8/27/2014

Care Coordination Collaborative Learning
Session #3
DAY 1: Tuesday July 22nd, 2014

Welcome!
• Introductions
• Day One and Two Agenda Review

2

CCC LEARNING SESSION #3
Making a Case for
Population Based Care

3
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Agenda: Day 1
Time

Topic

8:30-8:40

Welcome, Agenda Review, and Story Board Presentation Plan

8:40-8:45

Inyo Team: Story Board Presentation

8:45-9:30

Opening Plenary: Making a Case for Population Based Care

9:30-11:30

CCC Pilot Teams Break Out

11:30-12:15

LUNCH

12:15-12:30

Madera, CCS, and Project Renew Story Board Presentations

12:30-2:30

Care Coordination Mapping Exercise

2:30-2:45

BREAK

2:45-3:45

Organizational Team Meeting #1

3:45-4:30

Advancing the Delivery of Coordinated Services: Half a Year into CCC Learning

4:30-4:45

A Look at Day 2 Adjourn

4

Agenda: Day 2
Time

Topic

8:30-8:45

Questions and Feedback from Day 1

8:45-10:00

Model for Improvement: Implementation and Spread

10:00-10:10

BREAK

10:10-10:15

Modoc Story Board Presentation

10:15-11:30

Change Idea Presentation/Exercise: Use Multidisciplinary Care Coordination Clinical
Team Meetings

11:30-12:00

Drug Medical Waiver: Impact on Provider Roles and Care Coordination

12:00-12:45

LUNCH

12:45-1:00

Solano, Lake, and Tuolumne Story Boards

1:00-2:00

Data for Improvement: Using CCC Measures

2:00-3:00

Organizational Team Meeting #2

3:00-3:45

Team Report Out

3:45-4:00

Wrap Up and Adjourn
5

Story Board Presentation:
Inyo CCC Team
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Inyo County
Care Coordination Collaborative
Celebrating Successes
Valuing Failures
CCC Learning Session #3
July 22-23, 2014

Inyo Project Team

Charter
• Aim

• Objectives

Over a period of 15 months, our team plans to make
changes by building a person-centered seamless
experience of care emphasizing the mind body
connection. These changes will result in improved
health outcomes and reduction in cost of care
provision as well as increased patient satisfaction.
The people we are targeting have complex cooccurring conditions and required coordinated
services. Our team will consist of primary care,
mental health and substance use disorder
providers within Inyo County. Our team will work
to establish multiagency communication, create
work-flows for coordinated care, promote selfmanagement and use clinical information systems.

1. Within the collaborative timeframe, 75% of the
individuals will have been screened for mental health
conditions, substance use disorder conditions and
medical conditions.
2. 75% of individuals in target population will have
shared care objectives that include physical health,
mental health and substance use treatment goals.
3. 75% of target population individuals will have
documentation of medication reconciliation across all
providers in the last 6 months or 2 weeks following a
medication change.
4. 80% of the target population will report that their
satisfaction/experience with care is good/excellent.
5. Reduce by 10% the use of emergency room.
6. Reduce by 10% the cost of physical health care for
the target population.

• Population Served
Individuals who have serious mental health and/or substance use disorders who are at risk of cooccurring health conditions due to the nature of their mental illness/addiction and would benefit
from services from two or more service provider organizations (for this collaborative, provider
organizations include Inyo County Behavioral Health and the Northern Inyo Hospital Rural Health
Clinic).
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Highlighting Successes
• Peer Supporters
– Trained 3 peer supporters in MI skills and on
how to facilitate the development of Wellness
Recovery Action Plans (WRAP).
– PDSA completed to test peer-lead WRAP
groups. WRAP includes at least one physical
health goal.

Highlighting Successes
• Medication Reconciliation
– Larger task than it appeared to be initially but the
process is getting integrated into daily work flow and
way of doing business. Moving from seeing this as
an overwhelming task to more manageable.
Recognition that reconciling requires weekly time
commitment.
– Important change as their was investment in it on
both the BH and PC side; it opened doors between
the agency; allow the PCs to discuss other issues
like frequent users that need BH services.

Useful, Instructive Learning
• Learning from Tests that did not go as planned
– Medication Reconciliation- there is a delay in medication
reconciliation across systems.
– Peer Supporter- it took longer to identify persons who could train
as peer supporters because we did not bring our peer provider
into CCC meetings earlier (needed to bring her up-to-date
separately).

• How Did this Learning Inform Next Steps and Pursuit of
Changes that Work
– Medication Reconciliation- There was a need to set aside time
for data input. Looked at roles and had to shift tasks to different
desks.
– Peer Supporter- needed to involve the peer provider in the CCC
as a key member.
– Need to train a greater number of peers to end up with a target
number of peer supporters.
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How You Did It
• A Change being considered for
implementation:
– For peer supporter role, how do we transition
from training to service provision?
• Peer supporters are doing practice interviews
using MI and developing practice WRAP plans with
each other.
• Develop a weekly support group for peer
supporters as part of on-going training and
development.

Planning Ahead: The Next 6 Mos.
• Changes Planned for the Next 6 Months:
– Peer supporters accompany SMI individuals
to physical health care appointments.
– Establishing routine health indicator screening
with clients who have SUD as a strategy to
initiate whole health discussions.
– Designing and implementing multidisciplinary
clinical care conferences.

Opening Plenary: Making a Case for
Population Based Care
Marc Avery, MD
University of Washington, AIMS Center
&
Peter Currie, PhD
Inland Empire Health Plan
15
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Session Objectives:
• Understand the basic concept of populationbased care
• Understand how population based care
approaches can improve clinical outcomes
• Be familiar with tools and techniques that
promote population-based care methods

Population-based care means:
• ensuring outcomes
• for all patients in a group
• with a targeted condition
Tufts Managed Care Institute Newsletter, November 2000
http://www.tmci.org/downloads/topic11_00.PDF

Principles of Effective Integrated
Behavioral Health Care
Patient Centered / Collaborative
Population-Based
Measurement-Based
Evidence-Based
Accountable
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Why population based care?
1. To keep track of folks – i.e. so patients
don’t fall through the cracks.
2. To oppose human nature – the concept of
“clinical inertia”
3. Because a wealth of research suggests it
works – it’s the right thing to do.

1. Keeping Track of Patients: Example of a Case List
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1. Keeping track of folks –
Sometimes the patients who need us most are the ones we
don’t notice as much
Group 1
Punctual
Articulate
Polite
Engaging
Compliant / Adherent
Responsive to advice
Has transportation
Simple, Understandable
Similar to you

Group 2
Misses Appointments
Disorganized thinking
Rude, angry, agitated
Reserved
Isolative, Avoidant
Care rejecting
Lacks transportation
Complex and Confusing
Dissimilar to you

Reason 2: Confronting Clinical Inertia

From: O’Conner, Patrick, et. Al, Clinical Inertia and Outpatient Medical Errors,
AHRQ, Advances in Patient Safety, volume 2

Reason 3: Because it works
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IMPACT doubles effectiveness of
care for depression
50 % or greater improvement in depression at 12
months
Usual Care
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MHIP: P4P-based quality improvement
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Caseload
List
(Registry)

What Does Population
Based Care Look Like?

Information
Sharing

Screening
Tools

Caseload
Consultation

Tracking
Tools

Quality
AIMS /
Payments
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Population Healthcare from the
Health Plan Perspective:
“Orchestration”



Meaningful collaboration and partnership with County
MHPs, CBOs and Providers:



From Silos to Shared Responsibility
Improving Health Status For Target/Sub-Groups of
Members:



Going Beyond Disease Management
The right mix of medical, social and environmental services

Using Health Plan Data to Achieve the Triple
Aim - One Target/Sub-Population at a time
Strategies for Grouping Target Populations
•
•
•

Diagnosis or Combination of Diagnoses
Analyze Utilization & Demographic Data
Organize the Data by Population Characteristics not by Agency Restrictions

Integrated Population Based Care:
Selecting the Right Combination of Partners

High

― Degree of Control
― Time to Implement

Low
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Populations are Unique & Require
Custom Solutions: Three Strategies
Strategy # 1: Adapting Proven County MHP Program for Health
Plan Population: Telecare Wrap Around Program for High Cost Dual
SMIs
Strategy #2: Orchestrating New Partnerships of Existing
Specialties/Providers: Combining Pain Management, FQHC Primary
Care, Mental Health and Substance Abuse Intensive Outpatient Program
to create a new Narcotic Misuse Center of Excellence
Strategy # 3: Multiagency Collaborative: Autism Assessment Center

Strategy #1: “Adapt & Pilot Proven
BH Program” – Health Plan Hires Telecare
Dual Eligible SMI Psych Admits Reduced by
61% for Participating Members
36

14

Pre TeleCare

Post TeleCare

For each Member information was collected six (6) months prior to TeleCare enrollment up May 29, 2013

Reduction in Psych Bed Days
Psych Bed Days Reduced 76% for Dual
Eligible Participants
347

84

Pre TeleCare

Post TeleCare

For each Member information was collected six (6) months prior to TeleCare enrollment up May 29, 2013
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Medical Cost Offset: ED Utilization
Telecare Group - ER Cost PMPM
$300.00
$265.63
$250.00

$200.00

$150.00

$100.00

$50.06

$50.00

$Telecare
Pre-Consent

Telecare
Post-Consent

Psychiatric Wrap Around Services
Bring Down ED Costs by 74%
Visits
Pre Telecare

Post Telecare

89

29

Months Reflected
Pre Telecare
Post Telecare
102

ED Visits PMPM
Pre Telecare
Post Telecare

125

0.87

0.23

ED Visits PMPM
0.87

0.23

Pre Telecare

Post Telecare

Average ED Cost per Visit is $510 ($110 for the professional component and $400 for the facility) - [Information Provided by IEHP's
Provider Contracting Department]

Control Group –
Increasing Psychiatric Hospital Costs
Control Group - Inpatient Cost PMPM
$4,500.00
$4,000.00
$3,500.00
$3,054.05
$3,000.00
$2,500.00
$2,000.00
$1,500.00

$1,211.06

$1,000.00
$500.00
$Control
01/11-12/12

Control
01/13-10/13
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Control Group:
ED Cost - Minimal Change Over Time
Control Group - ER Cost PMPM
Earliest Recorded Telecare Date through 10/25/2013
$300.00

$250.00

$200.00

$179.40
$155.07

$150.00

$100.00

$50.00

$Control
01/11-12/12

Control
01/13-10/13

25% Return on Investment for IEHP
Cost Per Member Per Month - Combined

$4,131

$3,084

Pre TeleCare

Post TeleCare

For each Member information was collected six (6) months prior to TeleCare enrollment up May 29, 2013
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Strategy # 2: Combining Providers For New
Trans-Disciplinary Treatment Team - Narcotic Misuse








Prescription Narcotic Misuse and Addiction is
begging for a Population Health Solution
Huge Cost to Health Plans and the Community
Not Effectively Managed by Pain Management Docs
SUD Programs Avoid Consumers with Chronic Pain
People with Pain Avoid SUD Treatment
Primary Care Often Pressured to say Yes to Drug
Seeking patients

Riverside Model: Host Mental Health
Provider Group Builds Trans-Disciplinary Team




Existing Psychiatric Group Practice Partners with
Pain Management Group
Adds Non-Traditional Wellness Providers
Acupuncture
Nutrition
 Fitness/OT







Adds full scope of SUD Providers including
Medication Assisted (eg: Suboxone)
Health Plan to Provide Referrals/Payment and
Partner Pharmacy

San Bernardino Model: SUD
Intensive Outpatient Program to Host Team






Matrix Center in Rancho Cucamonga to Use UCLA
based SUD model for Narcotic Addiction
Pain Management Doctor to Co-Locate
FQHC Primary Care and Psychiatry to Co-Locate
Health Plan to Provide Referrals/Payment and
Partner Pharmacy
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Strategy # 3: “Multi-Agency
Collaborative”- Autism Assessment






When a Solution Depends on Shared Responsibility
Collaboration takes Longer to Implement
Bringing Everyone Along takes Shared Vision and
Mission which must be centered on the Target
Population - not any single Agency
When Commitment and Perseverance Prevail a
Collaborative Strategy often yields The Best Result

“Community Solution”

The Problem:
Late Diagnosis = Late Intervention =
Diminished Quality of Life & Higher
Life-Long Care Cost

National
Ave Age of
diagnosis

Average age
of ASD
diagnosis of

Latino
Children

Average
age of ASD
diagnosis in
the
Inland
Empire

in the
Inland
Empire

Age diagnosis
can be reliable &
valid

Kids with
Autism
Deserve an
Answer!
Scarce Resources
Lack of clinical criteria
Lack of essential
medical personnel

Fragmented System

Quality of Life

Treatment is not well
understood or coordinated

Delay in diagnosis =

Decisions based on cost
rather than clinical criteria

Diminished life-long
functioning

Lost early intervention =
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The Solution:
Formation of the Inland Empire ASD Collaborative
Concept
Dept

Autism Society
Inland Empire

Children’s
Network

of
Pediatrics
Loma
Linda
University

First 5
Riverside &
First 5 San
Bernardino
Counties

Desert
Mountain
Special
Education
LPA

Inland Empire
Health Plan
(IEHP)

Riverside
County Mental
Health
Department

Inland
Regional
Center

Riverside
County Office
of Education

San Bernardino
Department of
Behavioral
Health

Inland Empire (IE) ASD Collaborative
Vision:
“Every child in the Inland Empire will have access to a
collaborative, organized, integrated and TransDisciplinary Assessment/treatment resource for Autism.”

Mission:
“To meet the autism community’s needs through shared
responsibility for a comprehensive and TransDisciplinary assessment, Treatment Recommendations,
Referrals and Resources in order to maximize the
quality of life for children in the Inland Empire with
Autism and their families.”

AACE Center:
Integrated & Child-Centric

Inter-agency
collaboration

Comprehensive
assessment

Improves
referrals and
aligns providers
and educators

Eliminates
wasted time &
duplicative
assessments

“One Stop Shop”

Early Intervention

Reduces parent’s
burden of having to
advocate and
coordinate across
multiple agencies

Access to treatment
at an earlier age
leads to a higher
Quality of Life &
functioning
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The AACE Center Opens 2014
and Promises to:







Be recognized by medical treatment providers,
school districts and social service programs as a
trusted and credible assessment provider
Provide families and providers with useful,
appropriate and actionable treatment
recommendations, referrals and resources
Be financially self-sustaining 2 years after start-up
Create a model that can be replicated in other
communities.

Last Thoughts: What Works


Integration of Behavioral & Physical Health Care is the “Best Practice”
 Separate is not Equal
 Parity is not enough: Parity is a mandate, Integration is the Work to be done
 Coordination of Care in not Sufficient: just a stepping stone toward integration



Effective Population Health Requires Health Plans to develop direct relationships
with Behavioral Health Providers in private practice, in county programs and
community based organizations
 Direct Relationships are best: Minimize use of Sub-Capitated Middle Men that limit
access
 Health Plans must bring BH expertise “In House” to ensure Quality BH Care
 Providers should contract at the highest possible level of the Funding Stream Directly with Health Plans when possible



Integrated Models of Population Based Care offer Open Access to BH Services and
this pays for itself in Medical Cost Offsets
 Not treating BH conditions drives up Medical & Social Costs and worsens population
health
 BH Providers need to demonstrate Value by Measuring Results and prove to Health
Plans the return on investment (ROI) BH services yield

CCC Pilot Teams Breakout

51
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LUNCH!

52

Story Board Presentations:
Madera County, College Community
Services, and Project Renew

53

CCS
Camino Nuevo
Anaheim Recovery
1200 N. Main Street, Suite 650
Santa Ana, CA 92701

1901 E. Center Street
Anaheim, CA 92805

Customer Centered Care • Results • Embracing and Respecting Diversity • Collaboration• Innovation
and Evolution• Being True to Our Word • A Compassionate Culture
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CCC Project Team
Team Member
Role

Team Member Name

Organization

Executive Lead

Katherine Lee, Regional Director

College Community Service

Team Lead

Naomi Caster, Program Director

CCS- Anaheim

Team Lead

Irian de Armas, Program Director

Camino Nuevo

Data Lead

Andrea Terceros, Data Analyst

Providence

Team Member

Melba Rivas, Case Manager

Camino Nuevo

Team Member

Araceli Vidales, Case Manager

Camino Nuevo

Team Member

Jennifer Barr, MFT Intern

CCS- Anaheim

Team Member

Fernandez Sanchez Lozano, Case
Manager

CCS- Anaheim

Team Member

Ronda Eggers, LPT

CCS- Anaheim

Charter
• Aim

• Objectives

Our aim is to bring all the support in the participant’s life
(family, medical providers, mental health providers, and
case managers) to make collaborative decisions on how
to best serve the participant’s needs in all areas of life
functioning. Many of our participants have serious
medical conditions such as diabetes, hypertension, heart
conditions, hypercholesterolemia, hepatitis, co-occurring
disorders, and other serious medical conditions that
would benefit from collaborative care; however
participants without these conditions are not excluded
from the target population. We will improve overall health
status by improving coordination of care with all
providers to lower cost and improve overall health.

•
•
•

•
•
•

Will work in collaboration with PCP to educate
participants on their health care needs.
Will use the “My Total Health Plan” with participants
to improve coordination of care.
Will connect participants with insurance provider or
other community resources to provide education on
their medical conditions as needed.
Program LVN/LPT will take vital signs at the start, 6
months into the collaborative and at the end
Will have clients obtain lab work as a baseline and
at the end of the collaborative
Will establish their initial satisfaction score with
coordination of services among service providers at
the start and at the end of the collaborative via
Likert scale 1-10.

• Target Population
•

Our target population is shared participants between CCS Anaheim/CCS Camino Nuevo and the UCI clinics in
both Santa Ana and Anaheim. Our target population has seen some fluctuation, but is at 44 at this time.

Highlighting Successes
•
•
•
•

Identifying a medical provider as a partner with UCI family clinics in Santa
Ana and Anaheim
Assigning Care Coordinators for all participants in the target population.
Coordinating with UCI clinics to identify shared participants.
Identifying the use of the form “My Total Health Plan” with participants and
consolidate some of our internal forms to assist with
1) Identifying health goals for each participant in the collaborative
2) Reconciling the medications
3) Incorporating health goals into treatment planning

•

Collaborating with UCI to begin the process of putting a system in place for
flagging shared participants with the PCPs.
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Useful, Instructive Learning
• Learning from Tests that did not go as planned
After completing at PDSA, we learned that a 30 day window to complete and
coordinate with PCPs with the “My Total Health Plan” is not long enough and that this
process may take several months for participants to complete.

• How Did this Learning Inform Next Steps and Pursuit
of Changes that Work
We will then leave this test change open and continue to gather this
information as it will help with other test changes such as medication reconciliation and
identifying shared goals which will be necessary if we want to address test change
around use of Brief Action Planning.

How You Did It
• Change being considered for
implementation:
– Coordinating with our UCI partner about changing their roles and the data
outcomes.
– UCI implementing a systems change to add CCS to their face sheet for easy
PCP access. We hope this improves coordination of services.
– Coordinating with UCI and participants for medication reconciliation and use of
Brief Action Planning to create change with shared goals.

Planning Ahead: The Next 6 Months
• Changes Planned for the Next 6 Months:
• Using Brief Action planning/PDSAs to consider changes
such as
–
–
–
–

Completion of all MTHP (My Total Health Plan) forms for shared participants.
UCI implementing a flagging system to alert PCPs of shared participants.
Conducting regular meetings with UCI staff.
Coordinate care for participants to begin incorporating health goals in treatment
planning.

20

8/27/2014

Thank You!

Project RENEW
3188 Airway unit F
Costa Mesa Ca 92626

CCC Project Team
Team Member
Role

Team Member Name

Executive Lead

Linda Karpel, Program Director

RENEW

Senior Lead

Not Applicable

RENEW

Team Lead

Heather McCollum, PSC Lead

RENEW

Data Lead

Andrea Terceros, Data Analyst

RENEW

Clinical Supervisor

Jessica Cortes, Office Manager

RENEW

Team Member

Karla Miranda, PSC

RENEW

Team Member

Sergio Salas, PSC

RENEW

Partner

Jewel Loff, Chief Program Officer

HURTT Family Clinic

Partner

Stephanie Telles

HURTT Family Clinic

Organization
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Project RENEW AIM and Objectives
Our CCC aim is to coordinate physical and
mental healthcare of our clients over a period of
18 months. The partnership between
RENEW/Providence and the Hurt Family Clinic

• 90% of at least one family member linked
to a Physical Health Provider
• 90% of at least one family member linked
to a Mental Health Provider

will consist of case managers, care coordinators,
primary care, dental, vision and mental health
professionals to improve the health status for

• 75% of at least one family member linked
to Dental or Vision Services

both members of the partnership. Teams will
work to establish multiagency communication,

• 100% of our intake clients will be screened for
Physical, mental, vision and dental services.

create workflows for coordinated care, promote
self management for families, and use clinical
information systems. These changes will build a

• 100% of our clients will have
awareness/education of physical, mental, vision
and dental services

seamless experience of care that is personcentered, cost effective, and results in improved

• Reduce non-emergency hospital visits for least
one family member by 25%

health and wellness.

Target Population
The target population is the collection of individuals within each family
that is connected to Project RENEW. The individuals could be any
member of the 172 families that Project RENEW is contracted to serve.

Highlighting Successes
Your most promising result so far:

Understanding the Hurtt Family Clinic Process
Referral Process from RENEW to Hurtt Family Clinic

How You Did It

Referral Process from RENEW to Hurtt Family Clinic
oReferral Intake Form
oHealth Screening Tool
oReferral Log
Understanding the Hurtt Family Clinic Process
oEducation from RENEW
oEducation from Hurtt Family Clinic
oEducation from Case Managers and their experiences
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Useful, Instructive Learning
 Learning from Tests that did not go as planned
We learned that the Referral intake form wasn’t going to be enough to
understand all the needs of the clients and their families.
There needed to be a different tool to capture the information for all members of
the family.

 How Did this Learning Inform Next Steps and

Pursuit of Changes that Work

We created the health Screening Tool to capture the needs of the family
members and client. This tool has specific questions to differentiate the needs:
oDental
oVision
oMental
oMedical

Planning Ahead: The next 6-months

We will begin to incorporate more case managers and
staff in the Action Period Calls
Implement and Utilize Health Screening Tool

Thank you
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Care Coordination Mapping
Exercise
Jerry Langley, Improvement Advisor
Associates in Process Improvement
&
Gale Bataille, MSW
California Institute for Behavioral Health Solutions
70

BREAK

71

Organizational Team
Meeting #1

72
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Advancing the Delivery of Coordinated
Services: Half a Year into CCC Learning
Fresno CCC Team
&
Mendocino CCC Team

73

Clinica Sierra Vista:
FQHC, integrated mental
health & primary care clinic
serving Medi-Cal, Medi-Care
& uninsured individuals

Fresno County
Dept. of Behavioral Health
County MHP, convening
organization and
client care coordinator

Ambulatory Care
Center
High-fidelity IMPACT model
of integrating mental health
services into primary care
clinic. Serves clients with
mild/moderate mental
illness

A local Public Health Plan created
by the Regional Health Authority to
serve Medi-Cal members in the
counties of Fresno, Kings & Madera.
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Clinica
Sierra
Vista
(FQHC)

Fresno County
Dept. of Behavioral
Health
(MHP)
*18%

*12%

4%

Ambulatory
Care Center
(PCP)

1%
*38%

CalViva Health
(MCP)

*Percentages may include duplicated clients

Ambulatory
Care Ctr
12%

Other PCP
36%

Clinica Sierra
Vista
21%
PCP Unknown
31%

• Key catalysts in decision to pursue more formalized care
coordination
– Overall Theme Across All Agency Partners
• Recognizing the importance of physical and mental health care to
overall well-being of an individual

– MH Medical Director
•
•
•
•

Higher mortality rate among individuals with SMI
Lack of evidence of coordination with primary care in medical record
Feedback from clients and staff that help was needed
Relationships developed with plans and primary care clinics through
perinatal collaborative, integration of MH into PC, and as health officer
• Target: Clients with high medical needs receiving low-intensity services
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– CalViva Heath
• Shared interest around perinatal population led to relationships &
interest in care coordination
• New requirements from state shifting MH to MCP responsibilities and
leaving the structure to the counties

– Primary Care
• Clinic Sierra Vista (FQHC integrated physical and mental health clinics)
mission aligns with care coordination principles
• Executive leadership belief that mental and physical health are
interwoven
• Primary Care Physicians
– Access to MH services for medically complex patients
– Recognizing interplay between physical and mental health
• Middle Management

• Picking an appropriate target population
– More decision-making authority to effect change
• Direct client care services
• PDSA testing
• Development and Implementation of policies & procedures

– Better data tracking and reporting

• Testing on a small scale
– Manageability
– Appropriate use of resources

•

Role of MCP in our Partnership
– Provide PCP assignment information & CCC data measures
– Identification of pilot population based on cost/utilization
– Provision of health intervention programs
•
•

•

Smoking Cessation – tailored to meet the needs of target
population
Weight Management

How MCP partner supports data collection
–

Having high-level administrator in the partnership is key:
•
•
•

–

Understands which data are readily available
Understands what matters most to MCP
Able to facilitate quick data collection turnaround

Proactive approach to data collection for CCC measures,
identifying PCP assignments and Pilot population as a team
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• How MCP relationship helped to enhance effective partnerships
with primary care providers and clinics.
– Opportunity to enhance relationships with MCP made participation
in CCC more attractive/valuable for PCPs.
– Humanizes and demystifies health plans - A relationship was
formed at a personal level where one did not exist before.
– It has given us our own MCP advocate, technical assistant and MCP
navigator.
– Helps PCPs & MHP
• Assist clients with accessing services
• Better understand and plan for new benefit for clients with "mild to
moderate" impairment due to mental illness

– Provides PCPs & MHP the opportunity to ask questions and get
direct answers on how the MCP can best suit our patients and staff.

Key changes the Fresno CCC Team has been working on
– Ensuring and monitoring authorizations for sharing client PHI
– Referral process between MHP and PCP
• Designating specific days & time slots for MH referrals by PCPs
• Flexible scheduling for MH (psychiatric) appointments
• Facilitating urgent referrals

– Sharing of patient physical exams, test & lab results
• Tracking of referrals and sharing client information/disposition

– Routine clinical case consultations
• Building care conferences into routine PCP site meetings

– Supporting client self management
• My Whole Health Plan
• Peer provider engages client post-hospitalization in developing selfmanagement tools aimed at reducing/preventing re-hospitalizations

Key changes the Fresno CCC Team will be working on
– Ensuring and monitoring routine medication reconciliation
• Work with local pharmacies to produce medications list

– Further support of client self-management
• My Whole Health Plan
• WRAP
• Brief Action Planning

– Clinical case consultation (routine & ad hoc)
• Communicating shared care goals
• Identifying and addressing barriers to overall health improvement

– Develop routine SUD screening
• SUD screening tool (Audit-C/SBIRT)
• Co-occurring disorders competency training
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Key care coordination processes where our team has
made progress
– Obtaining/monitoring consent to share clinical
information (ROI)
MHP
– Facilitating bi-directional referrals PCP
– Sharing of patient medical results
– Developing processes for multidisciplinary clinical case
consultation (into existing infrastructure)
– Forming positive and productive interagency
relationships
– Developing care coordination roles within partner
agencies
– Developing interagency data sharing processes

• What we’ve learned from multi-partner testing
– Quality improvement offers a new language and learning
this language also impacts the speed with which agencies
can begin to focus on improvement work
– Varied business practices across agencies created challenges
related to designing, modifying, and integrating care
coordination processes into existing work flow across all
agencies
• Ex: CSV needed prior authorization from executive leadership
to build care coordination processes into existing
infrastructure (i.e. designating MH client appointments, clinical
case consultations)

– Challenges to testing are unique to each agency
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• Integrating testing into daily work flow
– Having a designated point of contact at each agency is helpful.
• a nurse, a mental health clinician, a case manager with MH training
& experience working with SMI patients, & inclusion of clinic
managers in process development.

– Referrals and information sharing have become a part of the
daily workflow through the use of emails, phone calls, and
face-to-face consultation and communication.
– Clinical case consultations are being built into existing
routine meetings.
– Referred patients are scheduled an appointment usually the
day the referral is received.
– When information is needed a phone call or email results in
the information being shared quickly.

• CCC measures data collection
process
– Excel spreadsheet (tracks key health
indicators, ROIs, etc.)
– MHP’s EHR system (Avatar) - Specific
CCC data reports created specifically
for CCC & embedded into EHR for ease
of generating /reporting data

CalViva
(MCP)

CSV
(FQHC)
NextGen

ACC
(PCP)
EPIC

Agency-Specific CCC Data
Measures & Client List

• Who is responsible for collection?
– PCPs and MCPs collect data for their
respective measures.
– Data analyst (MHP) responsible for MH
data collection, synthesis of data from
partner agencies (MCP & PCPs), and
reporting out to CiMH

DBH
(MHP)
Avatar

CiMH
CCC

• How data is shared and integrated into CCC team process
– Overview of data has been shared informally during meetings
– Data to be shared during scheduled team calls

• CCC Measures most challenging/difficult to collect
– Measures for which processes have not been developed or testing has not
been done (i.e. shared care objectives, medication documentation & sharing)
– Specific health indicators (i.e. # clients w/CVD, CVD w/LDL test done, etc.)
– Measures specific to partners we do not have in the collaborative
partnership (SUD services provider)
– Other barriers to data collection:
•

•
•

Not all agency contacts are able to interpret medical tests to provide health
indicator information (ex. ACC contact is a MH clinician not trained to read A1c
test results)
For MCP, there is a data lag when dealing with claims data, and getting into the
queue to request reports (resources)
EHRs cannot interface with each other (Avatar, EPIC and NextGen) – makes data
entry, monitoring and collection arduous
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• Gradual process of learning data collection strategies
– Evolution of sharing data across agencies
• Tested different methods of data sharing before settling
on putting agency-specific data measures and list of
shared clients on one spreadsheet

– IT issues lead to low-tech solutions
• Issues with non-County team members’ inability to access
data sent via County-contracted secure data delivery
service provider leads to multi-agency data sharing via
FAX

• Maintain key personnel from partner agencies
– Personalities (pro-care coordination)
– Partners who see this relationship as being mutually
beneficial -Shared goal
– Partners with the authority to effect change
– Accountability for sustaining changes

• Buy-in from executive leadership
– See the value in sustaining changes
– Commitment to
• Mutual accountability for success and
• Sharing of resources and rewards in the improvement of
overall health of mutual patients

• Collaborative team members can
engage leaders by using data
that demonstrates quantifiable
and qualitative improvement in
collaborative mental and physical
health care.
– Key measures and distinctions
between measures (outcomes,
cost savings)
– Ex: Daily hospitalization census
revealed significant reduction in
inpatient hospitalizations of
Clozaril clients (target
population)

y axis = Physical Health

Quadrant II

Quadrant I

( -x , +y )

( +x , +y )

Physical healthcare
with NO
Mental healthcare

Successful Care
Coordination
x axis = Mental Health

Quadrant III

Quadrant IV

( -x , -y )

( +x , -y )

NO Care
Coordination

Mental healthcare
with NO Physical
healthcare
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A Look at Day 2

94

We’ll see you tomorrow, continental
breakfast starts 7:45am.
Enjoy Sacramento!
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