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Cycle of Care Management

Working
Relationshi

Autonomy
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Healthcare Home: Adults w BH Needs

[Adapted from Four Quadrant Model: National Council for Community Behavioral Healthcare ]

BH Needs
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ED Utilization in ICP

The majority of ED visits are Non-Emergent
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Claims paid through 8/31/2012 with service dates from 8/1/2012 through 7/31/2012
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The Top 10 ED Diagnoses

Common conditions that can be managed in the Outpatient
setting by PCPs:

Chest pain unspecified

Abdominal pain, unspecified site
Headache

Lumbago

Other chest pain

Pain in soft tissues of limb

Asthma unspecified with exacerbation
Non-dependent alcohol abuse
Unspecified backache

10. Urinary tract infection
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ED Usage by Members

e 134 members with 10 or more ED visits in 12 months
e 1 member (M-50) had 84 visits in same 12 month period

e 0.7% of members account for 15.5% of ED visits.
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Physician Profiles

Some practices better than others in managing ED usage by
their patients

1,271

1,029

ER Visits per 1,000

Plan wide PCP1 PCP2 PCP3 PCP4 PCP5

Claims paid through 6/30/2012 with service dates from 7/1/2012 through 6/30/2012
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Strategies to Address ER Usage

Behavior change requires intense individual engagement
Engagement is the major challenge
High ED members assigned to Care Coordinators
Employing multiple Behavioral Health approaches

e (Case Management Rounds

e Inter Disciplinary Team rounds

e Visits to members while hospitalized

Co-locating Care Coordinator in physician offices

Focus on Behavioral Health discharges and follow-up visits

AETNA BETTER HEALTH
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Case Studies

e Memberl

* Member 2
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Questions
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Enterprise Care
Management

Elyse Forkosh Cutler

VP, Strategic Planning and Network Development

=ﬂ= Advocate Health Care

Inspiring medicine. Changing lives~ - _ _



AdvocateCare- The Largest ACO
Nationally

= Over 500,000 covered lives
= Blue Cross & Medicare

= Major program components
Enterprise care management
Care coordination tools
Care management analytics

= Key challenge—Right level of care at the right

time— all the time
Advocate Health Care



Enterprise Care Management

Physician Emergency

Office Department Hospital Post Acute

Enterprise Care Management

Growth Access

Data + Analytics Communication




What Is Enterprise Care Management
(ECM)?

= An enterprise approach to managing high risk patients along the

continuum
= A structure to connect the work of our continuum based Care Managers

= Designed to:

Focus on patients at or approaching high risk

Ensure coordination and continuity

Facilitate the appropriate delivery of care

Manage transitions within and between settings/providers

Advocate Health Care



Opportunity To Impact Cost

Number Percent Mean $ | Percent
Very Low Risk 54,398 30.5% $ 784 3%
Low Risk 78,520 44.1% $ 4,054 22%
Moderate Risk 24,906 14.0% $11,517 20%
High Risk 16,056 9.0% $ 24,054 21%
Very High Risk 4,270 2.4% $ 91,062 27%
Total 178,149 100.0% | $ 7,987 | 100%

55




Critical Program Components

= 102 Care Managers with ~125 patients each

= Care Manager linked to PCP
Embedded or dedicated

" Prospective identification of complex patients

= Qutbound calling to patients in between
appointments

= Keen assessment and coaching skills to engage
patient

Advocate Health Care



Outpatient ECM

= Meet with practices to review high risk pts.

= Focus on pts approaching high risk and those with
gaps in care

= Act as liaison between PCP and specialist
= Develop patient-centric actionable interventions

* Tight coordination between ED, Inpatient and
post-acute CM resources

Advocate Health Care



Reporting: Hospital Level

= Staff conducting
assessment to identify

1 9001 1 : :
900 practices with access
2 A 1441 challenges
3 1 4 :
038 346 " Phone survey of high
. a 88 utilizers and/or low
5 180 36 acuity
E & 14 = High utilizers may be
/ 7 11 assigned to case
>7 192 16 management
Summary 13,789 10,951

Advocate Health Care



PHYSICIAN PERFORMANCE REPORT

Attributed PPO and full-risk HMO

© Confidential and Proprietary. May not be copled, reprinted, or redistributed without prior approval.



{PHYSICIAN PERFORMANCE
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(GLOSSARY

Admits/1,000: The number of hospital admissions for each 1000 persons covered within a given time peried. This
allows for comparison of the group experience to a normative or benchmark population. It is calculated as:
{Admissions/Member Months)*1000*12

Anthulatery Admits/1,000: |dentified by the following DRG categories: DRG Description; 040, Carpat Tunnel;
113-117, Eye Procedures; 133-136, Tonsillectomy/Adenoidectomy/Myringotomy/ Sinus & Mastaid Procs;
350-355, Hernia Repair; 338-343, Appendectomy; 414-416, Cholesystectomy; 417-419, Laparascopic
Cholesystectomy; 509, Arthroscopy; 582-585, Mastectomy/ Partial Mastectomy/ Breast Proc/Breast Biopsy. It
is calculated as: (Ambulatory Admissions/Member Months)*1000*12

Average Patients: Calculated using the measure Member Months divided by the number of months included in your
report

Benchmark®: Represents all provider data for the client's hook of business. Benchmark utilization and expense rates
are agefgender adjusted to reflect the polential difference in the age/gender distribution between the individual
provider and client's boak of business. The age/gender adjustment factors are built using the paid claims and
enroliment information over a 3 year period from the book of business.

C-Section Rate: |dentifies if the delivery was by cesarean section.

Chronic Admits/1,000: |dentified by the following DRG Categories: DRG Description; 190-192, COPD; 202-203,
Bronchitis & Asthma; 291-293, CHF; 304-305, Hypertension; 637-639, Diabetes; 682-684, Renal Failure It
is calculated as: (Chronic Admissions/Member Months)*1000%12

Chronic ER Visits/1,000: |dentified as 3 Digit Primary Diagnosis including |CD-9 codes 250, Diabetes; 346,
Migraine; 401. Essential Hypertension; 491, Chronic Bronchitis; 493, Asthma. It is calculated as: (Chronic
ER Visits/Member Months)*1000*12

Demographic index: Determined based on the demographic composition of the client

Discretionary Admits/1,000: Identified by the following DRG categories: DRG Description; 100, Seizures w MCC;
101, Seizures w/o MCC; 102, Headaches w MCC; 103, Headaches wfo MCC; 303, Artherosclerosis wio MCC;
383, Uncomplicated Peptic Ulcer w MCC; 384, Uncomplicated Peptic Ulcer wio MCC; 391, Esophagitis,
Gastroent & Misc Digest Disorders w MCC; 392, Esophagitis, Gastroent & Misc Digest Disorders w/o MCC;
603, Cellulitis wio MCC; 863, Postoperative & Post-Traumatic Infections wio MCC; 917, Poisoning & Toxic
Fifects of Drugs w MCC; 918, Poisoning & Toxic Effects of Drugs w/o MCC. It is calculated as: (Discretionary
Admissions/Member Months)*1000*12

DRG: Diagnosis Related Group, a classification of hospital case types into groups expected to have similar hospital
resource use. The groupings are based on diagnoses, procedures, age, gender and the presence of
complications or co-morbidities

DRG Gase-Mix Adjusted Paid/Admit: Amount considered eligible far payment for the procedure divided by the DRG
Case-Mix Index. It is calculated as: Paid Amount per Admit / 'DRG Case-Mix Index'

DRG Case-Mix Index: Index of severity of the admission based on DRG weight (average = 1.00). It is calculated as:
Total DRG Weight / Services

E&M Visits/1,000: Professional office visits for Evaluation and Management identified as professional visits with a
CPT Range: 99201-99499. |t is calculated as: (E&M Visits/Member Months)*1000%12




(GLOSSARY

ER Paid/Visit: Outpatient Facility Emergency Room Paid Amount per visit, It is calculated as: ER Paid Amount /
Services

ER Visits/1,000: Qutpatient Facility Emergency Room Service Count per 1,000. It is calculated as: (ER
Visits/Member Months)*1000%12

High Cost Radiclogy Services/1,000: Services with CPT Codes for CT Scans and MRIs. It is calculated as: (High
Cost Radiology Services/Member Months)*1000%12

Non-Emergent ER Visits/1,000: Identified as 3 Digit Primary Piagnosis including 1CD-9 codes 461, Acule Sinusitis;
462, Acute Pharyngitis; 466, Acute Bronchitis; 473, Chrenis Sinusitis; 490, Bronchitis; 780, General
Symptoms; V67, Follow up Exam; V70, General Medical Exam. It is calculated as: (Non-Emergent ER
Visits/Member Months}*1000%12

Nen-Maternity Admits/1,000: Defined as all admissions excluding maternity DRGs, including 765-770 (Deliveries),
776-782 (Non-Deliveries}, 795 (Normal Newborns not already linked to Mother). It is calculated as:
{Non-Maternity Admissions/Member Months)*1000*12

Percentage (%) Fraguent Users: Patients with 2 or more ER visits divided by Patients with 1 or more ER visits.
Percentage (%) Outpatient Surgery at ASF: Percent of ambulatory surgery performed at ambulatory surgical facilities.

Preventive Visits/1,000: Professional office visits that are considered precautionary and are defined for new and
established patients as CPT service codes in the range of 99381-99397. It is calculated as: (Preventive
Visits/Member Months)*1000*12

Reatimission Rate: Readmission Rate defined as another admission within 30 days. Measure can be further refined
to change the number of days for readmission, exclude Maternity, validate readmission for same or similar
condition, same provider type, and exclude transfers,

Retraspective Risk: A score determined for each member based on their iliness burden and healthcare costs.
Retrospective risk predicts the risk for the 12 month period being assessed.

Short Stay Medical Admits/1,000: Medical admissions with a length of stay =1




Care Coordination and
PCCM Model

Margaret Kirkegaard, MD, MPH
Medical Director, lllinois Health Connect

MAC Care Coordination Subcommittee
10-2-2012



PCCM Models of Care Coordination

e Enrich Medical Home
e Shared Support Networks
e Centralized Services

A
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Enrich Medical Home

Benefits of Implementing the PCMH at
www.pcpcc.net

“Although implementing the many features of a
PCMH takes time, the long-term cost savings of
the PCMH are impressive, as demonstrated by
mature PCMH initiatives. By providing better care
coordination that results in fewer unnecessary
emergency room visits and inpatient hospital
admissions, this report also demonstrates that
PCMHSs can achieve cost-savings in the short-
term.”


http://www.pcpcc.net/

Enrich Medical Home

Population data: IHC Panel Rosters, Profiles,
Bonus Data; Claims History

Personnel: Your Healthcare Plus embedded
Care Coordinators

Resources: CMF, bonus payments

Technical skills: OK practice facilitation, IHC
academic detailing with 350 visits per week by
field reps and QA nurses



IHC Panel Rosters Flag
Frequent ED Users

Wiy

Freguent ED User

Page 10 of 358

Last PCP Wisit:

PAP Test:

Last PCP wisit:

Last PCP Wisit:

well child wisit:
Scresnings -
Developmental:
WS ion:

Lead:

PAP Test:

Last PCP Wisit:

well child wisite:
Scresnings -
Deve lopnental :
Wision:

Lead:

Last PCP Wisit:

well child wisie:
Scresnings -
Dewve lopmental :
wision:

Lead:

Last PCP Wisit:

10/26/2011 Claim

Duié 4,/6/200% cClaim

E/S25/2011 Claim

97142011 Claim

2/24/2012 Claim

1/27/2012 Claim

35212012 Claim
E/13,/2009 Claim

6/27/2011 Claim

1/27/2012 Claim

Due 11/10/2010 claim
ES13,/2009 Claim

E/L7/2011 Claim

46795



Sorted CSV Roster

lpoodrg e ruriL AIYTIreEriL d HLUTTIENET d ILYIES
H4 v K |
A B C D E

1 RecipientFirstMame age WellChildVisitDue Clinicallnfo MeetsDiabetesCriteria
2 |JOHN Sdy Freguent ED User Yes

3 |SHIRLEY a5y Freguent ED User

4 'WILLIAM B0y Freguent ED User

3 |SIMONE 24y Freguent ED User

6 KEEMAM 18y Yes Fregquent ED User

7 LATOYA 28y Freguent ED User

8 VASSAR Sy Freguent ED User Yes

9 KARLF 30y Freguent ED User

10 |[RAYMOMD Sly Freguent ED User

11 |DELORES 49y Freguent ED User Yes

12 |DOMNA Sly Freguent ED User Yes

13 |TRACY 42y Freguent ED User

14 |[EARMNEST S2y Freguent ED User

15 MNOLAM A Sy Yes Fregquent ED User

16 |CHARLOTTE aay Freguent ED User

17 |KAREN 48y Freguent ED User Yes

158 |CHRISTINA 24y Freguent ED User

19 |MELISSA 53y Freguent ED User

20 |[VIVIAN Sy Freguent ED User

21 |[CONSUELO 39y Freguent ED User Yes

22 |LILLIE 37y Freguent ED User Yes

23 |ELIS5A 48y Freguent ED User

24 |CHRISTINE 41y Freguent ED User

25 |LAVADA 2oy Frequent ED User



Provider Profile Example

PCP:

Guality of Care Indicators

Ilinois Health Connect

Provider Profile

Report Created Fall 2012

for dates of service from 04/012011 through 03/31/2012

Total # of Enrollees Served: 10,815

- - . - Bonus
Indicator # Eliginle # Eligible Current Prior IHC State Companson Payment
Enrolizes Ewvents Rate Rate Rate (2011} to All IHC PCPs
Eenchmarks
Immunization status for 2 year olds - N o
1a. Combination 2 244 21 G4 S0% 3% A
Immunization status for 2 year olds - - - o 2
ib. Combination 3 344 145 42% I 5B% Ti%
92 Iiea-:l towicity testing: At least one by age 244 259 73% 735, T1% 7%,
2b. Lead toxicity testing: At least two by age 2 244 fiil 16% 175 8% A
35, Developmental screening by age 12 83 255 70% 82% 83% 8%
maonths
ah Developmental screening betwesn age 12 244 142 41% pren 590 70
©and 24 months ) )
3a Developmental screening between age 24 243 70 18 18% 108, B
© and 36 months ' '
Appropriate asthma medications for _ - P -
4a. patients age 5 o 11 years 57 53 B3% ar 21% T
Appropnate asthma medications for - = oy 2
4h. patents age 12 to 50 years 138 104 TB% Ta% B4t B
5. Dh:f}_-etc HbA1c testing for patients age 18 240 282 7% 755 B0% B
to 75 years
fg Zerowell baby vighs in the first 15 months 258 a7 s oo 5% MA
" oflife - '
8g Six well baby wisits in the first 15 months 150 140 Ao 45 P MA
" oflife - '
7 Well chid visit in the 3rd, 4th, Sth and Gth 1473 nad BT 54, a3 MA,
" wears of life . i e ;
W& Mot Avalable [ Mot Appllcable
H PCP perfimance on this indicator Is In the top 10 percentlie of all IHC PCPs
L PCP peromance on this indicator Is In the bottom 10 pencanilie of all HC PCPs

Page 1 of 3



Ilinois Health Connect
Provider Profile

Report Created Fall 2012
for dates of service from 04/0412011 through 0331/2012

PCP: Total # of Enrollees Served: 10815
Guali 5, continued
. - . . Bonus
ndicator # Eligible # Eligible Cument Prior IHC Stake Comparson Payment
Enrclizes Evenis Rat= Rate Rate (2011} to All IHC PCPs ym
Benchmarks
Ba. Vision screening in the 3rd year of lifie 42T 7o 16% 14% 16% A
Eb. Vision screening in the 4th year of ife T 4 20% 23% A% A
g, Cervical cancer screening for women ags 3,223 2,031 B3% 50% 25% NA
21 to 64 years
10. Adolescent well-care visits for patients 2 450 g4 269, 23, ETR A
age 12 to 21 years
. Breast cancer screening for women age - - -
11e 40 to B0 years old 822 213 26% 268% 42% e
174, fAmbulatory care visit for aduits age 20 fo 3,603 2,811 7% 75% 2% NA
44 years
Ambulatory care visit for adults age 45 o - - - e
17k 64 years “ET 748 B0% 7% TT% A
17¢. Ambulatory care visit for adults age 85 50 47 BO0% 3% B0 NA
years and older
ED wisits per 1000 member manths for - .
13a. patients up to age 20 years 49,482 3.881 57 5 44 A
188 ED wisits per 1000 member manths for 47 618 & 760 132 118 a8 NA

patients age 21 years and older

Ma Mot Avaliabie | Not Applcable
H PCP PEI"D"I"13'1EE on this inglcator ks In thie 1o 10 PEI'EEI'I'JE of all IHC PCPs
L PCP PEI"D"I"13'1EE on this Inglzator |6 In thie botiom 10 percanile of all IHC PCPs

——— -



IHC Claims History Screen Shot
 paemCambsey

Due to INnois confidentiailty 1aws, this Ciaims History Report 8026 not contain Saims information miated o HIVIAIDS care. This Claims History Report only refiects
ciaims recalved by HFS 50 services pald by other payers are not Insuded. This report is infended 1o augment, not replace, 3 patient's nnmndtw

D11 T
[+ 1 FLiGE

25000 DARBETES Wt MEEMTION 21y OFRCESSTHER OUTPT VST ESTABLISHED
COMPUC, TY FIVURERPEC HOT STATED FT EXFANDED FOOS
LHCOMTR

25030 CAABETES Wt MEEMTION HIME  ALBEUMN, URTME, MICROAL BN,
COMPUC, TY PIMUREREC HOT STATED CUSHTITIATIVE
LHCOMTR

25000 [AREETES Wt MEEMTICN 3 HEROGLOBM, JLFC0EYLATED
COMPUC, TY PIMURERPEC HOT STATED
LHCOMTR

25000 [AREETES Wt MEEMTICN BOEE  COMPREHEWNSIVE METABCLIC PAMEL
COMPUC, TY FIVURERPEC HOT STATED
LHCOMTR

25030 CAABETES Wt MEEMTION Bi0E1  UPID PAMEL
COMPUC, TY PIMUREREC HOT STATED
LHCOMTR

25000 DARBETES Wt MEEMTION it VEMPUNCTURE COLLECT SPECIMEN
COMPLC, TY FIVUKRERPEC HOT STATED
LHRCOMTR

25000 DARBETES Wt MEEMTION 83081 UFD PAMEL
COMPUC, TY FIVURERPEC HOT STATED
LHCOMTR

25030 CAABETES Wt MEEMTION BOEE  COMPREHEWEIVE METABDLIC PAMEL
COMPUC, TY PIMUREREC HOT STATED

LHCOMTR

25000 DASBETES Wt MEEMTEON B3 HEWOOGLOBM, JLFC0EYLATED

COMPUC, TY PFIMUREREC 0T STATED
LHCOMTR
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Claims History Example
 esemClambsoy

Due to linois confidentiality laws, this Claims History Report does not contain claims information related to HIV/AIDS care. This Claims History Report only reflects
claims received by HFS so services paid by other payers are not included. This report is intended fo augment, not replace, a patient's complete clinical history.

T8E50 CHEST PAIN NOS E7581 IMF AGENT DETECT,NUCLC ACID;MEISSERIA
GONORHOEAE, AMP PROBE
120272011
78651 PRECORDIAL PAIN 93010 ELECTROCARDIOGRAM REFPORT
11/30/2011
T8E50 CHEST PAIN NOS 3095 HEMODIALYSIS Inpatient
0302012
T8E50 CHEST PAIN NOS QE2Z3  EM INT HOSP VISIT PER DAY
11032011
121672011
5858 END STAGE REMAL DISEASE BA0256 BLOOD COUNT; COMPLETE CBC, HGB HCT
REC WBC PLT.AUTO DIFF WBC
5858 END STAGE REMAL DISEASE 83540 ASSAY SERUM IRON
538568 END STAGE REMAL DISEASE 80053 COMPREHEMNSIVE METABOLIC PAMEL
5858 END STAGE REMAL DISEASE 84466 TRANSFERRIMN
042372012
5358 END STAGE REMAL DISEASE 23540 ASSAY SERUM IRON
5858 END STAGE REMAL DISEASE 80053 COMPREHEMNSIVE METABOLIC PAMEL
5858 END STAGE REMAL DISEASE 84466 TRANSFERRIMN
53858 END STAGE REMAL DISEASE 84100 ASSAY BLOOD PHOSPHORUS
5858 END STAGE REMAL DISEASE 86045 HEMATOLOGY RETICULOCYTE COUNT
5858 END STAGE REMAL DISEASE BA025 BLOOD COUNT; COMPLETE CBC, HGB HCT
RBC WBC PLT.AUTO DIFF WBC
11022011
11182011
36501 OPEN ANGLE WIBORDERLINE FIND, 208213 OFFICE'OTHER OUTPT VISIT.ESTABLISHED
LOW RISK PT.EXPANDED FOCUS
11042011
122872011
S AND P CARE TRANSPORTATION AD120 SERVICE CAR, BASE RATE




Shared Support Networks
(Medical Neighborhood)

Model most fully developed by NC

— http://www.illinoishealthconnect.com/files/downloads/De
nise Levis Hewson IHC Quality Conference Presentatio
n June 2012 on CCNC Transitions.pdf

Also recently implemented by OK and AL
— Toolkit: http://commonwealth.communitycarenc.org/

AL report during NASHP webinar: decreased cost by
7.1% and ED visits by 17%

— http://nashp.org/webinar/building-medical-home-
neighborhoods-through-community-based-teams

IHC working on Hospital-PCP-Client communication
pilot



http://www.illinoishealthconnect.com/files/downloads/Denise_Levis_Hewson_IHC_Quality_Conference_Presentation_June_2012_on_CCNC_Transitions.pdf
http://www.illinoishealthconnect.com/files/downloads/Denise_Levis_Hewson_IHC_Quality_Conference_Presentation_June_2012_on_CCNC_Transitions.pdf
http://www.illinoishealthconnect.com/files/downloads/Denise_Levis_Hewson_IHC_Quality_Conference_Presentation_June_2012_on_CCNC_Transitions.pdf
http://commonwealth.communitycarenc.org/
http://nashp.org/webinar/building-medical-home-neighborhoods-through-community-based-teams
http://nashp.org/webinar/building-medical-home-neighborhoods-through-community-based-teams

Centralized Care Coordination

* Model used by Your Healthcare Plus
2006-2011

e |[HC Call Center 50-80K inbound calls per
month, 120-160K outbound calls

— 46K EPSDT call reminders (live call)
— 10K calls assistance with access to specialty care

— ED coaching pilot; 35% reduction in ED use in PA;
opportunity to outreach to frequent ED patients
but also query about inappropriate ED use



Pt Education about ED Use Necessary

Client survey results:
759/797 (95%) know name of PCP
365/797 (46%) had used ED in past year

204 pts indicated that they had not contacted
their PCP for advice first

127/204 (62%) indicated that “it was too
much of an emergency” to contact PCP first

Understanding when to go to ED appears to
be most significant factor in ED use



After Hours Nurse Consultation Line

In rare circumstances when patient cannot
reach PCP after hours, IHC provides an after
hours nurse consultation line.

Available 7 pm to 7 am weekdays and 24/7 on
weekends.

Call 1-877-912-1999

If patient is directed to ED by nurse, letter is
sent informing PCP of this.



IHC Outcomes: Robert Graham Center
Study

IHC ER visits and IHC non-flu ER visits
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IHC Outcomes

95% of PCPs feel that IHC is beneficial to clients
Over 90% of clients are satisfied with IHC and PCP

Cost savings $531 million based on Robert
Graham Study comparing actual costs to 3% per
year projected increase

4% decrease in ED visits, 11% reduction in
hospitalizations (HFS estimates)

Improved clinical results:
— Mammogram 2008: 42% to 2011: 48%
— 1yr old Ob Dev screening 2008: 42% 2011: 73%



MEDICAL HOME NETWORK

Building Partnerships for Better Health

HFS/MAC Care Coordination Meeting
October 2, 2012



The Medical Home Network (MHN) is a 4-year-old formal provider
collaborative working to improve the health of Medicaid recipients in
Chicago by enhancing care coordination and quality, improving

access and reducing fragmentation and cost, all while reinforcing the

Medical Home.



MHN: Who We Are & Who We Serve

31

MEMBERS

= 170,000* Medicaid beneficiaries, 73% of whom live on Chicago’s

South Side (Southwest, Southeast or Far South)
= Approx. 90% TANF and [0% AABD
= 9.4% of the State’s PCCM Medicaid population and 1% of PCCM

Medicaid costs

= Inthe MHN target area, 20.4% are covered by managed Medicaid**

*12/31/11 DHFS Eligibility file, ** 12/31/09 DHFS Eligibility File

PARTICIPANTS

MEDICAL HOMES

Access Community Health Network
Alivio Medical Center

Chicago Family Health Center
CCHHS Ambulatory Care Network
Centro de Salud Esperanza

Friend Family Health Center

Holy Cross Clinic

La Rabida Children’s Hospital
Lawndale Christian Health Center
Rush University Medical Center
Saint Anthony Hospital

Sinai Medical Group

SITES
49
6
5
16

o A p - — 01 —

COUNTY AND PRIVATE HOSPITALS

Cook County Health & Hospitals System
Holy Cross Hospital

La Rabida Children’s Hospital

Sinai Health System

Rush University Medical Center

Saint Anthony Hospital

Total Medical Homes:
Total County and Private Hospital Sites:
Total PCPs:

SITES

3
I
I
3
3
I

109
12
~550

PROVIDER PARTICIPANTS

sl

MEDICAL HOME NETWORK PROVIDERS
@ —CLINICS ® — HOSPITALS
[J —CITY of CHICAGO 0 — COOK COUNTY

&

€l

Illinois
Indjara

STATE GOVT

Illinois Medicaid (Department of

Healthcare and Family Services)




MHN: Building Blocks For Transformation

Connectivity Reporting & Care
MHNConnect Portal Analytics Coordination
o & o

¢ Virtually connects
disparate providers

¢ Facilitate communication
& follow-up to manage
critical transitions

of care

* Real-time alerts
to Medical Home
of patients’ inpatient
& emergency

department activity
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¢ Timely & actionable
reporting based on
historical &

real-time data

¢ Advanced analytics to
support high-risk
populations management

¢ Provider-performance
reporting

¢ View pertinent patient
information at
point of care

¢ Support a team-based

model of care

¢ Reinforce the centrality
of the Medical Home

* Facilitate proactive
management of care
& cost for a population

Patient
Engagement

\
& Q \ -
\)
* Foster accountable

patients

¢ L everage technology to
reach the patient via

multiple channels

¢ Enable self-management
through education

Redesign Delivery
to Achieve
Three-Part Aim

Better Health
Better Healthcare

Lower Cost




MHNConnect:

Flow of Information

HOSPITALS & EMERGENCY DEPTS

ﬂ Sinai Health System
Holy Cross
@ Cook County

La Rabida Children’s

Rush University

@ Saint Anthony

+ Advocate Christ
+ Advocate Trinity

# Advocate South Sub

-i"!|=' uic

/ A Electronic Activity Alerts A\

ADT Feeds

Eligibility Data

{HFS

MH Nconnect

Medical Home Network | Safety Net Connect

Tl

H I E (Health Information Exchange)

REAL-TIME

IP & ED Discharge Summaries

Real-Time Census Data

Rx Data - Home Monitoring Data

Claims Data Mobile Appt.

View: MHNConnect
«ED Notes * Prescription Data

- Medical Home Notes e Claims Data

ILLINOIS MEDICAID

51

- Hospital Activity * Home Monitoring Data

& Rx Reminders

MEDICAL HOMES

Lawndale Christian
Esperanza

Alivio

Chicago Family
Holy Cross Clinic
Access

CCHHS Clincis

O HZ =« HmE

Friend Family

La Rabida Center
Rush University Centers
St. Anthony Centers

| Sinai Centers

PHASE 2: PATIENT ENGAGEMENT

ox.
C




ER Connect: Patient Summary & Detail

MH Ncmnnect

Medical Home Metwork | Safety Met Connect

PATIENT SUMMARY

First: Tierra

Lask Spell

Address: 1234 5 Main St
Chicago IL, 60613
¥73-555-5555

111241996
321465739

Medical Home
Sinai Medical Group

Contact Info

PCP Referral Doc >

Search
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Patient Details

Claims History
Prescription History
MHN Hospital Activity

Follow-up Activity

ER connect

Individual Patient Details appear

on the Patient Summary screen:
. Claims History
. Prescription History

MHN Hospital Activity

Follow-up Activity




ER Connect: Claims History, Rx History, MHN Hospital Activity, & Follow-up Activity

Click Individual Tab Detail to view cascading
M H N connect Drop downs offering detailed history of: ER connect

Medical Home Metwork | Safety Met Connect ° Claims HiStOl’y

®  Prescription History
*  MHN Hospital Activity

Patient Details *  Follow-up Activity

PATIENT SUMMARY

First Tierra
Spell

Printable Version

Last
Address:

1234 5 Main St.
Chicago IL, 60613
¥73-555-5555

11/24/1996
321465789

Service Date

Medical Home Date Drug NDC Quantity i
Sinai Medical Group -
Admit Facility Attending Vigit Type
Search Discharge Date Dizcharge Dizsposition Facility Status By

7|
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ER Connect: EMR & ED Trackmg Board Integration

Epic ~ | lBTrackBoard EED Manager k& Undo ED Discharge/Dismiss 4 ED Dashboard [Z}in Basket BE}Patient Lists £51ED Chart £ Chart £ Hospital Chart Printer Status

==X

* () SHPrint ~ @1 oo Out

B 2 & EpicCare

ED Track Board (Emergency Room) - Last Refresh Time: 1/23/2012 12:12:02 PM ?
[ ta L1 a =] EH w K = = 28 &4

Refrash Dizmiss T« Team  Open Chart | ED Manager  ED Map SignIn  Sign Out Comments | Message Log  Legend  Department Links

S messages ] 1. phone numbers 2. room 9 closed for terminal cleaning 3 Detach |

idden

[3= wain (35) §i# My Patients | §§ Unassigned | 35 waiting Room | 35 Needs Triage | 5 To Be Admitted | $5 Pod A | 35 Pod B| 35 Pod ¢ | 35 EMS Track Board | =]
Room |u | Patien|CHARMS FYI |Age |sex|cc A | Resmas| R |[¥s  |PcP |Lab |Rad | cammerts | Dispo [MHN [T

AENTE @ _| .. 21y.0 F Eye ... RCXAS, R GILLE.. TREVING, ... PAY. . DC Discharge - C... 02:57

AGY 16 [ I 7m.o F Leg.. ROXAS, R S0OS.. QOTCALLAG.. KRIM.... i [02] xR 01:59

AlST @ [ 51y.0 M Cough FERNG,M  GILLE.. WRENN, ... PCP-I... [3/4] EE [1/2] CTPE X 03:40
ARM10 3 21y.0 F o Wagi.. ROXAS, R MUR.. WARREN, .. / 0154
ARMT1 @ o 28y.0 F  Sore.. ROXAS R KALE.. WARREM, .. d f 1 f ] 02:58
ARM12 @ | 2y.0 W Right... ROXAS, R S0S.. WARREN, ... 4 I entl Icatlon O 02:50
ARM13 1 40y.0 F Aller.. ROXAS, R OCALLAG. . « . 01:21
ARM14 % 1 41y.0 W Leg.. ROXAS, R QOCALLAG. . MHN partICIpa nt 03:18
ARM15 @ [ 28y.0 M Sickl.. FERNG, M  BAD.. OCALLAG.. I e | TP Admit GWMF 23« X 03:46
ARM4 3 | .. B3y.0 F Chest... eky dane oo:1y
ARME @ [l F 38y.o F Ere... RCOXAS, R MUR.. TREWINO,.. & Ei noqo]gg [141] . 04:06
ARME 3 4dy.0 W Head.. ROXAS, R WWRENM, .. PARK... rod2c 01:13
BCC17 @ o 72y.0 F Dizzi... FERNG, M GILLE... BENNIMNG, ... WYAH. . 01:06
BCC18 3 Bdy.o F Leg.. FERNG,M GILLE... BENMING, ... [3:/7] [142] 01:35
BCC19 @ [ BSy.o M Eme.. PARECHA.. NGU.. CANDOLE... M PCP-I.. [2/3] [041] Needs utine 0217
BCC20 3 71y.0 W Abdo.. PARECHA. .. CANDOLE... KAPL... [0/4] [041] 01:26
BCC21 T . 45y.0 F Abda... [043] priority 00:27
BCC22 @ 1 71y.0 W Short... PARECHA. .. FROMDO... & PCP-L.. [9/11] [2/3] Zithro/US/CT 03:04
BCC23 2 N Bdy.o F Chest... FERNG, M  TOL.. FROMNDO.. SAND... [0/8] [141] Avwvait labs | 01:51
BIS38 3 B5y.0 W Cough PARECHA.. KALE... SADLERII,... PCP-1.. [4/6] A [141] . 01:43
BPS24 @ [ 42v.0 M Psyc.. FERNG, M WHITE, R R PCP-I.. [ [4/4] Reguesting at.. Transfer to An... 15:15
BPS25 @ 3dy.0 W Psyc... PARECHA. .. WHITE,R R & PCP-L.. [ B#4 Psych to see 02:03
BFS26 @ [ 28y.0 M Suici... FERNG, M WHITE, R R PCP-I... [4/5] Madden accp.. Transfer to An... 20:23
BRM27 3 59y.0 W Abdo.. PARECHA. .. WMATSOFF ... MERA. .. [3/4] B [04] nd urine 01:43
BRM28 3 o 87y.0 F Chest... PARECHA... TOL... MATSCFF,... BRO... [j [6/51 [ER [141] admit Admit GWMF 23 . 03:26
BRM29 3 26y.0 W Palpit... PARECHA... CHIO... MATSOFF,... PCP-LL.. . Discharge - C... 02:08
BRM30 3 o 75y.0 F Cough FERMNG,M  CHIO... MATSCFF,... BAZA. .. [8/9] ERd 11411 Admit | Admit GMF - C.. 03:39
BRM35 3 B0y.0 F Back ... ROXAS, R GILLE... SADLER Il... & WWEIN... [4/7] B [242] surg2c Admit GMWF - C.. 05:16
BRM36 3 o 12y.0 F Bloo... FERMNG, M SADLER Il,... i LAKH... [Ef [5/5] meds->home  Discharge - C... 02:27
BRM37 @ | 28y.0 W Foot... FERNG, M TOL.. SADLERI... PCP-LL.. 2| wray 02:17
BS531 @ [ 15y.0 F suici... FERNG, M S0S5.. GADDY,ER LEWY ... [1/8] 01:36
B5532 3 53y.0 F Rash PARECHA... BAD... GADDY . ER [0/3] 01:38
B5S534 @ o .. 35y.0 M Chest... FERNG, M GADDY,ER PCP-1.. [10/14] [243] dispo Discharge - C... 12:40
CE548 3 ] Jd. S0y.0 W need.. ROXAS, R TOL.. SADLERI.. Koo, . [ [B/5] [141] Need HD 04:22
C5549 3 M 4y.0 F Feve.. PARECHA... SOS.. GADDY,ER WOLL..  [042] [041] nd RSY 02:06

JULID SILWA, D E.(fy:; Results DEFICIEMCY LETTERS Staff Message Cosign Orders Chart Deficiencies Pended Motes 12:12 PM

4 start




FR Connect: ED Referral to Medical Home Print Out

MHNConnect Medical Home Referral

Please contact your physicians office listed below to schedule a follow-up appointment. This is your lllinois Health
Connect assigned medical home where you can go fo see your Primary Care Provider (PCP).

Por favor, comuniquese con |2 oficina de su medico para programar una cita de seguimiento. Este es el lllinois

Health Connect hogar medico asignado donde usted puede ir a ver a su Medico de Cabecera (FCP).
Print

Referral By Referral For
Doctor: Jones, Bob First: TIERRA
. . Referral Date: 09/06/11 Last: SPELL
Printable Referral forms will be generated Tracking Number: 2011090690987 1 ReteratTo
Referral From Name: Lawndale Christian Health Center
at the Patient’s discha rge From the ED. Facility: Holy Cross Hospital Address: 3860 W. Ogden Avenue
. . Address: 2701 W 68th Street Chicago, IL 60623
Each referral form will include: Chicago, IL 60629
Phone: 773.884.4010

*clinic contact information & operating hours

*a map detailing public transportation options

*an image of the clinic fagade.

O O R s (G 11

W. Cermak Rd.

S Hardng Ave
S Springfidd Ave,
5. Ayers Ave.

5. Lewndale Ave.

5. Ridgaway Ave.

@ S. Pulaski Ave.
IE} S. Central Park Ave.

5. Sprirgfiokd Aus.
S. Ayers Ave.

Lawndale Christian Health Center | Ogden

MAJOR CROSS STREETS B Ogden / Cermak
CTA TRAIN ACCESS v Pink Line / Pulaski
Route #21 Cermak
craowsaccess o RONCLES Pme
o} 1880, YOUR CTH

For Quality Management and Continuing Patient Care purposes, this authorization will be tracked and
monitored to insure the delivery of necessary health services 1o you, the Patient.

9|



Clinic Connect: Real-Time Hospital Activity E-mail Alert Sample

MHNConnect: New Hospital Activity

MHN Event Alerts mhnconnect@mhnchicago.org

Sent: Tuesday 3/13/2012 7:15 AM
To: Laura Merrick

You currently have hospital activity for the following Medical Home(s):

Medical Home Current Inpatients |Current ER Patients |[Inpatient Discharges [ER Patient Discharges
Lawndale Christian Health Center-Ogden 1
Lawndale Christian Health Center-Homan 1

Please log on to the MHNConnect Web Portal to view your patient activity at www.mhnconnect.com

Thank you,

MHNConnect

10|


mailto:mhnconnect@mhnchicago.org
http://www.mhnconnect.com/

Clinic Connect: Proactive Care Management Tracking

M H N connect Clinic connect

Medical Home Network | Safety Net Connect

CENSUS SEARCH

Clinic Connect Dashboard

Current Inpatients (210)
Inpatient Discharges (55)
Current ER Patients (802)

-ER Patient Discharges (216)

"L Name Phone Hospital Discharged Care Status Appt Date By Medical Home
GrwnE 555-123- Sinai Hospital 0772372012 12:52 Home Appointment 07/26/2012 Laura Merrick  LCHC - Ogden
— R 4567 AM Scheduled 09:00 AM
Erwwx 555-123- Sinai Hospital 07/22/2012 09:08 Home Appointment o7/10/2012 Laura Merrick  Access - Grand Blvd.
— ek 4567 PM Scheduled 12:00 PM
Trewx 555-123- Rush University 07/22/2012 08:48  Other Appointment o7/oz/20012 Laura Merrick  Access-Alma
— ' iieRicid 4567 Medical Center PM Scheduled
Proactively manage care and track follow-up
s 555-123- Holy Cross Hospital 07/22/2012 04:20 Home
e 4567 PM outreach status immediately post-discharge from the
Kxwns 555-123-  Sinai Hospital 07/22/2012 04:09 Home phone cfn ED and inpatient setting s
S— R 456? PM
I e 555-123- saint anthony 07/22/2012 03:46 Appointment 06/28/2012 Megan Moore Alivio - Morgan 5t.
E— R 4567 PM Scheduled 0510 PM

11 |



Clinic Connect: Appointment Scheduling & Patient Outreach Tools

MH N connect

Medical Home Metwork | Safety Net Connect

Clinic connect

CENSUS SEARCH

Patient Summary FO”OW—UP

| Rahdaiaiabddiodid Update Status Discharge DetailS

123 Main Street
S SHEE Type: EMERGENCY ROOM
CHICAGO, IL 60624 Select New Status: : i .
o Hospital: Sinal Hospital

555-123-4567 - | . oncomasa

Comments: Schedule follow-up appointments

RIN: AR AR

immediately post-discharge from the ED
DOB: E s it & s

and inpatient setting

Access — Madison Easily select Follow-up Status:

Contact Info s ®  Phone Contact

3800 W. Madison Ave. S *  Appointment Scheduled

Chicago, IL 60624 *  Appointment Missed

Main Line: 773-826-6600 Appointment Completed
After Hrs Line: Follow-up Log Unreachable

Coord/Mgr Line: Appointment Declined

Mon-Fri (8:30 am-6:00 pm) [ i
: 3 B — S Contact Information Inaccurate
5at (3:30 am-1:00 pm)

° .
027202012 Appointment Scheduled Patlent Deceased

Log Follow-up Status

12|



Clinic Connect: Reports

LOGCOUT

M H N connect Clinic connect

Medical Home Network | Safety Net Connect

Frequent MHN ER Activity Real-time MHN Hospital Activity Assigned MHN Patient Panel Tracking Follow-Up Status Medical Home Visits w/fi 7 Days Printed Referrals

Frequent MHN ER Activity

Generate a report of patients who frequently visit MHN participating Emergency Rooms within a selected date range. Use ER Visit Threshold to select patients

who have X or more visits in selected date range.

Select the Date Range, ER Visit Threshold and
Medical Home criteria and click Download as
CSVto run the Frequent MHN ER Activity
report.

Admit Start Date: ER Visit Thresheld:

06/01/2012 (mem /e /yyyy) 3

Admit End Date: Medical Home:

09/28/2012 (mm, A 1) LehC - Oaden o
Rush Family - G. Kring - (use Cirl-pick for multiples)

Download As C5V
Frequent MHN ER Activity LastName  First Name RIN DOB MHMName  Visits Admit Date ER Hospital Name  Attending Physician Follow Up
3 Or More Visits AXXXX AA 123456 3/24/1965|LCHC - Homan 3 6/18/2012|5inai Merrick, Laura Unreachable
And Most Recent Visit Info BXXXX BB 879101  8/20/1974|LCHC - Homan 4 7/21/2012|Rush Moore, Megan No Follow-up
For Medical Homes: LCHC Homan |CXXXX cc 111213|  5/31/1981|LCHC - Homan 4 7/11/2012|CCHHS Clark, Kathleen Unreachable
From 06/01/2012 DXXXX DD 141516  9/17/1969|LCHC - Homan 3 7/22/2012|Holy Cross Green, Ann Missed Appointment
To 09/28/2012 EXXXX EE 171819  11/11/1979|LCHC - Homan 3 7/24/2012|Sinai Lulias, Cheryl Scheduled Appointment

13 |



MHN Analytics: ED/K Initiative, Intervention Reports

Memberi -

emberinfa Slinded far Presentation

w

Future Reporrs: 3 wronths rolling - Bir Clinic

Future Reports: Active () M) Flag
iretead of effective dates

last MER_EFF_D
Mam ~ |ATE -
= =2008-01-01
E =2008-01-01

#ER

MEK_TER CURR.

rM_DATE ~ PCP
2011-10-30
2011-10-30

214
170

lMedical Home Network - Emergency Room Frequent Flyer Reports (with Disease Flagging)

Top4d Frequent
Flvers - Sickle Cell

. i # ER VISITS WITH DIAGHNOSIS
Diagnosis

HEN
VISITS  TOTER
AlLPCP PAID ASTHMA CHF COPD DIAB HYPR
al4 23,165 - - - -
170

=2008-01-01 2011-10-30 140
=12008-01-01 2011-10-31 127
=2008-06-11 2010-11-30 91
=2008-01-01 2011-10-30 B3

140
127
91
B3

e U U e e

21,368 2 - - -

21,461
13,629
20,384
10,589

a0

Medical Home Metwork - Emergency Room Pregnant Member
Future Reports: Previons Morth [or last data durmp)
hiember info Blinded for Presenie tion

Men ~  LastMa ~ FirstMal = |DOS * PROV_MNAME

* 1CD9_Descr

Future Reports
Lozt POP |isix

=I2010-07-29

=BT SIMAI HOSP MED CTR CHIC, OTH BTRM OV D2 PREYIOLIS PP COMND

B R

=I2011-03-05
=I2011-03-17

=IBAT SIMAI HOSP MED CTR CHIC THREATEMED ABORTIOMN AMTEPARTLIN
=I50UTH SLBURBAMN HOSPITAL THREATEMED ABORTIOMN AMTERPARTLIN

B R

=I2011-02-10

=%HS WEST SUBLURBAN MEDICA SPOTTIMG COMP PG ANTEPRTI COND/COMP

= 2010-05-17 =/ 5T ANTHOMNY HOSPITAL

= 2010-05-15

UMSPECYOMITING PREGMAMCY AMTFRTIM
= GO00D SAMARITAN HOSPITAL MILD HYFEREMESIS GRAWIDARUM AMTPRTI

= 2010-10-29
= 2010-10-30
= 2010-11-10
= 2011-01-17

=IUMIWVERSITY OF ILLIMGIS HOSP OTH CURREMT PMATERMAL CCE AMTEFARTLIM
=T SIMAI HOSP MED CTR CHIC OTH CURREMT PMATERMAL CCE AMTEPARTLIRN
= UMIWERSITY OF ILLINGIS HOSP SPOTTIMG COMP PG ANTEPRTIM COMD/COMP
=IUMIVERSITY OF ILLIMOIS HOSP TWIN PREGRAMNCY AMNTEPARTUM




“l remember a mom who was relieved that we had called to offer a follow-up appointment; she told me her child had not been feeling better after being discharged
from the hospital. She was afraid that an appointment would be scheduled at too late of a date if she called. She was very happy that we had contacted her as she
was thinking about taking her child back to the ER. | get the sense that if we do not initialize contact with these patients some of them will not take the time to call

and set up a follow-up appointment at all. The fact that we do is the reason that they do come in.” Marga rita G., Pediatric Care Team

“A patient delivered a baby and became an inpatient. When | called her, she accepted a post-partum appointment within 4-6 weeks after delivery. The patient
stated that she didn’t know she needed a follow-up appointment with her doctor here at LCHC. | gave her optional dates and she took the appointment. Her
husband was in the background saying ‘Thank you’ as well.”

Carmetha G., OB Care Team

“MHNconnect has been very successful for both providers and patients. It allows the providers to be aware of anything occurring with the health of their patients
and allows them to help patients avoid any future visits or admissions to the hospital. We have just started working in the Portal and are making great progress by
contacting patients to connect with their PCP for follow-up. We have received many compliments from patients because some were unaware that they were
supposed to follow-up with their PCPs. Some assumed that everything had been resolved in the hospital.” :
PP P fything P Oliva R., Care Team

“MHNConnect is an incredibly pro-active tool that enables us as a clinic to reach out to our patients in a way that would otherwise not be possible when they are
battling sickness or trying to recover. In the three weeks | have been using MHNConnect, | have scheduled many follow-up appointments for patients who have
recently been discharged from the hospital.”

Genna K., Care Team

A pediatric patient assigned to Esperanza went to the ED for the stomach flu. Esperanza brought the patient in for timely follow-up based on a real-time
MHNConnect alert and discovered that the child was over a year behind on required immunizations. Esperanza brought immunizations up to date and educated
the family about the role of their Medical Home.

Esperanza Experience

Through the MHNConnect portal, Lawndale Christian Health Center identified an adult patient who had been to the ED 4 times since the start of the year, both
for acute care and exacerbations of asthma and hypertension. Lawndale was able to bring the patient in for follow-up to address his chronic conditions and provide

education about the role of the Medical Home.
Lawndale Christian Experience

15



Remote Home l\/lonitoring: Engagingthe Patient Through Techno[ogy

HOME MONITORING PROCESS FLOW

Primary Care Team Virtually Manages Chronic Condition

. Q ( + More Accurate and Timely Data
: — +Condition Controlled
D « Appropriate Rx Use & Adherence
ety * Qutcomes-based Payment
1

A
Primary Care Team & Patient Patient at Home Data Analytics & Support Primary Care Team Views Patient Data
with Wireless Equipment o ——
O ®) ® VEDICAL HOME NETWORK MHNconnect
> \g@) / Cellular Secure « Support & Issue Resolution > o
\ Data Transmission « Data Warehousing D
+ Combine High-Value Data Sources
-Mnmhp’( Repom E
* Timely Alerts
\ J / J \ y
. T
Care Coordinator
« Recruit Targeted Patients * Home Setup . = \/iews Patient Reports * Compliance Feedback
= Education on Self-management & Timely Alerts = Facilitate Timely Follow-up Based on Data
* Patient Point of Contact

_._,—»/
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Functionality

Remote Home l\/lomtormg Reportmg and Communication Protocol

Hypertension

Daily BP/\X/eight Readings

Medication Non-Compliance

Home Monitoring

Non-Compliance
Abnormal BP/Weight
Readings

Hospital Activity at
MHN Participating Hospital

ED Activity at
MHN Participating Hospital

Monthly Report
from MHN

Monthly Report
from MHN

Alert after 72 hours

Real-time Alert

Near Real-time Alert
via MHNConnect

Near Real-time Alert
via MHNConnect

Monthly Call from
Care Team

Monthly Call from

Care Team

Call from Care Team

Immediate Follow-Up
Call from Care Team

Immediate Follow-Up
Call from Care Team

Immediate Follow-Up
Call from Care Team

Monthly Report
from MHN

Monthly Report
from MHN

Alert after 72 hours

Real-time Alert

Near Real-time Alert
via MHNConnect

Near Real-time Alert
via MHNConnect

Monthly Call from
Care Team

Monthly Call from

Care Team

Call from Care Team

Immediate Follow-Up
Call from Care Team

Immediate Follow-Up
Call from Care Team

Immediate Follow-Up
Call from Care Team
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