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Today’s Agenda

e Welcome and Updates

e Overview of HealthierHere’s Portfolio
and Strategies for System Transformation

e Evidence-Based Approaches Overview
e Focus Populations Overview
 Small group discussions

e Focus Populations
e Evidence-Based Approaches and Promising Practices

 Wrap-Up and Next steps



2018 Activities & Deliverables

Assess current state capacity

Assess

|dentify strategies for Capacity Building (Domain 1)

Identify

Select (validate) target population and evidence-
based approaches for each project

Engage project partners and secure formal
commitments

l Implement Develop project implementation plan




2018 Timeline
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Project Incentives ($22.7 million) 2018 Allocation by Use

Project Management/Domain 1 Support
$0.7 million (3%)

Reserve ﬂ
$1.1 million (5%)
HealthierHere
Administration

$2.7 million (12%)

Partner Engagement
and Planning
$12.5 million (55%)

Domain 1 (Population
Health, Workforce)
$5.7 million (25%)



Partner Engagement and Planning $12.5 million (55%)

Tribes . S997,340
Non-Medicaid Providers _ S5,236,035
Medicaid Providers _ $6,233,376

S0 $2,000,000 $4,000,000 $6,000,000 $8,00(9,000




2018 HealthierHere Partner Engagement and
Planning Funds Flow Timeline — (Draft)
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Overview of HealthierHere’s Portfolio and
Strategies for System Transformation



HealthierHere Project Portfolio

Integrated whole person care

Increased safe and successful transitions for those leaving jail and hospitals

Expanded access to appropriate services and treatment for Opioid Use Disorder
(OUD) and improved prescribing practices

Expanded community and self-management supports for those with chronic
conditions

Community-based Care Coordination

Addressing the Social Determinants of Health

Improving Equity and Reducing Disparities




In King County we are service and data rich, but linkage poor

Prevention and management of chronic Crisis response to acute health and
health and social concerns social concerns
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In King County we are service and data rich, but linkage poor

Prevention and management of chronic Crisis response to acute health and
health and social concerns social concerns
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In King County we are service and data rich, but linkage poor

Prevention and management of chronic Crisis response to acute health and
health and social concerns social concerns
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Core Leave Behinds

Collaboration between the health care system and social
services, evidenced by an inter-connected HIT/HIE system
connecting providers from both systems and payment models
that incorporate social service providers.

Access to person-centered, multi-disciplinary, culturally
competent care teams -- inclusive of social services -- in health
homes for everyone, regardless of where a person enters the
system.

An infrastructure that provides an effective mechanism for
meaningful community and consumer involvement and voice
in the continuous improvement of the delivery system.
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Evidence-Based Approaches



HealthierHere Project Portfolio

Integrated whole person care

Increased safe and successful transitions for those leaving jail and hospitals

Expanded access to appropriate services and treatment for Opioid Use Disorder
(OUD) and improved prescribing practices

Expanded community and self-management supports for those with chronic
conditions

Community-based Care Coordination

Addressing the Social Determinants of Health

Improving Equity and Reducing Disparities
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HealthierHere Evidence Based Approaches

Bi-Directional Integration Transitional Care
- Bree Collaborative - Peer Bridger
- Collaborative Care Model (UW AIMS) - Care Transitions Intervention/Coleman Model
- Enhanced Collaboration - Best Practice Approach to Community Re-
entry From Jails for Inmates w/Co-occurring
Disorders (APIC)

Chosen Approaches

Opioid Use (OUD) Chronic Disease Prevention
- Six Building Blocks - Self-Management Support
- Medication Assisted Treatment (MAT) - Population Health Management (registries)
- Office Based Opiate Treatment (OBOT) - Team Based Care
approach through Collaborative Care - Community Health Workers (CHWs)
- Recovery Coaches/Peer Support Specialists
- Hub & Spoke Model




Bi-directional Integration of Physical &
Behavioral Health

Project Objectives

Improve access to behavioral health through enhanced screening,
identification, and treatment of behavioral health disorders in
primary care settings.

Improve access to physical health services for individuals with
chronic behavioral health conditions through increased screening,
identification, and treatment of physical health disorders in
behavioral health care settings.

Improve active coordination of care among medical and behavioral
health providers and address barriers to care.

Align new bi-directional integration with successful existing

community efforts, including addressing social determinants of
health.
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Evidence-Based Approaches: Bi-directional Integration

All have been demonstrated in small-scale projects within our region
already. We will have a clearer sense of the models that will be most

appropriate for the various providers.

Bree Collaborative BH Integration Episodic BH
ReCOmmendations conditions common

in Primary Care

Collaborative Care

Chronic BH Condition —

M 0] d e | managed by Primary Care
Transformation S
for planning,
implementation,
and outcome
achievement E N h ance d Serious Mental lliness/Substance Use

Disorders- managed by community BH

Collaboration

19
Adapted from Julie Lindberg, Molina Healthcare


http://www.breecollaborative.org/topic-areas/behavioral-health/
http://aims.uw.edu/collaborative-care
https://www.milbank.org/wp-content/files/documents/papers/Integrating-Primary-Care-Report.pdf

Transitional Care

Project Objective

Improve transitional care services to reduce avoidable
hospitalization and ensure beneficiaries are getting the right
care in the right place.

 Individuals transitioning from inpatient hospital settings
* Individuals transitioning from inpatient psychiatric facilities
 Individuals transitioning from jail
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Evidence-Based Approaches: Transitional Care

Target Population #: 1
Medicaid members returning to
the community from prison or jail.

Target Population #2:

Medicaid members with serious
mental illness or substance use
disorder discharged from inpatient
care, including psychiatric inpatient
facilities and psychiatric units in
hospitals.

Target Population #3:

Adults and people with disabilities
transitioning from inpatient care
and long-term care facilities who
could benefit from the Care
Transitions Intervention, also
known as the Coleman Model.

Set of critical elements (Assess, Plan,
Identify, Coordinate) that are likely to
improve outcomes for person with co-
occurring disorders who are released from
jail.

Peer Bridger is a community/home-based
outreach service designed to be short term
community support. Peers are state-certified
Peer Support Specialists who have lived with
mental illness or substance use and are in
recovery.

The Care Transitions Intervention® is also
known as the Coleman Model® and is a 4-
week program where patients, with
complex care needs, and family caregivers
receive specific tools and work with a
Transition Coach to learn self-management
skills that will ensure their needs are met
during the transition from hospital to

home.
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Addressing the Opioid Crisis

Project Objective

e Support the achievement of the state’s goals to reduce opioid-
related morbidity and mortality through strategies that target
prevention, treatment, and recovery supports.

* Improved prescribing practices
* Increased access to treatment
e Overdose prevention

e Recovery Coaches
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Evidence-Based Approaches: OUD Treatment
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Provides readiness tools for primary care practices to assess readiness
for expanding their practice to include Buprenorphine prescribing.

For individuals with OUD, create low-barrier access and same day
induction with linkage to care team and recovery support whenever
possible for both Buprenorphine and Methadone.

Provide additional clinical support needed to manage the complex
needs of individuals with OUD in a primary care setting. Includes nurse
care managers (registered nurses) who complete buprenorphine
training and follow treatment protocols related to OBOT.

Expand recovery support leveraging case managers and peer support
specialists to coordinate care, especially for individuals with significant
social needs. Certified Peer Counselors work with their peers (adults
and youth) and the parents of children receiving mental health
services drawing upon their experiences to help peers find hope and
make progress towards recovery.

Centralized induction sites supported by “spokes”, agencies that refer
to the prescribing physician and/or who provide addiction treatment
and recovery supports to individuals receiving MAT.



Chronic Disease Prevention and Control

Project Objective

Integrate health system and community approaches to improve
chronic disease management and control.

e Children and adults with chronic respiratory diseases (including
asthma and COPD)

e Adults with chronic cardiovascular diseases (including diabetes)
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Chronic Disease Prevention & Control Approach: The

Chronic Care Model

Healthier Here will be applying the Chronic Care Model as outlined below:

Chronic Care Model

Community Health Systems
Resources and Policies Organization of Health Care

ay

Self- Delivery Decisind Clinical 3
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Support Design PP Systems
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\\ \I:iflﬁtl_eil)‘lt// aa >\\7‘ _)_/

Improved Outcomes

Empower patients and their
caregivers to proactively manage
their health and health care.

Organize patient and disease-
specific population data to
facilitate efficient and effective
care.

Teams of medical providers
working collaboratively with
pharmacists, Community Health
Workers, patients and their
caregivers to accomplish shared
goals within and across settings to
achieve coordinated, high-quality
care.

Community Health Workers
integrated into multidisciplinary
care teams to link patients with
community resources and provide
culturally and linguistically
competent care, meeting patients
where they are.


http://www.improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2

















































Compared to hot spots, warm spots are more similar to overall member population

ED hot spot (5+ visits) ED warm spot (2-4 visits)

Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations 17



Med/surg inpatient hot spots: Adults and certain coverage types over-represented

All Medicaid members Medicine/surgery inpatient
hot spot (3+ stays)

Age Under 18 _- 14%
o ~ I I
Sex Female 52% | |4E%
Male 49% | |52n;a
Racelethnicity AVAN 3% Ilz%

Asian 12% -I 5%
Black 19% -- 20%

Latino
NHPI

White

Limited English
proficiency

King County East 13% -- 11%

Yes

regions
North 5% .l 5%
s -+~ [
soun o+ | I
coverage group acdutts

Persons with
6% 33%
disabitics ]

Elderly persons 0% ||

Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations 18



Behavioral health inpatient hot spots: Adults, white enrollees, Seattle residents, and
certain coverage types over-represented

All Medicaid members Behavioral health-related inpatient
hot spot (3+ stays)

o
9l -+ [ N

Sex Female 52% | |4E%
Male 49% | |55=:|-a
Racelethnicity AUAN 3% II 39

Asian 12% -|
Latino 19% -. 10%
NH/PI 5% .I 3%
e < [ I
Limited !English Ves 11% -|
proficiency
King County East 13% -. 9%
regions
North 5% .I 59
seste 2o+ | I
Sou s | N
e = [ R -
coverage group Persons with 6% . 30%
disabilities -

Elderly persons 0% || 0%

Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations 19



Preventive services cold spots: Adults, males, and expansion adults over-represented

All Medicaid members Preventive services cold spot (O visits)

9l o L

Sex Female 529 | |42“£
Male 49% | |5E.%
Racelethnicity AUAN 3% " 39

Asian 12% -- 11%
Latino 19% -- 15%
MH/PI 5% .. 7%
o - I I
Limited !English Ves 11% -.?:h.1
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King County East 13% -- 14%
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soue - [
soun -+ | N -
wcws P o | I -
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Persons with
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Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations 20



Unmet mental health need: Similar to overall member population

All Medicaid members Unmet mental health need

ot o« [ I

Sex Female 232% | |53".«E
Male 49% | |4?ﬂ,5
Racelethnicity AlIAMN 3% " 3%

Asian 12% -- 12%
Black 19% -- 20%
Latino 19% -- 21%
NH/PI 6% .. 5%

e = I N
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odas P - [
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Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations
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Overlap across utilization cohorts

Performance Measurement & Data Committee | Focus populations 22



Exploring overlap across hot, warm, and cold spots

. . . . warm in all + warm in any +
hot in all + cold preventive hot in any + cold preventive a an a any
cold preventive cold preventive
<10 members 355 members
I i 92 members 2,720 members

hot in any + no mental warm in any + no mental cold preventive + unmet mental health need
health services health services using MH services + using preventive services

2,030 mlembers 17,327 rlnembers 1,467 members 103,483 Irnembers

P

Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations 23



Overlapping hot and cold: Substantial differences compared to all members

All Medicaid members Any hot spot + preventive cold spot

o
9l -« [ I

Sex Female 529 | |34“.|{.
Male 49% | |E?“.|'E
Racelethnicity AUAN 3% Il 5%

Asian 12% -|
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Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations 24



Hot/cold versus warm/cold

Any hot spot + Any warm spot +
preventive cold spot preventive cold spot

Age Under 18 - 18%
waeosr oo [ R

Sex Female

Male |53%
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Asian
Black
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Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations
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Bi-directional screening - unmet need for preventive and mental health services

Preventive cold spot but Unmet mental health need but
using mental health services using preventive services

= [ I
4l oo | N

Sex Female 39% | |55".|'E
Male 61% | |46“.|{.
Racelethnicity AlIAMN 55 ll 3%

Asian 6% .- 13%
v | =
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Source: Medicaid eligibility and claims data, WA State Health Care Authority
Only Medicaid members with no dual Medicare/Medicaid eligibility and less than a 30-day gap in continuous coverage in 2016 are included.

Performance Measurement & Data Committee | Focus populations 26



Geographic distribution within King County

Performance Measurement & Data Committee | Focus populations 27









For more information...

Eli Kern MPH RN | Epidemiologist

Assessment, Policy Development & Evaluation

Public Health - Seattle and King County

Phone: 206.263.8727 | Email: eli.kern@kingcounty.gov

Explore the PMD: www.kingcounty.gov/pmd

Explore Regional Health Needs Inventory: https://goo.qgl/j5eJav

Performance Measurement & Data Committee | Focus populations 30









Project-Specific Breakout Groups

Reconvene at 2:30 in your assigned group:

Location HealthierHere |Project Champions

Staff Leads

2A) Bi-directional ‘Orange’ Susan MclLaughlin Howard Springer, Navos
Integration of Community Room
Physical & Behavioral A

Health

2C) Transitional Care ‘Blue’ Melissa Warner and Hiroshi Nakano, Valley Medical
Board Room Kirsten Wysen Elise Chayet, Harborview
Brook Buettner, Familiar Faces

3A) Addressing the ‘Red’ Gena Morgan Brad Finegood, King County
Opioid Crisis Community Room Turina James, VOCAL
B
3D) Chronic Disease ‘Green’ Tavish Donahue Jim Stout, MD, Odessa Brown
TN A ()8 Community Room Matt Echohawk-Hayashi, SIHB

B
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