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Agenda 

• Care Coordination Model 
 

• ED Experience in Integrated Care Program (ICP) 
 

• Strategy to address ED Usage 
 

• Member Stories 
 

• Questions 
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Cycle of Care Management   

Recovery
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Working 
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Healthcare Home: Adults w BH Needs 
[Adapted from Four Quadrant Model: National Council for Community Behavioral Healthcare ] 

BH Needs 
High 

Low Acute or Recurring; 
Non-Disabling 

Disabling: 
SPMI* 

High Integrated: PCP Integrated: 
CMHC PMP 

Low 
Patient preference &  

PCP consensus 
CMHC PMP 

* Severe and Persisting Mental Illness 
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ED Utilization in ICP 
The majority of ED visits are Non-Emergent 
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Non-Emergent 

Emergent 

1,121.7 

866.3 

727.4 

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 

1. Chest pain unspecified 
2. Abdominal pain, unspecified site 
3. Headache 
4. Lumbago 
5. Other chest pain 
6. Pain in soft tissues of limb 
7. Asthma unspecified with exacerbation 
8. Non-dependent alcohol abuse 
9. Unspecified backache 
10. Urinary tract infection 

 

Common conditions that can be managed in the Outpatient 
setting by PCPs: 
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ED Usage by Members 
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• 134 members with 10 or more ED visits in 12 months 
 

• 1 member (M-50) had 84 visits in same 12 month period 
 

• 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 
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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 

• Case Management Rounds 
• Inter Disciplinary Team rounds 
• Visits to members while hospitalized 

 
• Co-locating Care Coordinator in physician offices 

 
• Focus on Behavioral Health discharges and follow-up visits 

 
• P4P 
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Case Studies 
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• Member 1 
 

• Member 2 
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Questions 
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Enterprise Care 
Management 

Elyse Forkosh Cutler 
VP, Strategic Planning and Network Development 
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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 
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Enterprise Care Management 

Home Physician 
Office 

Emergency 
Department Hospital Post Acute 
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Growth 

Enterprise Care Management 

Access 

Data + Analytics Communication 
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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  
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Opportunity To Impact Cost 

Person Years 
Predicted 

Expenditures 
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  27% 

Very High Risk              4,270  2.4%  $ 91,062  27% 

Total          178,149  100.0%  $   7,987  100% 
5 
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Critical Program Components 
 102 Care Managers with ~125 patients each 
 Care Manager linked to PCP  

– Embedded or dedicated  
 Prospective identification of complex patients  
 Outbound calling to patients in between 

appointments  
 Keen assessment and coaching skills to engage 

patient 

6 



7 

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 
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Reporting: Hospital Level 
# of ED 
Visits 

ED Visits 
Total 

# of 
Patients 

1 9001 9001 

2 2882 1441 

3 1038 346 

4 344 86 

5 180 36 

6 84 14 

7 77 11 

>7 192 16 

Summary 13,789 10,951 

 Staff conducting 
assessment to identify 
practices with access 
challenges 

 Phone survey of high 
utilizers and/or low 
acuity  

 High utilizers may be 
assigned to case 
management 

 











Care Coordination and  
PCCM Model  

Margaret Kirkegaard, MD, MPH 
Medical Director, Illinois Health Connect 
MAC Care Coordination Subcommittee 

10-2-2012 
 



PCCM Models of Care Coordination 

• Enrich Medical Home  
• Shared Support Networks 
• Centralized Services 



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 
PCMHs 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  



Sorted CSV Roster 



Provider Profile Example 





IHC Claims History Screen Shot 
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Claims History Example 



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 
• IHC 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 
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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 

October 2, 2012        
  

 HFS/MAC Care Coordination Meeting 



MHN 

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. 
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MHN: Who We Are & Who We Serve 

MEDICAL HOMES SITES 

Access Community Health Network 49 
Alivio Medical Center  6 
Chicago Family Health Center 5 
CCHHS Ambulatory Care Network 16 
Centro de Salud Esperanza 1 
Friend Family Health Center  5 
Holy Cross Clinic  1 
La Rabida Children’s Hospital 1 
Lawndale Christian Health Center  4 
Rush University Medical Center 4 
Saint Anthony Hospital 5 
Sinai Medical Group  12 

COUNTY AND PRIVATE HOSPITALS SITES 

Cook County Health & Hospitals System   3 
Holy Cross Hospital  1 
La Rabida Children’s Hospital  1 
Sinai Health System  3 
Rush University Medical Center  3 
Saint Anthony Hospital   1 

  

PARTICIPANTS 

PROVIDER PARTICIPANTS MEMBERS 

 

Total Medical Homes: 109 
Total County and Private Hospital Sites: 12 
Total PCPs: ~550 

 170,000* Medicaid beneficiaries, 73% of whom live on Chicago’s 
South Side (Southwest, Southeast or Far South) 

 Approx. 90% TANF and 10% AABD 

 9.4% of the State’s PCCM Medicaid population and 11% of PCCM 
Medicaid costs 

 In the MHN target area, 20.4% are covered by managed Medicaid** 

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

 

STATE GOVT 

Illinois Medicaid (Department of 
Healthcare and Family Services)  
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MHN: Building Blocks For Transformation 
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MHNConnect:  Flow of Information 
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       Advocate Christ 
 
       Advocate Trinity 
 
       Advocate South Sub 
 
        UIC 



ER Connect: Patient Summary & Detail  
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Individual Patient Details appear 
on the Patient Summary screen: 
• Claims History 
• Prescription History 
• MHN Hospital Activity 
• Follow-up Activity 
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ER Connect: Claims History, Rx History, MHN Hospital Activity, & Follow-up Activity 

Click Individual Tab Detail to view cascading  
Drop downs offering detailed history of: 

• Claims History 
• Prescription History 
• MHN Hospital Activity 
• Follow-up Activity 



MHN 

X 

X 

Identification of 
MHN participant 
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ER Connect: EMR & ED Tracking Board Integration 



ER Connect: ED Referral to Medical Home Print Out  

Printable Referral forms will be generated 
at the Patient’s discharge from the ED.  
Each referral form will include: 
•clinic contact information & operating hours 
•a map detailing public transportation options 
•an image of the clinic façade. 

9 | 



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

MHNConnect: New Hospital Activity 
MHN Event Alerts mhnconnect@mhnchicago.org 
Sent: Tuesday 3/13/2012 7:15 AM  
To: Laura Merrick 

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

 
Thank you,  
 
MHNConnect  

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

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

10 | 

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


Clinic Connect: Proactive Care Management Tracking  

Proactively manage care and track follow-up 
outreach status immediately post-discharge from the 
ED and inpatient setting s 

11 | 



Clinic Connect: Appointment Scheduling & Patient Outreach Tools  
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 Schedule follow-up appointments 
immediately post-discharge from the ED 
and inpatient setting 

 Easily select Follow-up Status: 
• Phone Contact 
• Appointment Scheduled 
• Appointment Missed  
• Appointment Completed  
• Unreachable  
• Appointment Declined 
• Contact Information Inaccurate 
• Patient Deceased 

 Log Follow-up Status 
 



Clinic Connect: Reports 

 

Select the Date Range, ER Visit Threshold and 
Medical Home criteria and click Download as 
CSV to run the Frequent MHN ER Activity 
report.  
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MHN Analytics: ED/K Initiative, Intervention Reports 
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“I 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.  I 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.” 

 

 Margarita G., Pediatrics Care Team 

MHNConnect: Facilitating Care Coordination on the Ground 

 

“A patient delivered a baby and became an inpatient.  When I 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.  I 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.”  

 

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 I have been using MHNConnect, I 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. 

 
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. 

 

Margarita G., Pediatric Care Team 

Esperanza Experience 

Lawndale Christian Experience 
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Remote Home Monitoring: Engaging the Patient Through Technology 
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Functionality 
CHF Hypertension 

Care Team Patient Care Team Patient 

Daily BP/Weight Readings Monthly Report 
from MHN 

Monthly Call from 
Care Team 

Monthly Report 
from MHN 

Monthly Call from 
Care Team 

Medication Non-Compliance Monthly Report 
from MHN 

Monthly Call from 
Care Team 

Monthly Report 
from MHN 

Monthly Call from 
Care Team 

Home Monitoring  
Non-Compliance 

Alert after 72 hours Call from Care Team Alert after 72 hours Call from Care Team 

Abnormal BP/Weight 
Readings 

Real-time Alert Immediate Follow-Up 
Call from Care Team 

Real-time Alert Immediate Follow-Up 
Call from Care Team 

Hospital Activity at  
MHN Participating Hospital 

Near Real-time Alert 
via MHNConnect 
 

Immediate Follow-Up 
Call from Care Team 

Near Real-time Alert 
via MHNConnect 
 

Immediate Follow-Up 
Call from Care Team 

ED Activity at  
MHN Participating Hospital 

Near Real-time Alert 
via MHNConnect 
 

Immediate Follow-Up 
Call from Care Team 

Near Real-time Alert 
via MHNConnect 
 

Immediate Follow-Up 
Call from Care Team 

Remote Home Monitoring Reporting and Communication Protocol 

17 | 
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