The Accountable Community of Health for King County

Partnering Organization Summit
March 14, 2018
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Today’s Agenda
• Welcome and Updates
• Update on Finances and Partner Agreements
• Overview of HealthierHere’s Portfolio
and Strategies for System Transformation



Focus Population Approach
Evidence-Based Approaches

• Current State Assessment
• Small group discussions
• Wrap Up & Next steps
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2018 Activities & Deliverables
Assess current state capacity
Identify strategies for Capacity Building (Domain 1)
Select (validate) target population and evidencebased approaches for each project
Engage project partners and secure formal
commitments
Develop project implementation plan
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2018 Timeline
Standard Partner
Agreement

+

Current State
Assessment

Jan

Feb

March

Final portfolio
score Incentive

April

HH specific
addendum for
2018

May

Implementation
Payment for
planning,
Project App including target
came in
population
finalization

June

HH specific
addendum
For 2019

Project
Implementation
Begins

Semiannual
Report due to
HCA

July

Aug

Implementation
Plans finalized
including
milestones and
timeline

Sept

Oct

Nov

Dec

Pay for
Performance
starts in 2019
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Updates on Finances and Partner
Agreements
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2018 2018
HealthierHere
Incentive
Funding
Incentives
Funding
Fully Integrated
Managed Care
$6.0 million

Project
Incentives
$22.7
million
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Project Incentives ($22.7 million) 2018 Allocation by Use
Project Management/Domain 1 Support
$0.7 million (3%)
Reserve
$1.1 million (5%)

Partner Engagement
and Planning
$12.5 million (55%)

HealthierHere
Administration
$2.7 million (12%)

Domain 1 (Population
Health, Workforce)
$5.7 million (25%)
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Partner Engagement and Planning $12.5 million (55%)

Tribes

$997,340

Non-Medicaid Providers

$5,236,035

$6,233,376

Medicaid Providers

$0

$2,000,000

$4,000,000

$6,000,000

$8,000,000
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• Complete Current State Assessment

Partner
Engagement
and Planning
Distribution
Approach
(Draft)

• Partner Organization Change Plan
• Medicaid Volume
• Partnership Integration Level
• Health Equity Partnership Level
• Tribal Agreement ($997,340)
• Early Infrastructure/Process Changes
• Provider Type
• Sign Standard Partnership
Agreement/Addendum/Register in
Financial Executor
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2018 HealthierHere Partner Engagement and
Planning Funds Flow Timeline – (Draft)
March

Finance
Committee
approves
distribution
approach
and Contract
Addendum
agreement

April

Governing
Board
approves
distribution
approach
and Contract
Addendum
Finance
Committee
approves
dollars
distribution

May

Governing
Board
approves
payment
distribution

June

Contracts
are signed,
and first
payments
issued

July…

Second
payments
issued

September

Third
payments
issued

Contract
Addendum
are sent to
partnering
providers
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Financial Executor (FE) Update
• HealthierHere submitted an updated provider list to
the FE on March 13th
• The FE will match Employer Identification Numbers
(EINs) and organization names with IRS records;
• Positive match: providers will receive an email from the FE to
complete registration in portal
(WA_FE_FinancialServices@pcgus.com)
• Negative match: the FE will contact HealthierHere who will work
with providers to fix errors and create a match

• The FE will host a training for providers on the
registration process (date TBD)
• Provider organizations who haven’t done so already
should complete the HealthierHere Provider Survey
Survey link:
https://www.surveymonkey.com/r/KingProviderMTD
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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
13

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

Prevention and management of chronic
health and social concerns

transition
opportunities

primary
care
specialty
care

transport

Crisis response to acute health and
social concerns

behavioral
health

care
coordination
opportunities

education

housing

food

jobs

legal aid

EMS

hospital/ED

fire

jail

police

diversion
opportunities

14

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

primary
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Crisis response to acute health and
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care
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housing
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In King County we are service and data rich, but linkage poor

Prevention and management of chronic
health and social concerns

transition
opportunities

primary
care
specialty
care

transport
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food

jobs
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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.
17

Transitioning to
value based care

Remember
what this
is about

• Evidence based and
best practices
• Value base payment
arrangements

Population health
management

Providing
integrated, teambased, whole
person care

Linking social
services (SDOH)
to the health care
delivery system
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Focus Population Approach

The balancing act of identifying focus populations

Medicaid
member
needs

Meeting
performance
targets

Provider
readiness

Evidencebased
strategies

Equity & social
justice
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Reducing avoidable ED and hospital utilization:
A performance and equity opportunity for HealthierHere
Project P4P measure
Measure

Age
range

All-cause ED visit rate

Transitional
care

Opioid use

Chronic
disease

MCO FIMC
contract

10+

Medicine & surgery inpatient hospital

utilization1

Follow up ED visit for chemical dependency
Follow-up ED visit for mental illness2
Follow-up hospitalization for mental
All-cause hospital readmission

illness2

rate3

Child and adolescent access to primary care

18+
13+
6+
6+
18-64
1-19

Diabetes care: Eye exam

18-75

Diabetes care: Hemoglobin A1c testing

18-75

Diabetes care: Kidney screening

18-75

Asthma medication management

5-64

Percent homeless

All ages

Mental health treatment penetration

12+

Antidepressant medication management

18+

Patients on high-dose chronic opioid therapy

All ages

Patients with concurrent sedatives prescriptions

All ages

Statin therapy for heart

Bi-directional
integration

Some overlap with MCO FIMC
contract

disease4

21-75

SUD treatment penetration

12+

SUD treatment penetration, opioid use disorder

12+

1Excludes

hospitalization for behavioral health concerns, birth, maternity (pregnancy, labor, delivery), newborn care, and stays during which a patient dies
this does not include hospitalizations for chemical dependency concerns
3Excludes hospitalization for pregnancy and perinatal conditions
4Male age range 21-75, female age range 40-75
ED, emergency department; SUD, substance use disorder; MCO, Managed Care Organization; FIMC, Fully Integrated Managed Care; P4P, Pay for Performance
2Note,
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Target populations identified in ACH Project Plan

Bidirectional care

Initial screening to focus on top 50
providers by Medicaid claims volume
Primary care:
Members with
depression or
Opioid Use
Disorder (OUD)

Opioid use crisis

12,000 Medicaid
members with
OUD

Behavioral
health:
Members with
diabetes

Additional
members
screened for OUD
who are not yet
diagnosed

Transitional care

Chronic disease

Adults & children not receiving
intensive case management nor
actively managing chronic conditions

Chronic
respiratory
disease

Members
returning to
community from
jail (initially
SCORE)

Members
discharged from
hospital for
psychiatric or
SUD reasons

High-risk
members
transitioning
from hospitals,
including older
adults and people
with disabilities

Cardiovascular
disease (includes
diabetes)
Note:
1) Children only included in chronic respiratory disease population
2) Reproductive and sexual health needs of women not addressed
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Blending performance and equity considerations

Bi-directional
integration

HOT SPOTS:
•
•
•
•

Small population with most complex
health and social needs
Disproportionately high amount of ED and
hospital utilization (and cost)
Heavily under-served by fragmented
health & social service systems
Blend of performance and equity focus

WARM SPOTS:

Overlapping areas

COLD SPOTS:

Chronic
disease

Transitional
care

•

•
•

Populations not utilizing or under-utilizing
traditional preventive health care services
(e.g. homeless, immigrant/refugee
populations, Medicaid expansion adults)
Populations under-represented in hot
spots (e.g. reproductive health)
Equity focus

Opioid use
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Identifying hot and cold spots in the Medicaid population
Hot spots

Cold spots

1. Broad: Members with heavy utilization of ED, hospital, and/or
jail

4. Primary care: Members with no primary/preventive care use in
past year

2. Behavioral health: Members with heavy utilization of ED
and/or hospital for behavioral health concerns

5. Behavioral health: Members with unmet mental health service
need

3. Chronic disease: Members with poorly managed chronic
disease (P4P measures)
For each of these cohorts, estimate the following:
a) # not using primary/preventive care
b) # not using behavioral health services
c) # who are homeless

6. Chronic disease: Members with potentially undiagnosed
chronic illness?
For each of these cohorts, estimate the following:
e) # using primary/preventive care (except #4)
f) # using behavioral health services (except #5)

d) # eligible for but not enrolled in Health Home

g) # who are homeless

By demographics:

By demographics:

i.

i.

Adult (18+) vs. child (<18)

Adult (18+) vs. child (<18)

ii. Gender

ii. Gender

iii. Race

iii. Race

iv. Language/limited English proficiency status

iv. Language/limited English proficiency status

v. Sub-county region

v. Sub-county region

vi. Medicaid coverage group

vi. Medicaid coverage group
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Evidence-Based Approaches

Evidence Based Approach Themes
Bi-Directional Integration
- Bree Collaborative
- Collaborative Care Model (UW AIMS)
- Enhanced Collaboration

Transitional Care

- Peer Bridger
- Care Transitions Intervention/Coleman Model
- Best Practice Approach to Community Reentry From Jails for Inmates with Co-occurring
Disorders (APIC)

Best Practices/
Proven Approaches
Opioid Use
- Six Building Blocks
- Medication Assisted Treatment (MAT)
- Office Based Opiate Treatment (OBOT)
approach through Collaborative Care
- Recovery Coaches/Peer Support
- Hub & Spoke Model

Chronic Disease Prevention
- Self-Management Support
- Population Health Management (registries)
- Team Based Care
- Community Health Workers (CHWs)
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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
Recommendations

Collaborative Care
Model
Transformation $$
for planning,
implementation,
and outcome
achievement

Enhanced
Collaboration

Episodic BH
conditions common
in Primary Care

Chronic BH Condition –
managed by Primary Care

Serious Mental Illness/Substance Use
Disorders - managed by community BH

Adapted from Julie Lindberg, Molina Healthcare
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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
Evidence Based Model

Model Target Population

Model Description

A Best Practice Approach
to Community Re-entry
from Jails for Inmates
with Co-occurring
Disorders (APIC)

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

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 Program

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.

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
experience with mental illness or substance
use and our in recovery.

Care Transitions
Intervention/Coleman
Model

The Care Transitions Intervention® is also
known as the Coleman Model® and is a 4week 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


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 practices
• Increased access to treatment
• Overdose prevention
• Recovery Coaches
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Evidence-Based Approaches: OUD Treatment
Evidence Based Model

Model Description

Medication Assisted Treatment (MAT)

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.

Office Based Opiate Treatment
Approach (OBOT) through
Collaborative Care

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.

Recovery Coaches/Peer Support
Specialists

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.

Six Building Blocks

Provides readiness tools for primary care practices to assess readiness
for expanding their practice to include Buprenorphine prescribing.

Hub & Spoke Model

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.
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Chronic Disease Prevention and Control
Project Objective


Integrate health system and community approaches to
improve chronic disease management and control.
• Children and adults with chronic respiratory diseases
(including asthma)
• Adults with chronic cardiovascular diseases (including
diabetes)

33

Evidence-Based Approach: Chronic
Disease Prevention and Control
Self-Management
Support

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

Population Health
Management
(Registries)

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

Team-based Care

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

Community Health
Workers

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
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Small Group Discussion: focus
populations and evidence-based
approaches
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Small group discussion
• Divide into two or three groups by provider type

1. “Traditional Medicaid provider” hospital, health
systems, managed care, behavioral health and
community health centers (one or two groups)
2. “Non-traditional providers” community-based
organizations and social services agencies

• HH staff will moderate
• Decide who will report out, staff will scribe
• Discuss questions (next slides)
• Scribe will flip charts to capture your key points
• Be ready to report out
• Webinar participants will “chat” in an online small group
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Small group discussion
Focus Populations
• There are several ways to define a population of
focus for HeathierHere. How can we select a focus
population that helps improve metrics and also
closes racial/ethnic inequities?
• What is important to consider about choosing a
focus population?
• What would the best focus population be from
[your provider type] perspective?
• What does [your provider type] need to identify an
initial group of Medicaid members to move
forward with transformation?
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Small group discussion
Evidence-based approaches and our values
• Most evidence-based approaches were developed
with mainstream populations. How can we modify
these and spur innovations to close racial/ethnic
inequities?
• What would evidence look like from [your provider
type] perspective?
• What is important to retain from evidence-based
practices and what can be modified?
• What does [your provider type] need to
implement evidence-based practices in ways that
reflect HealthierHere values?
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Current State Assessment
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Current State Assessment
Three surveys
1. Healthcare and behavioral health providers
2. Community-based organizations and social service agencies
3. Health information technology/health information exchange
(HIT/HIE)
Other information
• KC Hospitals for a Healthier Community’s 2018-2019
Community Health Needs Assessment
• HH Regional Health Needs Inventory
• Familiar Faces Current State and Future State Map
• Other community assessments
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Guiding Principles
• Start with the end in mind: Delivery System Transformation!
What information would be helpful to assure the success of the
overall and project specific transformation that we hope to
achieve?
• Primary reasons for conducting the Current State Assessment:
o Increase knowledge and understanding of context
⁻ Level of stakeholder readiness for care transformation across
diverse array of providers
⁻ Enablers to effect and support that change
o Inform Implementation Plans (in light of Gap Analysis with desired
Future State)
o Meet State requirements
o Better, informed decisions
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Proposed Timeline
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Current State Assessment
What the survey covers:
• General information
• Quality Improvement
• Care Coordination
• Workforce
• Culturally and Linguistically Appropriate Services
• Value-Based Payment
• Project Specific Questions
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Wrap Up & Next Steps
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Next Partnering Organization Summit:
Webinar and In-person:
Thursday April 19, 2018
Centilia Cultural Center
1660 S Roberto Maestas Festival St.
2:30 – 4:30 pm
Seattle, WA 98144
(Beacon Hill Link Station)
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For more information: information…

Susan McLaughlin, Executive Director, smclaughlin@kingcountyach.org (206) 790-3709
Gena Morgan, Chief Operating Officer, gmorgan@kingcountyach.org (206) 849-6262
Thuy Hua-Ly, Chief Financial Officer, thua-ly@kingcountyach.org (206) 849-9988
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