternatives to Relieve Depression.

By week 12, the exercise group had a 100% response rate (86% remission), whereas the stretch group
response rate was 67% (50% remission) (p = .02). 

Both groups had improvements in multiple areas of psychosocial functioning related to school and relationships with parents and peers.

Anthropometry reflected decreased waist, hip and thigh measurements (p = .02), more so for females than males (p = .05), but there were no weight changes for either gender. 

The EXER group sustained 100% remission at week 26 and 52. The STRETCH group had 80% response and


Running Group in Young Females with
Depression
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Nabkasorn, C., Miyai, N., Sootmongkol, A., Junprasert, S., Yamamoto, H., Arita, M., & Miyashita, K. (2005). Effects of physical exercise on depression, neuroendocrine stress hormones
and physiological fitness in adolescent females with depressive symptoms. European Journal of Public Health, 16(2), 179-184. https://doi.org/10.1093/eurpub/ckil59
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Presentation Notes
This is taken from a study of Japanese adolescent females with depression who were asked to participate in a running group.

This is a cross-over design where 21 female adolescents in group A engage in a running group 5 days per week for 8 weeks 

while 28 female adolescents in group B continued a usual daily routine and served as non-exercising controls. 

Participants were then crossed over to the alternate condition for an additional 8 weeks. 

In this group exercise format, the drop-out rate was approximately 8.5% (Nabkasorn et al., 2005). 

In fact, 5 subjects were excluded who could not maintain their usual level of physical activity constant in their non-exercising period.

Interestingly, 24-hour urinary cortisol and epinephrine excretions were significantly reduced as a result of training.
____
_Nabkasorn et al., 2005; European Journal of Public Health
___

http://eurpub.oxfordjournals.org/content/vol16/issue2/images/large/cki159f1.jpeg

Randomized Controlled Trial

18 adolescents with clinically significant depressive symptoms
[Children’s Depression Rating Scale-Revised (CDRS-R) >40] and low
levels of physical activity were randomly assigned to a 12-week
exercise intervention or a treatment-as-usual condition.

EX: n=9
TAU: n=9

Dopp, Mooney, Coplai, Miklja, Munier (Manuscript in preparation)



Presenter
Presentation Notes
Participants in both conditions were allowed to continue their previous treatment. The exercise intervention consisted of once weekly individual exercise sessions monitored by study staff, and participants were expected to independently exercise twice each week. Those in the EX condition completed weekly surveys regarding mood, activity levels, and psychosocial functioning. The TAU condition also included weekly meetings with study staff for completion of the same surveys. All participants wore pedometers daily for 12 weeks.


Concurrent Treatments

12 on antidepressant medications (5 EX, 7 TAU)

10 were in therapy (6 EX, 4 TAU)

6 on medication & in therapy (3 EX, 3 TAU)

Dopp, Mooney, Coplai, Miklja, Munier (Manuscript in preparation)




Results Table

Exercisers TAUs
(n=9; Females=6) | (n=9; Females=4)

CDRS- R baseline 55.0+7.5 504+7.7
CDRS-R week 12 35.1+13.0 47.6 + 13.6
QIDS-SR baseline 14.6 + 3.5 11.9+3.0
QIDS-SR week 12 6.9+5.8 8.0+4.1

SIQ-JR baseline 31.3+15.0 14.3+7.2
SIQ-JR week 12 17.9+10.9 13.3+10.6

Dopp, Mooney, Coplai, Miklja, Munier (Manuscript in preparation)
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Presentation Notes
Reductions in CDRS-R scores were significantly greater for participants in the exercise intervention compared with those in the TAU condition [t (16)=-2.42, p<.03].
Changes in QIDS-SR were not significantly different for participants in the exercise intervention compared with those in TAU condition [t (16)=-1.37, p=.19].
Reductions in SIQ-JR were significantly greater for those in the exercise intervention compared with those in TAU condition [t (16)=-3.01, p<.01].



Results

Children’s Depression Rating Scale-
Revised (CDRS-R)

60

55

50 —

45
— TAU

40 \
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CDRS-R Score

25

20
Baseline Week 12

Dopp, Mooney, Coplai, Miklja, Munier (Manuscript in preparation)
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Meditation

THE KEY TO
MECITATION 15
LEARMME TO STAY




s Treatable.
s Preventable.
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EMPRICAL RESEARCH . :
"':l Check for updates

A Systematic Review and Meta-Analysis of School-Based Stress,
Anxiety, and Depression Prevention Programs for Adolescents

Robyn Feiss (' - Sarsh Beth Dolinger’ - Monaye Merritt' - Baine Reiche’ - Karley Martin' - Julio A Yanes™ -
Chippewa M. Thomas* - Melissa Pangelinan'

Programs aimed at reducing depression and/or anxiety symptoms in adolescents are
generally effective.

Culturally-sensitive practices may be particularly important for school-based programs
that serve minority, low-income, and/or rural populations.

Griner, D., & Smith, T. B. (2006). Culturally adapted mental health intervention: A meta-analytic review. Psychotherapy: Theory, Research, Practice, Training, 43(4),
531-548. https://doi.org/10.1037/0033-3204.43.4.531

S|
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Presentation Notes
the implementation of culturally-sensitive practices, such as incorporating group sessions of same-race participants, may be particularly important for school-based programs that serve minority, low-income, and/or rural populations (Griner and Smith 2006; Planey et al. 2019). Overall, this study found that programs aimed at reducing depression and/or anxiety symptoms in adolescents are generally effective


Effective mental health services, accessible in all schools

https://trailstowellness.org/



https://trailstowellness.org/

Develop and Foster a Growth Mindset

“Failure is an
opportunity to grow”

GROWTH
MINDSET

“I can learn to do anything | want”

“Challenges help me to grow”

“My effort and attitude
determine my abilities”

“Feedback is constructive”

“l am inspired by the success of others”

“I like to try
new things”

Thrive on challenges and see mistakes as
opportunities for growth and stretching
existing abilities

“Failure is the
limit of my abilities”

FIXED
MINDSET

“I'm either good at it or I'm not”

"My abilities are unchanging”

“ don:t ||ke *l can ﬂit‘;\relrcda:‘i:.,
to be challenged”

“My potential is predetermined”

“When |I'm frustrated,
| give up”

“Feedback and criticism
are personal

“| stick to what | know”

See their character, intelligence, and creative
abilities as static.

Claro, S., Paunesku, D., & Dweck, C. S. (2016). Growth mindset tempers the effects of poverty on academic achievement. Proceedings of the National Academy of Sciences, 113(31), 8664-

8668. https://qahs.eq.edu.au/growth-mindset/

SIM&
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Presenter
Presentation Notes
https://qahs.eq.edu.au/growth-mindset/; Added reference for seminal literature piece from Dweck (

Growth mindset- Individuals thrive on challenges and see mistakes as opportunities for growth and stretching existing abilities.

Fixed mindset- Individuals see their character, intelligence, and creative abilities as static.   


https://qahs.eq.edu.au/growth-mindset/

Take Home Points!

Depression exists in children and adolescents

Early recognition and treatment are essential :I \/ I:

M

Parental depression increases risk for future depressive episodes in  university of Michigan
adolescence Depression Center

The combination of CBT and medication show better outcomes than
either modality alone

Complementary strategies should always be considered



Presenter
Presentation Notes
Exercise has shown promising results in both adults and adolescents with depression.


Questions!!
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Next Steps and Alternative
Payment Models

TOM CURTIS, MPA
SANDRA GREYERBIEHL, MSW
MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES




Learning Objective

Recognize how the State is approaching continuing
supporting the best practices developed and implemented
by participants via the State Innovation Model (SIM).




Michigan’s Medicaid Landscape

* Approximately 2 million Medicaid
managed care beneficiaries sl

* About 600,000 are part of the Medicaid - [ 1
expansion population

* 11 Medicaid Health Plans (soon to be 9)

* As high as 500,000 members; as low as
12,000 members




Objectives

1. Increase APMs
2. Improve Quality

3. Reduce Provider Burden




ealth Care Payment Learning & Action
etwork Framework

S

CATEGORY 1

FEE FOR SERVICE -
NO LINK TO
QUALITY & VALUE

&

CATEGORY 2

FEE FOR SERVICE -
LINK TO QUALITY
& VALUE

CATEGORY 3

APMS BUILT ON
FEE -FOR-SERVICE
ARCHITECTURE

CATEGORY 4

POPULATION -
BASED PAYMENT

A

Foundational Payments
for Infrastructure &

Operations

(e.g., care coordination fees
and payments for HIT
investments)

B
Pay for Reporting

{e.g., bonuses for reporting
data or penalties for not
reporting data)

C
Pay-for-Performance

(e.g., bonuses for quality
performance)

4 A )

APMs with Shared
Savings

(e.g., shared savings with
upside risk only)

APMs with Shared
Savings and Downside
Risk

{e.g., episode-based
payments for procedures
and comprehensive
payments with upside and

\ downside risk) )

( A )

Condition-Specific
Population-Based
Payment
(e.g., per member per month
payments payments for
specialty services, such as
ancology or mental health)

Comprehensive
Population-Based
Payment

(e.g., global budgets or
full/percent of premium
payments)

C

Integrated Finance
& Delivery System

(e.g., global budgets or
full/percent of premium

payments in integrated
systemns)

3N
Risk Based Payments
NOT Linked to Quality

4N
Capitated Payments
MNOT Linked to Quality

A

Not reported in

APM data

SIM
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APM Strategy Approach & Oversight

*APM Data Collection Tool
= Monitor and evaluate APMs

= Measure Quality impact

Strategic Plan
= Strategic goals

" Implementation Timeline
*Quality Strategy:

= Regional Measures

= Plan-Specific

= Measure reporting




APM Strategy

*Medicaid contract required MCOs to submit an APM strategic
plan:

= Details how MCOs would increase the use of APMs across LAN
categories for a 3-year period

= MCOs set APM goals & utilized (vetted) baseline data to set those
" |ncluded quality measures required by MDHHS

*MCOs were then required to submit implementation plans for
executing their strategies

*MDHHS performs annual site visits to receive updates from
MHPs on their APM progress, challenges and to review APM
data



Presenter
Presentation Notes
What progress have you made in implementing each of the APM models included in strategic plan?
Quality measures progress: results related to the linked quality measures to date, do you see any progress?
Has the APM helped in managing costs to date, either based on utilization tracking or medical expense data to date?
What have been the barriers to APM implementation?
Where are you considering making modifications to your APM, including quality measures or benchmarks ? 



APM Data Collection Report Overview

*MDHHS developed a data collection tool to monitor progress of
MHPs in implementing alternative payment models (APMs)

eData collection tool builds off the HCP-LAN Framework

*MCOs reported 2 years worth of data to create a baseline

*MDHHS provided extensive TA to ensure data was valid &
reliable



Presenter
Presentation Notes
LAN whitepaper. https://hcp-lan.org/groups/apm-framework-refresh-white-paper/ 
definitions in the APM Reporting Tool are almost all identical to LAN APM Data Collection Tool. http://hcp-lan.org/workproducts/apm-measurement-final.pdf

The purpose of the small numerator is to identify the  amount of payment that a provider earns (or loses)  based on contract incentives.
These numbers are very small in some cases but  help MDHHS, MHPs and providers to understand  what level of incentive providers actually have to  implement delivery system changes based on  implementation of APM strategies.



APM Data Collection Report Overview

Measures MHP APM implementation in 6 ways:

1. Big Numerator - Follows LAN Framework

= Measures all provider payments that are part of a contract that includes an APM

2. Small Numerator- MDHHS developed

= Measures only those provider payments within a contract that are actually part of an
APM based on performance (e.g., incentive payment)

3. Total Potential Incentive - MDHHS developed

= Measures full amount of the incentive payment a provider is eligible to receive if all
reporting, quality and/or cost benchmarks are met in categories 2B and 2C



Presenter
Presentation Notes
These Tabs are in both the FY and CY APM Reports


he Importance of Data Validation
Big TC‘ AT\IELTDtI\c;Ir C': F;I;g::;)gets Projected CY2018 Actual FY2018
2A Foundational payments 0.86% 1.59%
2B Pay for Reporting 1.74% 2.96%
2C Pay for Performance 6.28% 7.85%
3 Shared Shavings/Downside-Risk 10.39% 13.25%
4 Population-based Payment 0.59% 0.29%
Total 19.86% 25.93%
Sma"(P'A“Nm:;ircra‘i\:g'\:;’;rgets Projected CY2018 Actual FY2018
2A Foundational payments 0.34% 0.57%
2B Pay for Reporting 0.46% 0.29%
2C Pay for Performance 0.70% 0.49%
3 Shared Shavings/Downside-Risk 0.22% 0.03%
4 Population-based Payment 0.58% 0.32%
Total 2.30% 1.70%

MDHHS State
Innovation Model



Big Numerator APMs - Change FY2016-CY2018
Based on CY18 Data Submissions June 2019

Dollars are in millions
S45.3
2A Foundational Payments $39.4
S23.5

$172.8
2B Pay for Reporting S151.7
$76.8
$99.6
2C/D Pay for Performance $186.2
S187.9
$908.1
$720.5
S373.9

$12.7
4 Population-Based Payment $10.1
$10.3

3 Shared Savings/Downside Risk

$0.0 $200.0 $400.0 $600.0 $800.0 $1,000.0

aCY2018 aFY2017 aFY2016

suﬂi
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Presentation Notes
From FY16-FY17, use of APMs increased for Categories 2A, 2B, and 3. Category 2C/D and 4 were essentially flat. 
From FY17-CY18, MHPs reported increasing their use of Categories 2A, 2B, 3, and 4. Use of 2C/D dropped between FY17-CY18 – this could be because these contracts were transitioned to Category 3. 
From FY16-CY18, use of Categories 2A, 2B, 3, and 4 increased. Use of Category 2C/D decreased.
 
(The LAN has combined 2C and 2D into 2C, but we kept 2C/D to be consistent with how the categories were reported in prior years.) 


Small Numerator APMs - Change FY2016-CY2018

Based on CY18 Data Submissions June 2019

Dollars are in millions

$27.1
2A Foundational Payments $19.7
$14.8
$19.2
2B Pay for Reporting $28.6
$21.3

$10.8
2C Pay for Performance $13.5
S12.4
S4.7
3 Shared Savings/Downside Risk $6.2
S4.2
S12.7
4 Population-Based Payment $10.1
$10.3
S0.0 S5.0 $10.0 $15.0 $20.0 $25.0 $30.0 $35.0

EmCY2018 MWFY2017 MWFY2016
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The small numerator (which measures actual provider incentive payments) increased from FY16-FY17, except for Category 4 which slightly decreased. 
From FY17-CY18, plans reported increases in Small Numerators/incentive payments related to Categories 2A and 4, and declines in Small Numerators/incentive payments in Categories 2B, 2C, and 3. 
Overall, although the small numerator increased from FY16-FY17, providers did not obtain the FY17 levels of APM incentive payments during CY18. 
There could be multiple explanations for why the small numerator APMs decreased in CY18, even though the big numerators increased, such as the time period that it takes to pay out shared savings (Category 3) may be longer than 1 year, or related performance/cost targets may have been increased. 

Note: shared savings/risk arrangements reported here includes money to and from providers – all treated as a positive. 



MHP APM Dollars Over Time: Dollar Amounts

Big Numerator APM Targets

. FY2016 FY2017 CY2018
2A Foundational Payments $23.5M $39.4M S45.3M
2B Pay for Reporting $76.8M S151.7M S172.8M
2C Pay for Performance $187.9M $186.2M $99.6M
3 Shared Savings/Downside Risk S374.0M $720.5M $908.1M
4 Population-Based Payment $10.3M $10.1M $12.7M

Total $672.5M $1,107.9B $1,238.5B
Small Numerator APM Targets

(LAN APM Category) FY2016 FY2017 CY2018
2A Foundational Payments S14.8M S$19.7M S27.1M
2B Pay for Reporting S21.3M S28.6M $19.2M
2C Pay for Performance S12.4M S13.5M $10.8M
3 Shared Savings/Downside Risk S4.2M S6.2M S4.7M
4 Population-Based Payment $10.3M $10.1M $12.7M

Total $63.0M $78.0M S$74.6M

MDHHS State
Innovation Model
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Presentation Notes
The Big Numerator (contracts including an APM component) increased substantially  from FY16-CY18. Payments under the Small Numerator increased from FY16-FY17, then dropped between FY17-CY18. 
From the LAN perspective, it looks like MHP use of APMs has increased significantly. From the providers perspective, the level of their provider incentive payments increased by $15M collectively between 2016 and 2017, and then declined between 2017 and 2018 by just over $3M.   

While the Big Numerators increased over time, the relative “payout” to providers in terms of incentive payments declined. 



MDHHS APM Quality Strategy

Appropriate Testing for
Children with Pharyngitis

Region 1 & Region 6
(7 MHPs)

Diabetes Eye Exam

Chlamydia Screening in Women — Total
Region 2,3,5,7 & 8
(7 MHPs)

Region 4
(4 MHPs)

Diabetes Al Screening
7 Region 9 & 10

Timely Prenatal Care
Region 10
(8 MHPs)

L0/ (8 MHPs)




APM Quality Performance Reporting
Requirements

*The purpose of the APM Quality Metrics Report is to ensure that progress is
being made toward performance goals identified in the MCOs APM Strategic
Plan for each performance area, and understand how plans are operationalizing
qguality in APMs in their provider networks

*MDHHS wanted to get a general understanding on the process and strategy
MCOs used for:
= Selecting providers
= Establishing benchmarks
= Validating Provider Attribution & Performance Reporting

= Experience with quality measures linked to APM vs those that are not



Presenter
Presentation Notes
Key questions:
What was your experience with these other quality measures linked to APMs compared to the same measures not linked to APMs for certain providers/regions?  
How did you select providers to participate in the model?  
How did you establish the benchmark?



Putting it all together...

BigN$S
SmallN S

PPI S

Quality
Performance&
Payments




Potential Provider Incentive (PPI) S

MHP Aggregate Data CY2018*

(Incentive) (Contract S)
PPI S Small SN as a % of Big PPIS as % of Total

LAN Numerator Numerator PPIS Numerator |Provider Payments

2A $27.1 M $27.1 M 100% $45.3 M 0.5%

2B $41.2 M $19.2 M 47% $172.8 M 0.8%

2C $24.7 M $10.8 M 44% $99.6 M 0.5%

3 $38.1M $4.8 M 13% $908.1 M 0.7%

4 $12.7M $12.7 M 100% $12.7 M 0.5%
Total $143.8 M $74.6 M 52% $1,238 B 2.8%

Total MCO Program Provider Payments (Denominator):

$5,130,000,000

*Data has been rounded and reflects MHP CY18 submissions to date.




Care Management & Coordination

Evolution
State Innovation Model FY2020 Future
e Providers receive CM & CC$ * MHPs will receive added * Investigate how CM &
from MHPs for SIM PCMH Capitation $ for CM & CC CC impacts Quality in
Initiative participation and Services terms of:
requirements as directed by e MHPs will contract with providers Chroni s
. ronic condition
MDHHS to deliver CM & CC Services . Age
* Requirements: * Providers will meet MHP « geography
e Accreditation requirements
e Advanced Practice Activities * Accreditation and/or Practice
e HIE Participation Requirements
e Social Needs Screening & e Quality/CM & CC Performance
CCL e Panel Size

Quality & Utilization Metrics
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Talking points:  “Before SIM, MiPCT providers receive CM & CC funds from MDHHS…”



FY20 CM & CC Utilization Measure

*CM & CC Utilization Measure will be based on previous efforts by MDHHS

* CM & CC Utilization Measure includes ALL managed care populations, not
specific to age or diagnosis

*CM & CC Benchmark will be set based on historical data to ensure that the level
of utilization for beneficiaries does not fall below that of historical levels




CM & CC Uti

ization Analysis

MD

HHS has Ana

yzed CM & CC utilization data using SIM

CM & CC code set.

All Managed Care Medicaid (not SIM exclusively)
FY16, FY17 & FY18 Data

No continuous enrollment requirement

Benchmark Proposal

= By # Codes per Fiscal Year
= By # of Beneficiaries Served per Fiscal Year




CM & CC Code Set

G9001 Comprehensive Assessment

G9002 In-person CM/CC Encounters

G9007 Care Team Conferences

G9008 Provider Oversight

98966 Telephone CM/CC Services

98967 Telephone CM/CC Services

98968 Telephone CM/CC Services

98961 Education/Training for Patient Self Management
98962 Education/Training for Patient Self Management
99495 Care Transitions

99496 Care Transitions

S0257 End of Life Counseling



Presenter
Presentation Notes
CM & CC code set is the same used in SIM demonstration 


of CM & CC Codes by Fiscal Year

98961

98962 9 9 a5
98966 4,392 10,698 21,829
98967 1,821 4,312 9,102
98968 352 1,359 3,408
99495 7,620 9,597 13,258
99496 7,882 11,678 14,192
G9001 815 1,952 3,649
G9002 4,255 13,104 26,521
G9007 1,054 3,702 11,076
G9008 307 729 1,915
50257 1,248 2,845 3,288

Grand Total 29,757 60,011 108,311



Presenter
Presentation Notes
From FY16 to FY17 codes increased by 2.01x
From FY17 to FY18 codes increased by 1.80x
From FY16 to FY18codes increased by 3.64x



of Unigue Beneficiaries with a
CM & CC Code

FY 2016 FY 2017 FY 2018

18,523 31,850 51,345
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Presentation Notes
Total individuals with priority tags in FY16= 13,409 about 72%  
Total individuals with priority tags in FY17= 21,876 about 68% 
Total individuals with priority tags in FY18= 31,825 about 62% 
 


of CC & CM Coc

es by MHP

“Plan Specific Benchmarks”

AET 772 4 619 \
BCC 11,972 9,575
TRU 47 35
MCL 9,547 7,507
MER 23,648 19,564
HAP 117 79
MOL 18,408 14,771
PRI 22,312 16,675
THC 1,754 1,410
UNI 6,514 5,319
UPP 1,063 765
Total 96,154 76,319
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AKA Plan Specific benchmark 


of Beneficiaries with a CM/CC Code by MHP
“Plan Specific Benchmarks”

AET 400 323
BCC 5,187 / 4,313 \
TRU 23 19
MCL 4,352 3,654
MER 11,236 9,600
HAP 54 45
MOL 7,779 6,503
PRI 8,397 6,709
THC 914 746
UNI 3,366 2,805

UPP 540 \_ 397 -

Total 42,248 35,114



Presenter
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AKA Plan Specific benchmark 


Average Enrollment (MM/12) by MHP

AET 40,561
BCC 206,168
TRU 7,904
MCL 197,674
MER 500,483
HAP 2,703
MOL 353,766
PRI 125,402
THC 52,071
UNI 252,669
UPP 44,317

Total 1,783,716




Jan-Sep 18: # of Codes per 1,000 MM

120
100
80
60

39
40

. 29
21
20 15 17
0 [
TRU AET UPP UNI THC HAP MER

MCL MOL BCC PRI

SIMB
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New benchmark 38 (old 49)


% of Beneficiaries with at Least One CM/CC
Service from Jan - Sept 2018

6.00%

5.35%

5.00%

4.00%

3.00%

2.00% 1.66%

1.45%
1.11%

1.00%

0.24%

0.00%

TRU AET UPP UNI THC MID MOL MCL MER BCC PRI



Presenter
Presentation Notes
New benchmark 1.7%  (old 2.1%)


Proposed CM & CC Measure Specification

Contract Year FY20
Measurement Year January 1, 2020 — September 30, 2020
Continuous Enroliment None
Health Plan Attribution At time of Service
Member Months Performance Bonus Calculation/12

FFS Claims & Rejected Encounters




Proposed # of CM & CC Codes Benchmark

38 Codes Submitted per 1,000 MM

Health Plan Specific: # of Codes submitted per 1,000 MM

1.7 % of Beneficiaries Served

Health Plan Specific: Percentage of Beneficiaries Served




Key Policy Takeaways

*Validity and reliability of data collection process to
accurately evaluate and monitor increases in APMs

*Quality improvement should be at the heart of adopting
APMs

*Collaborative process and evidence based, rather than
prescription and mandated methods to design a standard
approach




Key Operational Takeaways

*Attribution is up to date to monitor APM quality metrics &
payments

*Work with health plans to establish quality benchmarks and
receive performance reports

*Ask health plans for available APM opportunities




Questions
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Wrap - Up and Closing Remarks

3:20 PM - 3:30 PM




Successful Completion for Nursing and

Social Work Contact Hours
v'Attendance at the entire program

v'Sign in sheet

v'"Complete the evaluation form: access MDHHS SIM PCMH
Initiative Summit registration web page or click here

* An email will be sent to the email address provided with your certificate
* Note: to request a Non-CE certificate, use the above link

* QR Code located on your table to complete a short survey on today’s SIM
PCMH Initiative Summit




SIM PCMH Initiative Summit Survey

Android Users and IPhone Users (iOS 10 or older): In the Google Play
Store/App Store, Search for “qr code reader” and download the app of
your choice. We have found that the second app (Lightning QRcode
Scanner) has minimal ad and privacy foortprint. Open the app and
point it at the QR code. Once the image has been recognized, select
“Open Link” on the orange button on the bottom.

IPhone Users (iOS 11+): If you've purchased or updated your phone’s
operating system since September 19, 2017, you have a QR scanner
built into your phone’s camera. Simply point the camera at the code,
and once the image is recognized, open the link.
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Disclosures

There is no conflict of interest for anyone with the ability to control
content for this activity.

Continuing Education Nursing and Social Work 5.5 CE Contact Hours

Participants who successfully attend the entire one-day conference, and
complete the online CE request process including required evaluation
with email address will earn 5.5 Nursing CE contact hours.

This continuing nursing education activity was approved by the Ohio
Nurses Association, an accredited approver by the American Nurses
Credentialing Center’s Commission on Accreditation. (OBN-001-91) ONA
# 22485
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