Context

« CareOregon Medicaid identified a group of
patients at risk for repeat emergency room visits
of hospitalization.

+ 25% of CareOregon members constitute 89% of
costs — many costs associated with inpatient
utilization.

« Need for interventions to reduce inappropriate
hospitalization and ED visits.

+ Need to reduce preventable hospital
readmissions across all populations

Team Roles

+ Health Resilience Specialist: Highly trained non-
medical team member.

+ Care Coordinator/Panel Manager: Primary
contact between inpatient and clinic team,
coordinates hospital f/u visits, compiles record of
patient admitted to and discharge from local
hospitals in preparation for weekly team huddles,
coordinates communication among team.

+ RN Care Manager — Telephonic case manager
for patients after hospitalization or long-term care
stay, clinic support for 30 days post-discharge
based on needs.

+ Pharmacist — Medication reconciliation,
medication management through clinic pharmacy
for bubblepacks or appointment based fills.

+ Palliative Care/Advanced lliness Care —
Enhanced case management and care planning
for patients with life-limiting iliness.

Info Gathering
Regular Check In w/ Client
Skills / Problem Solving Training
Motivational Interviewing
Goals Setting / Review
Community Resources Education
Advocacy
Health Promo Activities
Health Education / Health Literacy
Rx Adherence & Support
Physical Assessment
Side by Side Coordination
Multidisciplinary Assessment
Follow-Up After ED or Inpt Admit
Insurance Advocacy

Other

Best Préctices SHaré& Acro

Hospital discharge calls: All patients within 72 hours of discharge (RN or Behavioral Health Specialist)
Medication reconciliation (Pharmacy)

PCP or teammate f/u within 1 week of discharge.
Future goals: Enhance quality & consistency of hospital f/u visits.

Health Resiliency Quality and Satisfaction Outcomes

Received all needed care

Highly satisfied with overall
health care

Better/same health status
comparedto 6 months ago

Medication Adherence

ss Clinic

Program
Graduation

. # of Patients Readmitted with and without f/u
between discharge and a readmission

« % of Patients with f/u in < 7 days; 8-30 days, or
none:

NOTE: Data does not include p

hone call f/lu

Tracking % of overall readmissions

Reduged rate of avoidable ED visits; now
exploring differences in “Assigned, but
Unengaged” vs Established with PCP patients

REFERENCES:

(i:enter for Outcomes Research & Education
(CORE) Program Evaluation:

H

ealth Resilience Program Assessment
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| was in the ER
3 times this
past month.

| feel lonely and
depressed.

1 have pain in my
shoulder and
knees so can't

stand or walk for

& \sleep on my friend's
long periods.

coach and not sure
how much longer | can
stay.

My father doesn’t
talk to me.

| have been

denied SSDI 3.
times.

Tri-City Health Center

CHCN/AAN Support
Elgibiity/nsorance

Discharge Planning
‘Acute Care Coordimation.
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Training
Data/anayes
Interdiscplinary Team
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How CB-CME Works

. 1 &

' Clinkc
aw Member

Community Health Worker.
Embedded and partof clinic
From Local Community.

Trained
Cultre and Language Concordant
Former CN Enrollee

Colaborative

Ceaiiss /

Meetings / OngoinG

Connecting to Community Resources.
PO - Medically talored meals,Dietclan
Food Bank — Access to food pantries

Connecting to Clinc

* Benavioral Health
Appointments
+ cP Appointments

Supervist
Member Relationship
Connecting o Eigble

Assessments
outcomes
igh Risk members

L meris
* TackAdnity and
Impact
protoc for
Follow Up
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Complex Care Programs.

Care Nelghborhood

+ county/

Adinicbased
community health

Al engaged highrisk
members receive a

Complex Care Programs for High Risk Members

Basic Case Management

- Connectlon to basic benefits and community

- Completes a pre-

+ oureachesto

memberata

assessment with
{rage and referal 1o

[ Full Case Management

ik program

Selected members* g0 onforfull case
management support which basic plus:

- avigation, Home iis,Care Coordination

- Enhanced CHON supportservices round.

inpatient concurrent review, prior ut

- Average § month ntervention

Other Programs for High Risk members

integrated beaviora hearth

- Sutter's Advanced liness Management
(am)

+ Supportive Housing.

pcp
appointments




AGE OF CompLEX CARE PATIENT s et

Care Coordination Organization Context
Organization Model: FQHC

Santa Rosa Number of Sites: 12
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Types of Services Offered: Medical, Dental, Behavioral
Health, Complex Care, Specialty, Pharmacy, Lab

Number of Patients: approx. 42,000/ year

Payer Mix: 49% Medi al, 26% Uninsured, 15% Private
Insurance, 10% Medicare

EHR Used: eClinicalWorks

’
N

Care Team Structure: 1 PCP : 1.5 MA : 0.3 Nursg D
[ l.A

——

Lessons Learned

1) Biggest Surprise- Getting patients engaged: One tacic doesn't
e for all patients. Some patients are dealing with MH Issues,
St hstance abuse, experiencing homelessness, or complex
S ieal isues, Each of these requires a different tactic, as does
ach unique individual. We needed to deliver TRULY
individualized care.

Next Steps: Ideal world

2) Ifwe could go back...we would work oninitially engaging 0. fn
patients instead of enabling them. That way we are not “crisis. . Y/
e ahagers” but health facilators. This prevents a lot of stress - There viould be 2 beginning olintcgratlon /i allotmerica
e burnout due to trying to drop everything to assist in > campuses. n:crr\nuéls:xsi m;égmﬁmmna exclusively
Something e could engage the patent 042 ‘hemse‘m‘\A . Providers would have an understanding of what the complex
oee team does and how it can help them and their patients.

A
3]

In 5 years -

. There would be full integration into all medical campuses. Each

TEAM would have a nurse dedicated to compl
management.
There would be visibility of the outcomes from complex care
‘management for all staff to see.

- All staffwould have an understanding of what the complex care

‘team does and how it helps them and their pati

Discussion Questions:
Our Challenges

i i King and how do
. What quality metrics are you trac 2 )
\;Vnu g:t the ¥iata out? What does. your ‘dashboard

look like?

. How doyou engage/educate providers on the work

you do?
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