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Agenda

9:30-10:00 Registration, Continental Breakfast and Networking
10:00 - 10:10 Welcome and Overview
10:10 - 10:40 Tools for Tackling Avoidable Cost and Use and Streamlining Care

e MHP Care Coordination Contacts
e SIM Dashboards

10:40-11:40 Stories from Successful Collaborators

e Transitional Care Management: A Toolkit for Success - Kerrie Barney, RN,
Cherry Health

e Right Time, Right Care, Right Place - Cherie Bostwick, RN, Munson Family
Practice

e Coordinating the Coordination of Care and Addressing Social Determinants of
Health — Lori Kunkel and Chris Wise, Greater Flint Health Coalition




Agenda, cont.

11:40-12:10 Intensive Working Session (in small group tables)

12:10-1:10 Lunch (in common EHR table groups; with an MDC table)

1:10- 2:10 Using Your Own Internal Data for Improved Coordination and Value:
Case Studies and Step-by-Step Solution Finding
e Michigan Medicine (Leah Corneail)
e Great Lakes OSC (Marie Wendt)

2:10-2:50 Report-Outs and Group Sharing on Intensive Working Session and Case
Study Findings

2:50-3:00 Wrap-Up and Closing Remarks
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Tools for Tackling Avoidable Cost
and Use and Streamlining Care

10:10AM - 10:40 AM




Care Coordination Contacts

*Medicaid Health Plan (MHP) Care
Coordination Contacts
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MDC Dashboard and Reports

SUSAN STEPHAN, BUSINESS SYSTEMS ANALYST, STAFF SPECIALIST

Michigan Data
Collaborative




SIM Dashboard Access and Availability

* Dashboards are accessible by Authorized Users appointed by your
organization

» Dashboards will be available for your use until 12/31/19 (the end of the
SIM demonstration period)




Care Management Reports

®» Each month MDC generates Care Management and Coordination
reports in Excel:

v’ Percent of Patients with Care Management

v’ Care Management Claims Detail corresponding to the Percent of
Patients

v'  Follow-up After Acute Inpatient Admission

= Visualizations are available on the Dashboard (demo to follow)

" Reports are available for download or are sent via sFTP




Care Management Reports — Rolling Quarters

Reporting Cycle 1 Report Reporting Cycle 2 Report Reporting Cycle 4 Report Delivery
Delivery Delivery

CY 4Q18 (Oct — Dec 18) Early April CY1Q19 (Jan — Mar 19) Early July CY2Q19 (Apr —Jun 19) Early October
Nov 18 —Jan 19 Late April Feb — April 19 Late July May — Jul 19 Late October
Dec 18 — Feb 19 Late May Mar— May 19 Late August Jun —Aug 19 Early December

= Each reportis produced monthly and contains 3 months worth of data

= Three quarters (in bold green) are used for Care Management Improvement
Reserve (CMIR)

= Helps to better assess how your organization is performing ahead of the
calendar quarter reports that are used for CMIR

= REMINDER: The rate is recalculated by SIM PCMH Ssum the numerator and
average the denominator for the quarters in green




Care Coordination Pages - Trends

Collaborative. SIM PCMH Dashboard

Overview Tile Trends Quality Utilization ACSC Comparisons { Care Coordination ) Incentives Reports
Practices MANAGING ORG 1
® Quarterl - Export -




() Inpatient Follow-Up

Quarterly Care Management, Percent of Patients [@rercentorpatients
Yellow bar shows

benchmark _
Overall managing
: organization
Managing Org ABC .
— B R 2.31% 2.27% 2.27% 221% 303%  242% 1919 performance across
. 13t - 5 680 2,700 time
March 2017 September 2017 March 2018 September 2018
Practice 1 ~  This practice’s most
1 249 2 50% 301% 3.32% 3.50% 5110, recent results are
[ —— e — 300% 3.14% lower than previous
' Practice 1 o — - _-—_ T T months.
. racti i i
Practice 2 of actice 1's 286 patients, 10 had a care management service between
November 01, 2018 and January 31, 2019.
S This results in a final percentage of 3.50%, which is 0.997 percentage points above the goal of 2.5% Hover your cursor
................................................................................................................................................................................................................................. Overatrendpointto
Practice 3 . :
; 2150 open a tool tip with
1.48% 1.63% Tt n_r oy 1.44% Mmooy d-E.?ii;_-hr__ - 2.10% 2.12% .
. - u._ru-_.-u- i - "__:" p— 2 9705 2 440 " * more deta”S.
Practice 4
273% 353% 2 3.18% ;
A 0 an; I 2.30% 2.64% 3.04%_‘
. B - 175% 3.15% 2.30%
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Care Coordination Pages — Quarterly Reports

Collaborative. SIM PCMH Dashboard

Overview Tile Trends Quality Utilization ACSC Comparisons { Care Coordination) Incentives Reports

Practices MANAGING ORG 1
® Quarterly )O Trends - Export-

= Quarterly Reports show all the Practices in the Managing
Organization




. () Inpatient Follow-Up
Quarterly Care Management, Percent of Patients  |@rercentofpatients

Managing Organization 1
Report Period: December 1, 2018 - February 28, 2019

TOTAL e ——— > Yellow bar shows the
i ! ]

Practice 1 benchmark
Practice 2
Practice 3 . k| h

Hover over a ﬁ’aj“‘; dQl; fIC y see how

. ractice
practice bar to Practice 6 ! er.ent
open a tool tip Practice 7 pra<f:t|ce§ are
i . performing
Wlth more of Practice 2’s 1,295 patients, 108 had a care management service between December
details. 1, 2018 and February 28, 2019

High performers
could provide

This results in a final percentage of 8.34%, which is 5.84 percentage points above the goal of 2.5%

Practice 14 N N ..
Practice 15 NN insight to others

Practice 16 about what is

Practice 17 .
Practice 18 working for them

Practice 19
Practice 20
Practice 21

Ooe 1% 204 304 404 504 604 704 804 Qo4 10% 11%
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Care Coordination Reports

i it SIM PCMH Dashboard

Overview Tile Trends Quality Utilization ACSC Comparisons Care Coordination Incentives

My Managing Organizations

Download Managing Organization Reports

Select Managing Organization Select Report Type % T select Date

| MAMNAGING ORG XYZ hd | |Car'e Coordination - | Last 3 months v

Care Coordination Managing Org XY¥7 Percent2018 12 to 2019 02

Managing Org X¥YZ |P2018 12 to 2019 0Z
Managing Org XY7 Detail 2018 12 to 2019 02

Managing Org ¥X¥7Z Percent2018 11 to 2019 01

Managing Org XYZ |P2018 11 to 2019 01

Managing Org ¥XY7 Detail 2018 11 to 2019 01

Managing Org XYZ Percent2018 10 to 2018 12

Managing Org ¥XY7 IP2018 10 to 2018 12

Managing Org XYZ Detail 2018 10 to 2018 12
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Sample Claims Detail Report — Part 1

Managing Practice Practice |Attributed PCP [Attributed Patient First |Patient Last

Organization ID [Name Name Name
Managing Org 1 MNORG1ID PRACTICE 1 PRACID1 JOHN WHITE 1013917442 DEVIN JONES 09/16/04 M
Managing Org 1 MNORG1ID PRACTICE 1 PRACID1 JOHN WHITE 1013917442 SKYLER DUNN 08/19/46 M
Managing Org 1 MNORG1ID PRACTICE 1 PRACID1 JOHN WHITE 1013917442 FAITH JOHNSON 09/09/04
Managing Org 1 MNORG1ID PRACTICE 1 PRACID1 JOHN WHITE 1013917442 CONNOR JOHNSON 04/25/44 M
Managing Org 1 MNORG1ID PRACTICE 1 PRACID1 JOHN WHITE 1013917442 AVALIA LUCAS 05/31/47
Managing Org 1 MNORG1ID PRACTICE 2 PRACID2 DAVID JONES 1902874126 LORI BAKER 05/30/86
Managing Org 1 MNORG1ID PRACTICE 2 PRACID2 DAVID JONES 1902874126 NICOLE CEASER 08/09/91
Managing Org 1 MNORG1ID PRACTICE 2 PRACID2 DAVID JONES 1902874126 CARTER BELI 06/22/48 M
Managing Org 1 MNORG1ID PRACTICE 3 PRACID3 BRUCE WAYNE 1003996547 KEITH PLATTER 08/25/61 M

All data is sample data (does not contain real patient information)
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Servicing Claim
Procedure Servicing Provider First [Servicing Provider|Billing Provider [Billing Provider |Status Provider
Service Date |Code Provider NPl [Name Last Name NPI NEnlE Code Practice Flag

12/04/2018 98966 1811217755 ALLISON JONES 1811217755 JONES Paid Yes
01/24/2019 98966 1013917442 SUSAN WHITE 1013917442 WHITE Paid Yes
02/23/2019 98967 1467716522 ERIC GARCIA 1467716522 GARCIA Paid Yes
02/11/2019 98966 1811217755 ALLISON HALONEN 1811217755 HALONEN Paid Yes
01/22/2019 98966 1811217755 ALLISON HALONEN 1811217755 HALONEN Paid Yes
02/12/2019 98966 1902874126 DAVID JACKSON 1902874126 JACKSON Paid Yes
02/13/2019 98966 1902874126 DAVID JACKSON 1902874126 JACKSON Paid Yes
02/07/2019 98966 1902874126 DAVID JACKSON 1902874126 JACKSON Paid Yes
AHMED FAMILY
01/03/2019 99495 1649350182 ROSE AHMED 1679625875 HEALTHCARE Paid Yes

All data is sample data (does not contain real patient information)
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Select Measure
() ACSC COMPOSITE - CHROMIC

Measures -

) (O) ACUTE HOSPITAL ADMISSIONS
included for (") ADOLESCENT WELL-CARE
PIP — () CERVICAL CANCER SCREENING

(C) CHILDHOOD IMMUNIZATION STATUS

() DIABETES: HBALC TESTING

() DIABETES: NEPHROPATHY

(®) EMERGENCY DEPARTMENT VISITS
_ () LEAD SCREEN - CHILD

EMERGENCY DEPARTMENT VISITS

Score Over Time

MANAGING ORG ABC
17 Practices are Selected
269 Providers are Selected

Incentive Benchmarl

{Select Time Peint to filter Practice Dot Plot and Provider Dot Plot)

74490
720.00

723,66

14024

706.04 §98.52

700.08

Results for the January 1, 2018 - December 31, 2018 reporting period.

Rate per 1,000 Qualifying Members: 680.39 (Fails to Meet Incentive Benchmark)

Mumerator: 12,062
Denominator: 17,728

Yellow line shows
the benchmark.
(Also shown
numerically above.)

Select a time point to view
additional reporting period details.
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Utilization Page

Michigan Data
Collaborative Sl M PCMH DaSthE]rd
Overview Tile Trends Quality ACSC Comparisons Care Coordination Incentives Reports

Select Report Level Select Managing Organization Select Practice Select Provider
Go

@ visualizations QO Data - Export -
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Practice XYZ Filter to Practice XYZ

Utilization Measures

Rate per 1,000 Qualifying Members N —_
Measurement Period: January 1, 2018 - December 31, 2018 ot ‘E
Show Benchmark Baflent 1 15 1 A Confirm patients with
O Noe ACUTE HOSPTAL Y Patient 2 12 1 high numbers of N
Patient 3 12 1 Preventable ED Visits
Patient 4 11 1 are in Care
Patient 5 ) 1 Management.
Patient 6 9 1
ALL-CAUSE READMISSION Patient 7 g 1
Patient 8 o — (In tche tool, actu.al
Patient 9 7 1 patient names display.)
Patient 10 7 1
Click on the ey Patient 11 65 1
DEPARTMENT VISTS Patient 12 6 1
Preventable ED Patient 13
Visits bar to Patient 14 2 1
view the Patient 15
. — : 5 1
patients for the Patient 16
Practice FREVENTABLEED VSIS Patient 17 5 1
' Patient 18 > 1
-': 1 —_—
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ACSC Page

@ Collaborative. SIM PCMH Dashboard

Overview Tile Trends Quality UtilizatiunCumparisunE Care Coordination Incentives Reports

Select Report Level Select Managing Organization Select Practice Select Provider

Go

- Export -

= Displays Ambulatory Care Sensitive Condition Admissions
= Provides another potentially preventable utilization metric
= Helpful to look at patient level to ensure they are in Care Management
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My Practices

Executive Summary

MANAGING ORG ABC PRACTICE XYZ Select Provider For this practice’
Go Chronic ACSCs are
- Export - where they should

focus. You can also see
that diabetes are not

driving the chronic
M I T ST T g

MOABC

Patient Demographics

Attribution: December 2018

Total Patients
Avg. Member Age
Patients by Sex
Female
Male
Patients by Race
Elack
White
Other/Unknown

&, 004

PRCXYZ

admissions.
6,004 $263.99
ACSC Measures Select the Composite —
Rate per 1,000 Qualifying Members Chronic bar to view
Measurement Period: January 1, 2018 - December 31, 2018 .
more details.
composiTE-AacutE [
COMPOSIT
COMPOSIT PREVENTION QUALITY CHRONIC
The percentage of patients age 18 years or older with unigue fiospital admissions in the fallowing adult PQIs:
PEDIATRIC

COMPOSITE  pisbetes Short-Term Complications, Diabetes Long-Term Complications, COPD or Asthma in Older Aduits,
COMPOSITE  Hypertension, Heart Failure, Uncontrolled Disbetes, Asthma in younger Adults, and Lower-Extremity Amputation
composiTi  @mong Patients with Diabetes

Rate per 1,000 Qualifying Members: 13.46

Mumerator: 35
' Denominator: 2,600

If & patient gqualifies for multiple PQls, only one of them is counted toward the numerator
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Practice XYZ

ACSC Measures
Measurement Period: January 1, 20138 - December 31, 2013

COPD and Heart Failure have the
most admissions for this practice

COMPOSITE - OVERALL
COMPOSITE - ACUTE
COMMUNITY ACQUIRED PNEUMOMNIA
DEHYDRATION
URINARY TRACT INFECTION
COMPOSITE - CHROMNIC
ASTHMA IN YOUNGER ADULTS

COPDOR ASTHMA IM OLDER ADULTS

ADULT

HEART FAILURE

HYFERTEMSION

COMPOSITE - DIABETES

CHABETES - UNCOMNTROLLED

DIAEETES - SHORT TERM COMPLICATIONS

DMABETES - LONG TERM COMPLICATIONS

DIABETES - LOWER-EXTREMITY AMPUTATION

COMPOSITE - OVERALL

COMPOSITE - ACUTE

GASTROENTERITIS

URINARY TRACT INFECTION

FEDIATRIC

COMPOSITE - CHROMNIC
ASTHMA

DHAEETES - SHORT TERM COMPLICATIONS

Rate per 1,000

14.67
1.15
0.38
0.77
0.00

0.00
7.56
G.54
0.38
3.85
0.77
0.77
1.9
0.38
2.68
0.89
0.00
0.59
1.79
1.99
0.00

Mumerator

o I o T O LS T B I A L LS T Y

Denominator

2,600
2,600
2,600
2,600
2,600
2,600
1,674
926
2,600
2,600
2,600
2,600
2,600
2,600
2,600
2,240
2,240
3,397
3,397
2,240
3,010
2,240

Patient 1
Patient 2
Patient 3
Patient 4
Patient 5
Patient 6
Patient 7
Patient 8
Patient 9

Patient 1
Patient 2
Patient 3
Patient 4
Patient 5
Patient 6
Patient 7
Patient 8

Open the ACSC page and filter to Practice XYZ

Click the COPD measure
rate to view the patients.

Seven patients account
for all of the admissions.

Click the Heart Failure
measure rate to view the
patients.

Patient 1 accounts for 11
of the 17 admissions.

Confirm these patients are
receiving Care Management.
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Comparisons Page

Collaborative. SIM PCMH Dashboard

Overview Tile Trends Quality Utilization ACSC Cnmparisn@Cam Coordination Incentives Reports

Select Report Level Select Managing COrganization Select Practice

® visualizations O Data - Export -

= Compare your physician organization to others

= Compare the practices in your physician organization




Physician Organization Comparisons
EMERGENCY DEPARTMENT VISITS

Rate per 1,000 Qualifying Members

Select Measure Category
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Can also compare
practices within a
managing
organization.

Practice 9 is
behind the rest
and could get
pointers from the
other high-
performing
practices.

Practice Comparisons
HIGH BP CONTROL

Percent of Qualifying Members
Measurement Pericd: January 1, 2018 - December 31, 2018

A Practice 9 Click the Practice 9

CONTROLLIMNG HIGH BELOOD PRESSURE ba r tO VleW
Mambers 18-85 povs old with 8 diagnasis of Hypertansion and whase blood pracsure wes acoguetaly controfiad

o (lass than T40:90) within the messurement yesr addit|ona|
MNumerator: 9 . .
Deneminstor 32 information.

Percent of Guslifying Members: 24% (Small Samplz Size)
POMH Benchmark: 53.75%

o KeepOnly & Exclude =2

SCAAH B 1 ark
Look at patients for
L0 — this practice.

Pract1 Pract2 Pract 3 Pract4 Pract5 Pract6 Pract7 Pract & Pract9
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Practice 9

Quality Measures
Percent of Qualifying Members
Measurement Pericd: January 1, 2018 - December 31, 2018

T s 3
Show Benchmark  ,no ecrpnt z £
=) PCPMH PAMALIMIZATION: HEY 3 E
) None ADOLESCENT WELL-CARE g E

ACAILT EMI ASSESEMENT Pﬂtient 1 )] 1 |
1. Open the Quality Page. qu'ﬁ,; e
SCREZNING Patient3 © 1
2. Filter to Practice 9. RS- Patient4 ©* 1
3. Click the High BP Control bar. pl_mq 2:::2::2 g :
4. View the patient list. DIABETES: BP CONTROL Patient7 " !
DIABETES: EYE EXAM Patient 8 0 1
Patientg ° !
DIABETES HEALL TESTING Patient 10 g :
DMABETES: MEPHROPATHY Pati'ent 1 1 D 1
1 * Patient12 |
Patient13 ,
Dotem e 0 1
e Paient1s> o 1
Patient16 o 1
MONTHS - | S Patient17 1

- Ppatient18 o 1 Vv
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Links for More Information

Dashboard User Guide

Dashboard Release Notes

Technical Guide



https://www.michigandatacollaborative.org/sim-pcmh/docs/SIM_PCMH_Dashboard_User_Guide.pdf
https://www.michigandatacollaborative.org/sim-pcmh/docs/SIM_PCMH_Dashboard_Release_Notes.pdf
https://www.michigandatacollaborative.org/sim-pcmh/docs/SIM_PCMH_Measures_Technical_Guide.pdf

SIMR
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Questions
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Stories from Successful Collaborators

10:40 - 11:40 AM
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Transitional Care Management:
a toolkit for success

KERRIE BARNEY
CHERRY HEALTH

KERRIEBARNEY@CHERRYHEALTH.COM

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES




Steps of Population Management

1.

5.

Define population
(Who's Included?)

Determine ID process
(How do we find them?)

Implement tracking

(How do we monitor? Who keeps track?)

Set targets

(What’s the goal and how do we measure it?)

ID touchpoints
(What’s the workflow?)

6.

Establish responsibilities
(Who does what?)

Train the team
(How do we make sure all know what to do?)

Implement process
(When do we start?)

Revisit and Revise
(What’s working? What needs adjusting?)

10. Measure & Share

(How are we doing? Who are we telling about it?)




Population Tracker Sample
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Sample Success Measures
ageesure oo lconidersions __wavstompac

# or % Unplanned Obs./ ¢ Decrease over time * Total population or sub- Daily/weekly checks to detect
Inpt. Hospital stays * Decreased cost per pt population? rising risk
stay (if data available) Behavior health too? » Clearly ID Pt./caregiver
concerns and intervene prn
* Reach in to hospital system

# or % ED or UC visits Decrease over time * Total population or sub- e Add after-hours # to Pt. Plans
population? e Ensure after-hours number
* PCP sensitive or all? posted online, in rooms, etc.
* Behavior health too? * Direct patient education

e Tuck-in calls for high utilizers
e Partner with area EDs for high
utilizers

What are most frequent * Proactive refill process
call needs * Anticipate concerns and tuck-
in as appropriate

# or % after-hours calls  May increase initially

SIM
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Establish

Sample Transitions Care Management(TCM) Workflow

L H
- L. Call Pt/Caregiver Document callf Remind tesm of
i U@ /fl-\.:-t'f'e-: of p?\ Contact facility for w/in 2 business attempts per TOM TOM visit during
",5 g’ | admission via | info via Motify team of visit daysof dicto dowmentation huddle and
@ fodd prefered | {add preferred during huddle complets TCM call below & update continue care
] E \\ method] __/ methad) and schedule fiu visit history management if
= visit —, indicated
= S -
@ b
=
.E 8 Contact Pt/ Add visit info to Pt
= 5 Caregiverto assess = history
= needs - l
‘-._\______/"-- B
Complete Ptvisit
L Attach appropriate Document Visit per
2 CPT code Provider documentation |
a 05435 - guidelines below %
=
(=% 93436 L f____,-— —)
& Review . .
= dowmentation for = 5"":"”? billing | oy P?!FSEM
= required elements Code 10 payer receive
L=

MNeed Determination .

Provider Documentation . TCM Documentation .

Indicate TCM visit

» Indicate hospital'sklled nursing reconds
reviewed

«  Indicate complexity (via 39455 or 93436)

«  Complete referals/follow-up care prm

= Simplk ED/UC o MA or Phone Nurse

=+ Complex EDVUC to BN or Care Manager

=+ Simple/Planned discharge (not TCM eligible)
to MA or Phone Murss

»  Complex discharge © RN or Care Manager

Indicate TCM visit
Indicate hospital/skilled nursing reconds
reviewed

Indicate complexity fvia 99495 or 99496)
Complete refemrals/follow-up care prm

SIM
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Establish Responsibilities

Need Determination .

Simple ED/UC to MA or Phone Nurse
=  Complex ED/UC to RN or Care Manager

«  Simple/Planned discharge (not TCM eligible)
to MA or Phone Murse

Complex discharge to RN or Care Manager




PRINT-FRIENDLY VERSION

FACT SHEET

KNOWLEDGE « RESOURCES « TRAINING

httos://www.cms.gov/Outreach-and-  TRANSITIONAL CARE MANAGEMENT SERVICES

Education/Medicare-Learning-Network
MLN/MLNProducts/Downloads/Transitional-

[
Iq I’] /] Care-Management-Services-Fact-Sheet-

Consider the audience

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services

Wil Matters™™

NEW products from the Medicare Learning Network® (MLN)
. Medi 5 downioadable ler data are copyright 2018 American Medical Association. All rights reserved
* “Vaccine Payments Under Medicare Part D", Fact Sheet, ICN 908764, CPT is a registered trademark of the American Medical Association. Applicable FARS!
emment Use. Fee schedules, relative value units, conversion factors andlor related
the AMA, are not part of CPT, and the AMA s not recommending their use. The AMA
ictice medicine or dispense medical services. The AMA assumes no liability for data
n

ldentify the right resources

pet Audience: Medicare Fee-For-Service Providers
the end of this provides the URL for each

Stack learning

MLN Matters® Number: MM8504 Related Change Request (CR) #: CR 8504

Related CR Releass Date: November 22, 2013 Effective Date: January 1, 2014

: s W Medicare
Related CR Transmittal #: R1738P Implementation Date: January 6, 2014 28 January 2019 K—_ s nlfm'"g
etwatk )

Medicare Benefit Policy Manual - RHC and FQHC Update - Chapter 13

Provider Types Affected

This MLN Matters® Article is intended for Rural Health Clinics (RHCs) and Federally Qualified Health
Centers (FQHCs) submitting claims to Medicare Administrative Contractors (MACs) for services to
Medicare beneficiaries.

What You Need to Know

This article is based on Change Request (CR) 8504, which advises MACs of updates to Chapter 13 of
the "Medicare Benefit Policy Manual.” These updates include new information on Transitional Care
Management and Hospice payment ions, and RHC and provides clarif of
existing information. Make sure that your billing staffs are aware of these updates.

Background

Some of the key revisions/updates of the "Medicare Benefit Policy Manual,” Chapter 13 - Rural Health
Clinic (RHC) and Federally Qualified Health Center (FQHC) Services, are as follows:

https://www.cms.gov/Outreach-and-
Education/Medicare-Learning-

. RHCsaZre“onglzngforsemoesfumlshdby d individuals other than Network-
(CFR 42 405 2468(b)1)). Therefore, nonphysici itioners must be employed by ]
RHC, as evidenced by a W-2 form from the RHC. If another entity such as a MLN/MLNMattersArticles/download
Lol - s/MM8504.pdf
e, regaons,
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https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Transitional-Care-Management-Services-Fact-Sheet-ICN908628.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/MM8504.pdf

Implement the Process
& Document it

TCM PHONE CALLS

Why is TCM Important? [t is a new billable service to prevent patients’ haspital re-admissions within 30 days of discharge. The
clinical assistant’'s work and documentation is extremely important for billing purposes. Documentation must follow certain
guidelines.

Goal: to transition the patient back into community setting following hospital, induding mental health facility, or nursing home
discharge without a gap in care.

What is Required? An interactive contact, providing non-face-to-face services [phone call) within 2 business days following
discharge.

How to Accomplish the Service:

*  Obtain and review discharge summary (If not available in NextGen, go to Power Chart for summary)

#  Review with patient need to follow-up on pending diagnostic testsftreatments, i.e. pro-times, chest x-ray, stc.

®  Fhone patient — explain to the patient the service [czlling patient post in-patient discharge te help them stay healthy and
pravent  re-admission.) Explzin we have a provider on call 2447 to assist them if needad

®  Be sure to verbally review each medication by having the patient read each med to you, indluding name of drug, dase, how
frequently the patient is taking

#  Confirm or schedule appointment for the face-to-face visit if not already done so before the patient left the in-patient
setting

®  Remind patient to bring all meds in a bag to the visit

#*  On average, the sbove process has taken =pprox. 10 minutes to complete

Reguired Documentation in NextGen

®  Date of discharge, facility discharged from, reason for hospitalization

#*  Who you spoke with, i.e. patient, spousze, child, care giver

®  3tate how the drug rec was accomplished, ie. patient read drug name, dose, frequency from all bottles, etc.

®  Record pain score, any 508, nausez, vomiting, diarrhes, dizziness, etc., what iz applicable for patisnt

#  Record info regarding the face-to-face visit, who pstient is sesing and when

®  Azzecs for other needed services, i.e. VNS, oxygen, PT, OT, etc. as well as ability to care for self or need for assistance with
ADLs, if so follow-up and refer as needed, and record

® Al unsuccessful attempts to reach patient by phane must be recorded in NextGen including date and time. In order for the
provider to charge for the TCM code, there must have been a non-face-to-face conversation or two attempts to reach
patient were mads within 2 business days of in-patient discharge{

My Phrases related to Transitional Care Management Billing
Use following documents to

complete call:

Phone contact within 2 business days (by care manoger) my phrase ® Discharge summary

Inpatient at (facility) for: {List dx and important events) # Patient instructions
Pt reports: ® PCP med list
Outpatient services in place/needed: » Inpatient case

Assistive Devices needed/in use:

management notes
Support System: (wha helps pt)

PCP FU: (appt. date)
Specialist FU: (appt. date)
Self-management goal: Pt knows what to do for urgent/emergent needs. Gave afterhours #.

Intake Note ([completed by rooming staff in addition to medication reconciliation®) my phrase

TCM visit 5/p hospitalization for (List dx)
Pt concerns/needs: (list patient needs)
Med rec completed as documented in intake.

Physician Visit Note Submission my phrase

FTF wisit 5/p inpatient stay. Reviewed records for medical status, ADLs, psychosocial and
coordination/service needs. Med reconciliation completed by (staff name).

30 Day Billing Submission (by care manager) my phrase

TCM Summary

Admitted to (hospital) on (date) for dx:

Discharged (date) to (location...home, ALC, etc.)

Pt contact made on (date)

Follow-up visit (date)

Medication reconciliation completed & documented (date)
Mo readmit as of 30 day discharge date (date)

*To complete Medication Reconciliation

s Enter medications through Intake screen|

o  Check "Include in document” on top right corner

* Check "Completed for transition of care”

« Complete med rec verifying each medication with documentation of patient's report regarding

how they are taking the medication

® At completion of rooming, generate Intake note. Medication reconciliotion oppears in intake

SIM
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Thank youl!

What questions do you
have?
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Right Place, Right Care

CHERIE BOSTWICK, RN CARE MANAGER
MUNSON HEALTHCARE FAMILY PRACTICE CENTER
CBOSTWICK@MHC.NET

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES




Emergency Room Over Utilization

Emergency department overuse: $38 billion in wasteful health care spending. vew engiand Heaithcare
Institute (NEHI), How Many More Studies Will It Take? A Collection of Evidence That Our Health Care System Can Do Better, Cambridge, MA: NEHI, 2008.

Nationally, 56 percent, or roughly 67 million ER visits, are potentially avoidable. weinickr, sitings, Thorpe

J, Ambulatory care sensitive emergency department visits: a national perspective, Abstr AcademyHealth Meet, 2003;20(abstr no. 8):525-526.

The average cost of an ED visit is $580 more than the cost of an office health care visit. vacniin, sz,

Medical Expenditure Panel Survey (MEPS), Statistical Brief 111: Expenses for a Hospital Emergency Room Visit, 2003, Adjusted to 2007 Data. Rockville, MD: Agency
for Healthcare Research and Quality (AHRQ), 2006. Available at www.meps.ahrq. gov/mepsweb/data_files/publications/st111/stat111.pdf Last accessed
November 2010.
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Who are the drivers of ER over utilization?




Data collection Post ER Visit

= Determine the reason for the ER visit in the patients own words
= Determine whether patient called clinic for triaging prior to going to ER
= Determine patient knowledge of same day appointment availability

= Determine patient knowledge of physicians on call after hours

= Schedule a clinic follow up appointment




Post ER Visit Chart Review

= Day of the week and time patient presented to the emergency room

= Whether the patient had health insurance and if so who is the payor

= Whether the patient followed up in the clinic post ER visit




Symptom Appropriate

Suicidal SOB

LOC

Headache

Head Injury

Severe Cut

Arm
Numhbness

High Blood pressure

—

Nausea and vomiting

-

Diarrhea

Chest Pain
R

Fever

Other

Patient Symptoms

Anxiety

Cough/Sore ced
throat Nose Blee

Appropriate

SIM&
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Patient’s knowledge of same day care

(I

ER Visits November 2018
B0 —

71

70 F
60 [

S0 [

a0 [
20 [

10 F

Same Day Care

mYes H Mo




Health Insurance/Payor Information

Insurances

50.00% A5 a39¢
45 00%
40 .00%
35.00%
30.00%

25 00%a
25 0030

20 DG 16 675
15 s

1O O35
4 756% 4 Fel
5.00% 2.38%0

0.00%:

PMedicaid PMedicare Priorimy Blue Cross Other Mo Insurance
Health
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Patient’s knowledge of after hours
physician on call

ER Visits November 2018

=

40

Doc om Call

mYes HMNo




Call to clinic for triaging

ER Visits November 2018
B0 74
70 —
60 -
=Ta —
20 -
30 -
20 —

- 10
10 [

Call to Clinkc

Yes HMNOo




Day and Time

ER Visits by Day/Time of Day
(November 2018)

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY
=== Clinic Hours weipee N ON-Clinic Hours




Clinic Follow up

Clinic Follow up

Clinic Follow

up
43%
No Clinic
Follow up

57%

®m No Clinic Follow up  ® Clinic Follow up




Action Steps Taken

Interdisiplinary Team
Individualized Care Plans

Enrollment in Care Management

-l A

Post ER calls

Health Care Home Team

Community
Resources

‘ Care
Specialty - Coordinator.

Provider

Primary Care Family/
Provider/ Caregiver
Clinical Staff




Future Action Steps

Telephone nursing triage

Access to clinic

EMOTIONAL

Improve after hours telephone

Evaluate need for follow up letter

your INTELLECTUAL
individual
wellness

A S A

Continue to work as a team




Questions?
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Coordinating The Coordination of Care &
Addressing Social Determinants of Health

LORI KUNKEL & CHRIS WISE, PHD
GREATER FLINT HEALTH COALITION | WISE HEALTHCARE
LKUNKEL@FLINT.ORG (810 232-2228)

CWISEHEALTHCARE@GMAIL.ORG (734 972-1632)
MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES
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Greater Flint Health Coalition

Established in 1996, the Greater Flint Health
Coalition is a 501(c)3 non-profit health
coalition — a true partnership between
Genesee County hospitals, physicians,
business, insurers, public health
professionals, policymakers, government
leaders, educators, organized labor,
residents, and all those concerned about the
well-being of our community and its residents.

HOSPITALS/

Confidential: Not for external distribution without expressed written consent of Greater Flint Health Coalition, Inc




Genesee SIM Region

d Three Accountable Systems of Care (ASCs)
o Professional Medical Corporation

o Genesys PHO
o McLaren Physician Partners (not officially designated, but actively participating)

O Six Medicaid Health Plans

L Two FQHCs

O Greater Flint Health Coalition is the backbone organization for the CHIR
 Over 40,000 Medicaid members

O MDHHS Priorities:
o Managing ED utilization
o Assessing for, and addressing, Social Determinants of Health

Confidential: Not for external distribution without expressed written consent of Greater Flint Health Coalition, Inc



Process Map of Management for Genesee County patients with High ER Utilization >

and Referrals to Hub for Community Linkages 0 9
7 GRENTER
/I/‘I/ Hub Referral for Community Linkages M a Le en d ]7//
High Complexity p g #m
INPUTS AATE5s | don't have food tonight ) ASC —_—
ADT. PCP referral, risk score, ASC Patient <DOH I don'thave aplaceto sleeptonight | || | | /¥ V¥V >
GLHC, Claims Data, IP Admits, Outreach within 24 SR 5 Access to clean water Work Flow
Internal Reports, CC360, BMP Rolirs Pk needas Afraid of being hurt in home Customer
O N e Safe housing in next two months or Supplier >
2 ’ Pertoimsareaning and outreach Sikann A o — . Information Flow
beseen by the PCP? Moderate Complexity
ASC Review of ER Q Mental Health Issues
: Substance Abuse Issues M
Patients : > : k4
\Q Do problems with child care make it Eléctronie
lsueen inputs and prioritze difficult to work or STUdy? Information
atients .
. Share with practices/PCP and Kaizen Burst
ey e O aachits Close Case (opportunity for .
3.Touch base with health plan improvement)
Reference to
. m‘ & the Dutcome Starburst
= ; Q&
Coondinaies
2
o PCP Care Mgmt [ —————— Participant Organizations
o Outreach Patient/ e Bovelop CareRlan Monitor Care Plan
g - Member ASCs: Professional Medical
Outreach to the patient 3 B,
= 2.Schedule the patientwith PCP Monitor patient for follow up .o ¥ By PCP or ASC DRI - Modify as needed Cormp., McLaren Physician
i Embedded care manager in all Adherence to established o partners
= — practices. processes
e ® |o
do each of & o Qo Medicaid Plans: MclLaren
us play? Health Plan, HAP - Midwest,
What do we Molina H/C of Michigan, Blue
do best? Care Complete
-]
<C Who to contact Assess & Genesee CHIR Backbone
= at:each Demographic Manage Social o Organization: Greater Flint
o location? Plans Aaita Determminants of Communication, Health Coalition
8 and ASC’s? Health (SDOH) Documentation,
- & Information
T T A Coordination PAYER
ember Contac
Screening Assessment
Member ~ Iah';e u:gy (::IH_oschedule appt s
e dication Review
" L d
e Payer Review of ER Outreach K pl g 2 Hub Referral- Payers
> Utilizers Sersening Calt atemptts | o . High Complexity (> 3)
EE reachimambar3:tmes o e, | don't have food tonight Add
2 2 i ‘. s | don't have a place to sleep i
Identify member with S or more ED Visits - i
Assigned Case Manager . . & tADnlght o : for
Determine who does member outreadh “ ;' No Fa” to Contact |m |ement Plan Of ccess to clean water
. Develop Plan of B Care .« *WAfraid of being hurt in home Hospital
LSl IR Care . Safe housing in next twao months
o q * | Send Community Coordinator to PR i Mental Health | ssues
A Mk Ao o spaia o Substance Abuse Issues
Connectors, Postal Service, and . QO Hasn't filled a critical prescription
Sherlock Team @
Q
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ICC Workgroup Future State

Coordinate What We Are Doing

k“; AT'ER /
P t' t Patient %
ID Patient a Ie n informed of < -1 3
who will

(ED Utilizers)

contact them

L \ for which <4 , 4
Health Plans \ purposes Patient I
Reports \ responsibility
Preventable \\ for managing PCMH |
n3ppropriate - I Garelnlan !
Sl \ P Neighborhood
Health Coalition \ I
| \
I We need to build I
et ke Hieakh ASC I Practice Embedded stronger communication
S Panel Management: Care Managers Develop & Implement & documentation across
High ED Utilizers High, Non-emergent | S - our medical I
6 and Preventable ED Use I > d'ays neighborhood
{including SDOH) I I
Improved accesg I ASC assumes \
& willingness of lead role of CCL Hub \ I
ADT/ MiHIN Hospitals to managing SD:CIbaltv \
provide this Info patient I Los \ Other Care
. Management
Various Plans
b-natiant aciial Plans know if patient is, Community
5 pad 'e?tha t;Ive Y being managed from Resolitces
engagec.wilh oRhercare billing codes {12 of them)
Ll Is there a better way? Bl ey istiis iy
Health Plans, PIHP, BMP, Y Care Plan Development Hub can inform
Other? eInteractive/Shared Common Care Plan embedded care
I «Define team, responsibility and time frames Manacementand
Outreach Building/ Patient Accountability +Patient centered obtainable goals g "
Patient Requirements «Overutilization of phone minutes ePatient education/comprehension buy-in coordinate
eWho is already being managed ASC vs Payer? I cTexts vs voice calls +Team approach
«Reasons for utilization oPreferred method of contact I sTeam review process of goals
«Barriers/SDOH +Single point of contact eIdentify barriers .
+SDOH / I eEveryone on our team knows my health history; common oReview SDOH (& address) E'I‘;::‘E?y"?:lg:g ﬁ:;:v :::i:ns
ePositive approach/nonjudgmental care plan I *Refer to Hub +Progress on goals
«Non-duplicative explanation *Why do I have to repeatedly tell my story «Standardized/common care plan «Motivational intervisiiii
«ID of who is doing outreach I «Consent for confidential diagnosis release (for all *Role Based Mani af oitine 9
«Coordinated communication relevant partners) I *Minimum standards of care plan accessible to the <Evaluate P
+Standardized Stratification oStandardized consent process team for sharing and collaboration .s;ta ;laalueprogress
Proactive Identification I *We need to define who the team is ePatient perspective . . I
* sUnderstand next steps I eIdentify what patents does not want to do :5\;::” ""_TI";aﬂO'; C;f 35:00 D|B;Sr :&kSOUI’OES, !:Otolsf
oUnderstand my obligations (rules of engagement) oAversion/choice/preference tg ‘:” o what, when (patient knows point o
I eContinuous shared communication of outcomes «Effective/Efficient engagement of team Sgll ct) extstepsi(referrai I d I
I SASable esureie comr‘;ms up on next steps (referrals, calls, provider
stinderstanding feariiliand o ffs: (Who/Wheh/hiat] OEstab'Iish points of communication across team
‘- —I 1 «Outbound referrals fiaiibers
I elracking I eProvider knows what insurance plans can provide
< 2 and vice versa I
*Reduced lost contact
<« -3 4
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Follow Up Actions Toward Future State

1. Monthly rounding calls between ASCs, practices, Health Plans, and CCL Hub Care
Coordinators

2. Medicaid Health Plans provide monthly ED utilization reports to Genesee CHIR BBO
o Submitted to Genesee CHIR

o CHIR combines plan reports into one ‘all payer’ report
o CHIR send ‘all payer’ report to ASCs

3. Ongoing education by CCL Hub to primary care practices regarding available services
Monthly in-person CCL workgroup meetings hosted by the Genesee CHIR

5. Continued Development of Standard SDoH screening tool
o Data collected and aggregated by Genesee CHIR

6. Investigating Care Coordination actions that might be delegated by Medicaid Health
Plans to either ASCs or CCL Hubs in order to reduce duplication of services and
address ‘current state chaos”

Confidential: Not for external distribution without expressed written consent of Greater Flint Health Coalition, Inc



~ ~

“Inappropriate” ED
Utilization
Genesee County
Medicaid beneficaries
attributed to SIM PCMH
having an ED vist for one
of the following primary
diagnoss:

-Acute upper respiraory
infection, J06.9
-Headache/mgraine, R51
and G43.909
-Abdominal pan, R10.2
and R10.84
-Urinary tract nfection,
N3%.0
-Low back pain, M54.5
-Otits media, H65 and H66
(any)

“Inappropriate” & Preventable ED Utilizer Report Process Map

A Medicaid
beneficiary has

visited the ED and
meets the report
specifications

- /

Preventable ED
Utilization
Genesee County

Medicaid beneficiaries
attributed to SIM PCMH

Hurley Medical
Center

Genesys Regional
Medical Center

having at least cne ED
visit in the previous
month and lacking a
PCP visit in the previous
twelve (12) months.

= T

LS /

MclLaren Flint

L {

MHPs create a
report of Medicaid
beneficiaries based
on the determined
criteria quarte

3

(~ )
UnitedHealthcare
Community Plan
3 /
G )
Molina
Healthcare of
Michigan
VS )
( i
Meridian
Healthcare
\_ )
- b
HAP Midwest
. )
(" R
MclLaren Health
Plan
L )
e )
Pending:
Blue Cross
Complete

>
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CHIR BBO breaks ou
report for
ASC/PCMH partners

CHIR BBO

ASC receives
report, performs
SDOH screen and

begins interventio

if trigger is met, a
referralto the CCL hub is
made

CHIR BBO
-Aggregation of de-
identified data for
population analysis

CHIR/BBO

- ~
Professional
Medical

Corporation

- g

e N
Genesys PHO

- o

' ™ |

Genesee

Community Health |- CCL Hub
Center
s P

rowices st of SIM POMIHS
with namesand NPis for
rowicers in each practce

S|
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CLINICAL-COMMUNITY

LINKAGE INITIATIVE bt

. . : Greater Flint [V Heaun
Genesee Community Health Innovation Region Health Coalition EEZHEX

SOCIAL DETERMINANTS OF HEALTH

=/ y 2 W @ ‘ @

@ e ‘ FOOD UTILITIES ~ HOUSING  CHILD CARE
Lo

o o O 0-) m@.

COMMUNITY MEMBER  COMMUNITY COMMUNITY RESOURCES
COMPLETES SOCIAL MEMBER HEALTH IDENTIFIED AND
DETERMINANTS OF REFERRED TO WORKERS LINKAGES MADE TO ME?\LCEAL EDUCATION  CRIME  TRANSPORTATION
HEALTH SCREENING CLINICAL ENGAGE WITH  ADDRESS SOCIAL
COMMUNITY RESIDENTS IN  DETERMINANTS OF
LINKAGE HUB COMMUNITY HEALTH
SETTINGS
DRUG MENTAL WATER SOCIAL
ABUSE HEALTH SUPPORT

Great Lakes Health Connect Community Referral Platform
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X GREATER FLINT HEALTH COALITION

Community Referral

Network

Genesee Community Health Innovation Region

Greater Flint Health Coalition

Community Referral Network
An Integrated System to

Fz ' Market
Improve Health Outcomes armers' Marke
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Presenters to Provide Overview of
Genesee CHIR Clinical Community
Linkage (CCL) Process




QUESTIONS?

&

THANK YOU!
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Intensive Working Session
(in small group tables)

11:40 AM - 12:10 PM




Working in Your Group:
The Morning’s Mission

1. Get to know each other (round robin introductions)

2. What care coordination data do you have access to?

o Which is most useful?

> How do you use it?

> How is it helpful in determining who needs care coordination or management?
° |s your organization trying new approaches to better use data? What are they?

3. What was of greatest interest to you from the morning’s presentations?
Why?




SIMR:

MDHHS State

I_U N C H Innovation Model
(in common EHR table groups;
with an MDC table & MHP table)

12:10 PM - 1:10 PM




12:10-1:10 PM

LUNCH
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Using Internal Data for Improved
Coordination and Value: Case Studies and

Step-by-Step Solution Finding

1:10 PM - 2:10 PM




SIMR

SIM ED Interventionmnoaton Mode
Predictive Model

LEAH CORNEAIL
MICHIGAN MEDICINE
LEAHHV@MED.UMICH.EDU OR 734-615-6578

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES
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SIM ED Intervention Overview

Intervention

o Intensive case management for residents of Washtenaw/Livingston counties who are
expected to be high utilizers of the ED.

o 11 community agencies have been identified as “hublets.”

o Patients are assigned to a “lead hublet,” which serves as the primary point of contact
for care coordination.

o PCE Systems, also called “MiCareConnect,” is used as shared web-based portal to track
patients across hublets. All hublets can view who lead hublet is, case notes, care plans,
etc.

o The individuals with the highest predicted ED use during the next six months were
randomized 1:1 to immediate versus delayed intervention (6 month delay), stratified
by county.

o Center for Health and Research Transformation (CHRT) serves as administrative
backbone organization.




SIM ED Intervention Overview Continued

Hublets
o Avalon Housing

o Home of New Vision

o |[HA

o Jewish Family Services

o Livingston County Catholic Charities

o Livingston County Community Mental Health

o Michigan Medicine Complex Care Management Program
o Packard Health

o St. Joseph Mercy Health System

o Washtenaw County Community Mental Health
o Washtenaw Health Plan




How are patients identified?

SIM ED Intervention Predictive Model
o Data from three health systems:

o Michigan Medicine
o St. Joseph Mercy Health System
o Integrated Health Associates (IHA)

o Data aggregated and de-duplicated by Michigan Data Collaborative
o Random forest model built and run by University of Michigan Department of Learning Health Sciences
o The model is updated every two months

o 16 patients (a mix of intervention and control cases) are released to hublets each week. The hublets are blind to
the intervention versus control status of patients from the predictive model.

Referral Source (as of 6/8/19)
o 74% predictive model
o 20% provider referral (defined set of criteria)

° 6% both predictive model and provider referral




Predictive Model Outputs

Version 5 of the model includes 441 predictors. Top 5 predictors of future ED use:
m Variable

Total number of ED visits
m St. Joes number of ED visits
Standard error of the slope of ED visit: the value when available
I Definition: Standard Error - the average distance that an observed value deviates from
m the regression line, a line that best fits the trend of the data
5 |

Number of ED visits in the Spring
Standard error of the slope of ED visits: was the variable missing? (yes/no) e H

Top 5 diagnoses:

| #_| Diag
Nausea and Vomiting ICD10_R11
H Problems related to lifestyle (tobacco use, lack of exercise, inappropriate
diet, high risk sexual behavior, gambling, sleep problems, etc.) ICD10_Z72
E Alcohol related disorders ICD10_F10
W Headache ICD10_R51
I Legal intervention (injury sustained as a result of an encounter with any
law enforcement official) ICD10_Y35

SIM
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Predictive Model Outputs — Continued

Payer
o The top payers were Medicaid (41%), Medicare (23%), and Private (14%).

o Few private insurance patients were referred by providers: 55 of the 60 private insurance patients were referred
through the predictive model.

Figure 2: SIM Referral Sources by Payer
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Predictive Model Outputs — Continued

Geography

o The top seven zip code areas represented 83% of total referrals and included Ypsilanti (43%), Ann Arbor (35%)
and Howell (6%).

o Howell referrals (zip code 48843) were predominantly from provider referrals and combined provider and
predictive model referrals.

Figure 3: SIM Referral Sources by Top Zip Codes]
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SIM ED Intervention Current State

o As of June 8, 2019, there were 382 active
participants in MiCareConnect (PCE
Systems)

o Of those participants active for more than
14 days, 60% had completed an initial
screening

o Of those participants active for more than
21 days, 58% had completed a concrete
needs assessment

o Of those participants active for more than
31 days, 40% have a care plan on file

Participant Status

Number of Participants

Number of Active

Participants 382
Number Paused 11
Number of Inactive 807
Declined/Refused 346
Unable to Contact 153
Needs Met 100
Deceased 113
Ineligible by SIM Criteria 77
Closed by Admin 9

Brief Assist/Hand-off to
other 9

Total




SIM ED Intervention Next Steps

Predictive Model
o Social determinants of health data will be added to the model.
o SDoH data from IHA, HVPA, and Michigan Medicine is also being aggregated by MDC

o SDoH data cannot be added until there are a full two years of data to enable model training
and testing

o Data collection began in fall of 2017.

Evaluation

o |[n addition to the State of Michigan’s overall SIM evaluation, CHRT is working with evaluators
at the UM School of Public Health to evaluate the SIM ED Intervention

o Data collection ended June 30, analysis expected by October 2019

o CHRT seeking funding to continue intervention until evaluation results are available
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Great Lakes OSC

30 Private Practice PCP’s

10 counties
25 different EMRs

Care Managers hired/managed
by practices

— ° 32 CM's
h’i o 3 LMSW
Great Lakes o 5 Care Coordinators
PHYSICIAMS ORGANIZATION o) 2 SIMS PraCtlceS
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Population of Chronic Conditions

ALMA FAMILY PRACTICE CLINTON COUNTY MEDICAL CENTER
Chronic Condition 185 A2% Chronic Condition 704 34%
Asthma 38 5% Asthma 177 9%
Diabetes 25 &% Diabetes &6 3%
Hypertension 37 8% Hypertension 161 8%
Obesity 151 34% Obesity E57 27%
Overweight a7 10% Overweight 198 10%
Moderate 31 7% Moderate 115 5%
Severe 32 20% Severe 344 17%

A

Krown Author is licensed under CC BY
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Obesity Success Example #1:

Group Diabetes Weight Management Classes

Physician Assistant: medical education disease process
RN Care Manager: diet/exercise education & disease process
Social worker: Counseling on mindful eating

Pre Class hemoglobin Alc of participants
° 3 months after




Obesity Success Example #2

50 year old male

Physician assisted weight management
o Get diabetes and cholesterol controlled before referring to surgeon.

Warm Handoff

Care management for nutritional and diabetes.
o helping to meet goals that surgeon will require before doing surgery anyway.

Outcome: Cholesterol is now controlled, diabetes continues to improve and weight is down 15+
|bs.
Patient continues with regular follow up visits to meet goals.




Quality Measure

ALMA FAMILY PRACTICE PC

Quality Measures

Percent of Qualifying Members

Measuremant Pericd: January 1, 2013 - December 31, 2018

CLINTON COUNTY MEDICAL CENTER, PC

Quality Measures
Percent of Qualifying Members
Measurement Period: January 1, 20138 -December 31, 2018
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Great Lakes PO Process

Ongoing Practice Assessment

Focus on workflows to achieve goals for individual practices
o Meet the practice “where they are at”
o Collaborate to help identify priority based on

o Patient population

(e]

Competing priorities

(e]

Barriers

(¢]

Engagement level

(¢]

Care Management team in relation to patient population
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(") Inpatient Follaw-Up

Quarterly Care Management, Percent of Patients |[@wrereater:

“Engaged” % Reports
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Diabetes Success Example #1

Nov 2018 HbA1C 8.0

o Recently widowed

o Diet habits, New Significant other, Baking Cookies
o Leaving for FL for winter

Warm Handoff
o Care manager calls every 2-4 weeks while in FL

o April 2019 A1C 6.3



Diabetes Example #2

47 year old female
o Elevated Hgb A1C 10.9

o Poor dentation
o Multiple list of needs after not being seen for over 5 mos.

Warm Hand-off for coordination and collaboration.

Soft diet of potatoes, pasta and breads due to extensive dental
concerns

o Medicaid dentist (MIBridges)
o A1C reduced 9.3% within 4 months




Cost & Utilization
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Utilization Measure
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TCM follow up Success Case

Spring 2018
o 53 year old male STEMI
o Hgb A1C 11.8%
o Daily pack per day smoker

Enlisted pt during TCM call
o Developed anxiety & CHF
o stopped smoking and monitors blood glucose more closely.

Hgb Alc 6.8% during summer 2018




Frequent ED Case Study

56 year old male Home Care Patient
o Multiple co-morbid diagnoses
o Calls an ambulance
o Admit to hospital
o Leaving against medical advice

Warm Handoff to evaluate situation.
o Anxiety about being home alone during week was too mu....
> Wanted to be home on weekends
o Education on Palliative Care & initiated
> No hospital admission in over 4 months.




Patient Ping

Emergency Department and Inpatient Discharges

Great Lakes OSC
Q1 2017 - Q2 2019

2018 Q1 2018 04




Patient Ping

ED Visits by Day of the Week

Great Lakes OSC
1/1/2019 - 6/30/2019

Sunday Monday Wednesday Thursday Friday

S|
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Events by Day of Week
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TCM Care Management

Strategy to Manage RISK
(Role of Care Manager versus MD, PA, NP)

CARE MANAGER IMD, PA, NP

o Introduce Self/CM during 48 hour call

o |ldentifies “red flags”
o Inform patient would like to see at TCM appt —oCM + Provider Huddle

o Provider “Elevator Speech”

BOTH: **Provide personalized CM flyer _ a

o . **5 W'’'s
o Permission to call in 1-2 weeks >
o Follow up on medical plan of care

o Set up longitudinal care management
o (After 29 days-start billing)

T~

Great Lakes

ORCANIZED SYSTEMS OF CARE




ED Utilization & Obesity Success Case

40 year old female
o Anxiety, depression, insomnia, GERD, hypothyroidism, others
o She was frequenting ER for non-emergency concerns

Warm hand-off February 2017.

o Medication management and compliance.

o Not reading her medication bottle labels

o Continued taking her meds as before and was not aware of any adjustments that had beer

o Goal: weight loss & Improve a poor self-image.
o She began by walking short distances twice daily to build up endurance.
° Increase to walking 2-3 miles several days a week.
o Stress in her life

o BH provider and counselor twice a month.




Continued

Maintaining 49# weight loss

keeps a pair of pants

Improved ER utilization & decreased the frequency visits with her PCP.

Year ER PCP ™M
2017 9 16 6
2018 7/ 12 9
2019 to date 4 5 10
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Patient PING

Top ED Family Utilizers

1/1/2019 - 6/30/2019

g
g |8
7| 17| |7] |7
6 6| |6]6| |5 |6 |8
ERERERE ) )
This Photo by Unknown Author is -

4| (4] |a] |4| |a| |4] 4] |2
||||||||333333333333333333333lTﬂTa

SIM

MDHHS State
Innovation Model



https://en.wikifur.com/wiki/Daffy_Duck
https://creativecommons.org/licenses/by-sa/3.0/

Cost & Utilization Example

70 yr old female- in wheel chair at Senior living
BH Dx, Polypharmacy, High risk meds, Pain Meds, DM, CHF, COPD

Daughter demanding S otherwise would not take to appt, get meds,
etc. Living in patients house.

Pt running out of money

Care management-referral
o Low income housing
o Medication assistance-Med Rec




YEARLY SPEND COMPARISON

Cctober

B 2014 spending ] 2015 spending ] 2016 spending [ 2017 spending ] 2012 spending

[ 2019 spending
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Strategies (Influencing & Advising)

Treat all payor patients in similar fashion
o Focus on workflow
o Advise efficiencies
o Work at top of licensure
o Ease into what workflow is already occurring

o Naturally come to conclusions that make
sense for their practice

4 A

REPETITION is the
Mother of All
Learning!

-Old

Russian Proverd

This Photo by Unknown Author is licensed under CC
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GLOSC BCBSM Commercial Final Scores

2016

Blue Cross.
Blue Shield

Commercial PPO - Clinical Quality Performance and Improvement [ Bllic Shi

Clinical quality scores are based on two components - performance (70%) and year over year improvement {30%). Scores are developed for the
population based on performance as compared to PGIP PO peers at the measure level and will be used to assess the PGIP clinical quality incentive.

Performance

Improvement Commercial PPO

2017

Commercial PPO - Clinical Quality Performance and Improvement ) Ble S,

of Michigan

Clinical quality scores are based on two components - performance {70%) and year over year improvement {30%). Scores are developed for the
population based on performance as compared ta NCQA Benchmarks at the measure level and will be used to assess the PGIP clinical quality
incentive,

Cemponent

Score
(70%)

(30%)

Current Score

3.41

2,12

Overall
Score

3.02

Current Ranking among

PGIP POs

6 out of 43

14 out of 43

5outof43

7| 2az

e 2015 e 2015

IV g4 312 3

383 353 a4

q

Improvement Score Trend

2016

5.00

i

300
2 2.8 288
2 x

Mar Apr  May  June  Juy  Aug  Sept Mar  Apr May  June  July Dec

Component Score
(70%)

Performance Improvement

Score
(30%)

Current Score 4,41

4,00

Commercial PPO
Overall
Score

4.29

Current Ranking among 1 out of 41

PGIP POs

1 out of 41

1outof4l

Improvement Score Trend

el 3016 e—— 2017

376 388

Mar  Apr  May June July Auz  Sepr Oct  Nov  Dec

Great Lakes OSC, LLC Quality score as of Dec 2017 is 4.41

Mar  Apr May June July Aug  Sepr Oct  Nov  Dec

Great Lakes OSC, LLC Quality Improvement score as of

Great Lakes OSC, LLC Quality score as of Dec 2016
is 3.41 which is above the PGIP PO average of 2.65

Great Lakes OSC, LLC Quality Improvement score as of Dec 2016
is 2.12 which is above the PGIP PO average of 1.79

which is above the PGIP PO average of 3.43 Dee 2017 is 4,00 which s above the PGIP PO average of 2,67
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BCBSM Final Quality Scores
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Next Steps
ing “Community Health Cloud”

Build

SIM
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Marie Wendt
Director of Quality & Care Management
Mwendt@glpo.org

989-529-1957
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Report-Outs and Group Sharing on
Intensive Working Session and Case
Study Findings

2:10 PM - 2:50 PM




Working in Your Group:
The Afternoon’s Mission

1. What technique or learning from the panel presenters (from Great Lakes and
U of M) did you find most valuable to your work? How might you apply it to
your work?

2. What have you tried regarding care coordination that didn’t work and what
did you learn from it?

3. What is your best tip for using care coordination data?




Table Report-Outs

What Was Your ONE Best Learning or Idea from Today?

* Can be an idea within a presentation, or

* Something that a table member shared, or

* Something that your table developed from putting the best thinking
of all together
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Wrap - Up and Closing Remarks

2:50 PM - 3:00 PM




