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[bookmark: _Toc442173232]Background
In 2014, CTC-RI initiated two pilot Community Health Team (CHT) programs to work with provider practices in two Rhode Island regions to address the needs of high-risk, high-cost patients. 
Based on the initial successes of each team, CTC-RI is considering expanding the CHT model to additional RI regions. This literature review aims to support the expansion efforts by reporting on best practices developed at CHT programs elsewhere.  This report is presented in two major sections. The first, contained within this document, is an overview of programs to address the needs of high-risk, high cost patients. The second, contained in a separate document, provides a detailed overview of Vermont’s CHTs and Vermont’s Chronic Care Initiative.
 
[bookmark: _Toc442088132][bookmark: _Toc442173233]Methods
We conducted a review of the peer-reviewed and gray literature in the following areas: community health teams, super-utilizer programs, emergency department diversion programs, care management, complex care management (CCM), high risk/high-cost patients, community health workers, and patient navigators. We searched by these terms and reviewed references in relevant documents. Gray literature sources include federal and state agency documents, state program annual and evaluation reports, and issue briefs and other reports from nationally recognized funders and policy makers.

We have focused this review on community health teams, complex care management programs, and super-utilizer programs with a focus on composition and core components. Reporting on funding mechanisms was not a focus of this review, although we do provide some high-level information. 

[bookmark: _Toc442088133][bookmark: _Toc442173234]Who is using health care?
A relatively small group of health care users utilizes a larger share of health care resources than do others. In some cases, this disproportionate use is appropriate.  We expect those who are sicker, have multiple chronic health conditions, have disabilities and/or experience acute health episodes to use more health resources and to have higher health costs. To illustrate this point, Figure 1 shows that in 2013, across all health plans, about 1% of the U.S. population accounted for about 21% of U.S. health expenses. Five percent of the U.S. population accounted for almost half of health care expenses. [1] 

As further illustration, in 2012, of the top one percent of Medicaid health care utilizers, 83% had at least three chronic conditions and more than 60% have 5 or more conditions. [2]
Often, patients in that 1% or 5% bracket have multiple providers, have complicated health regimens, and may need to make lifestyle changes to improve their health. They may have mental health or behavioral health disorders, and psychosocial factors, such as lack of stable housing, food insecurity, or inability to pay for prescriptions, conditions that prevent them from being able to address their health issues fully. Despite or because of having multiple providers, most receive care in fragmented physical and behavioral health delivery systems. Additionally, the top 10% of utilizers account for 65% of health care expenditures. 

Those utilizers in the top 1% and 5% often have complex health care needs, and are complex care populations. They may also be called high risk/high-cost patients. It can be useful to consider the top 5% as high risk/high-cost, and the top 1% as super utilizers. This distinction is needed because of how the literature describes complex care management programs and super utilizer complex care management (CCM) programs. 

However, this categorization is not as simple as it seems. We found a number of programs labeled in the literature as super utilizer programs actually targeted the top 5%, for instance Vermont’s Chronic Care Initiative. Programs targeting the top 5% of utilizers, of course, include the super utilizing 1%. Further, we found programs targeting “complex” populations targeted patients in the 1% or 5%.

[bookmark: _Toc442088120][bookmark: _Toc442103115]Figure 1: Distribution of U.S. health expenditures, 2013[footnoteRef:1] [1:  Figure 1 includes expenditures across all age groups, including ages 0-17.] 
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Source: http://meps.ahrq.gov/mepsweb/data_files/publications/st480/stat480.pdf

As Table 1 demonstrates, definitions for complex care populations can encompass a broad group. Thus, health plans need to define the population to be served by a complex care management program.

To address these high utilizers, public, private and commercial health plans have implemented a number of care management approaches and related programs to improve health outcomes and quality, and to reduce health expenditures. These programs typically build on Wagner’s chronic care model. Complex care management and complex care management teams currently are the care approaches that health plans are turning to to address complex, high utilizing populations.

· Complex care management (CCM): The systematic coordination and assessment of care and services provided to members who have experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating the system to facilitate appropriate delivery of care and services. (Diagnosis may mean diagnosis of multiple comorbidities or progression of a condition to a point of severity that would require the extensive use of resources.) (NCQA) [3]

· Complex care management for primary care teams: Specially trained, multidisciplinary teams that meet the needs of patients with multiple chronic conditions or advanced illness, many of whom face social or economic barriers in accessing services. [4]
[bookmark: _Toc442075194][bookmark: _Toc442103121]
Table 1: Definitions of patients with complex care needs 
	Source
	Description/Definition

	American Geriatrics Society
	Persons whose conditions require complex continuous care and frequently require services from different practitioners in multiple settings.

	Robert Wood Johnson Foundation, Research Synthesis Report NO. 19 (12/2009): Care management of patients with complex care needs
	Usually patients who are Medicare beneficiaries with multiple chronic conditions, frequent hospitalizations, and limitations on their ability to perform basic daily functions due to physical, mental and psychosocial challenges. Patients with complex health care are patients at the far end of a population-wide spectrum ranging from healthy individuals to people with serious medical problems and high utilization of heath care services.

	Scottish Executive, Department of Health Ministries (Report 2007)
	Terms linked to the concepts of ‘complex’ and ‘multiple’ needs and include: ‘multiple disadvantage’, ‘multiple disabilities’, ‘multiple impairment’, ‘dual diagnosis’, ‘high support needs’, ‘complex health needs’, and ‘multiple and complex needs.’ 
People identified as having multiple and complex needs may include:
· People with mental health problems, including ‘severe and lasting’ problems
· Those disadvantaged by age and transitions – young and older people
· Those fleeing abuse and violence – mainly women and refugees
· Those culturally and circumstantially disadvantaged or excluded – minority, ethnic groups; travelling people
· People with a disability, including profound, severe or long term impairment or disability and those with sensory disabilities with ‘additional needs’
· People who present challenging behaviors to services, for example in schools, within residential services/ hostels or in their own neighborhoods
· People who are multiply disadvantaged by poverty, poor housing, poor environments or rural locations which mean they are distant from services
· People who have a ‘dual diagnosis’ of mental ill health and substance misuse, or of other combinations of medically defined conditions.
· People who are ‘marginal, high risk and hard to reach’, who may be involved in substance misuse, offending and at risk of exclusion


Source: Outpatient case management for adults with medical illness and complex care needs. Comparative Effectiveness Review: Number 99. http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0051452/pdf/PubMedHealth_PMH0051452.pdf 

Complex care management—program example
In this case, South Carolina’s Blue Cross Blue Shield’s CCM program targets the top 1%.  
[image: ]
Additionally, for about the last 20 years, there has been a concerted effort to improve care coordination at the provider level through initiatives such as patient centered medical homes and accountable care organizations. These new models require additional support to meet patient needs. These supports include care coordination, behavioral health services, health education and coaching, and addressing patients’ psychosocial needs. 

Recognizing this need, the U.S. Affordable Care Act (ACA) specifically defines community health teams as a care management approach to support patient centered care. ACA components include the components below. Appendix 1 provides the full description for each component’s requirements. Of note, these standards are consistent with how North Carolina and Vermont developed and operate their CHTs.

1. Establish contractual agreements 
2. Support patient centered medical homes
3. Collaborate with local PCPs and existing state and community based resources to coordinate care
4. In collaboration with local providers, develop and implement interdisciplinary, inter-professional care plans
5. Incorporate health care providers, patients, caregivers and authorized personnel in program design and oversight
6. Provide support to local providers, e.g., coordinate care, coordinate access to health and preventive services, provide access to pharmacist delivered medication management, collect and report data, etc. 
7. Provide 24-hour care management and support during transitions of care settings
8. Demonstrate a capacity to implement and maintain health information technology 
9. Serve as a liaison to community prevention and treatment programs
10. Report to the Secretary information on quality measures [5]

[bookmark: _Toc442088134][bookmark: _Toc442173235]Community health teams, complex care management programs, and super-utilizer programs
As described by the Commonwealth Fund, CHTs are “locally based care coordination teams comprising multidisciplinary staff from varied disciplines such as nursing, behavioral health, pharmacy and social. In partnership with primary care practices, teams connect patients, caregivers, providers and systems through care coordination, collaborative work, and direct patient engagement.” 

These teams vary in the population they target. Some states, for instance, Vermont and North Carolina, offer CHT services to any patient who is at risk for chronic conditions. They provide complex care management programs (CCMs) to targeted populations, such as high risk/high-cost patients, patients with substance use disorders receiving Medication Assisted Therapy, or disabled populations. These CCM programs are organized in the same way as the more generally available CHTs, and work collaboratively with the CHTs. 

Others states have their CHTs or CCM programs target a specific subset of patients, for instance, the top 1% of utilizers; others the top 5%. Within that top 1% or 5%, states determine their targeting criteria using a data-driven approach that examines the overall population, subpopulations, and regional needs and resources. Thus, states may target patients based on specific patterns of care, high observed-to-expected costs, utilization patterns, and/or provider referral and review. States also develop inclusion/exclusion criteria, e.g., patients with cancer, receiving dialysis may be excluded.[6-8]  

The composition of CHT staff varies, depending on the program model and program setting. Some CHTs are embedded in high volume primary care practices; others are community based and serve regional practices.  CHTs and CCM programs have similar aims and staffing structures. They both focus on care coordination, address gaps in care, address the health and psychosocial needs of patients, provide health education and coaching. Both CHT and CCM programs emphasize in-person contact, warm hand-offs and timely patient follow-ups for hospital or visits the ED. For instance, the CHT or CCM team may meet the patient bedside, or within 24-48 hours of admission or ED visit. Because of data centralization, these patients may not have insurance, or a primary care provider. When that is the case, the patient is linked to care. [6, 8-10]

It can be difficult to tease out whether a care management program is a CHT or a CCM team. Both have similar aims, staffing structures and incorporate the same principles. The literature often reports on “team based care” without differentiating the type of care management approach. It can be useful to think about CHTs supporting patients within the overarching aims of the patient centered medical home with services aimed at prevention, and prevention of high cost, and CCM programs focusing more on patients after the patient has become high cost. This is not an exact differentiation. In addition, hybrid approaches exist. For instance, the two regional pilot CHTs of CTC-RI focus on providing many elements of complex care management, e.g., care coordination, behavioral health services and linkages, and patient support to address psychosocial and economic issues to high risk, high cost patients.

Table 2 provides program features shared by 8 high performing CHTs described in a 2013 Commonwealth Fund Issue Brief. The brief notes that each team addressed ACA requirements but did not use the ACA standards as a study framework. Therefore, these features are notable for the 8 CHTs. These do not necessarily reflect the considerable work each state has done to create teams that match regional needs, create the data infrastructure that underpins these features, or to use quality improvement processes. Appendix 3 provides an overview of each of the CHTs described in the brief. We provide current or best practice for each ACA component later in this document.  Table 3 provides components of effective complex care management programs.

[bookmark: _Toc442075195][bookmark: _Toc442103122]Table 2: CHT Program features_8 states_Commonwealth Fund and ACA CHT program components
	Feature
	Description

	Multidisciplinary teams 
	· Coordinate services
· Promote self-management
· Help manage medications

	Sustained continuous relationships with patients
	· Team staff establish and cultivate relationships through regular face-to-face contact

	Communication mechanisms
	· Mechanisms are in place to routinely send and receive information about patients

	Whole-person care
	· Identify services and supports to address health and psychosocial needs and maintain a healthy lifestyle

	Transitions in care
	· Focus on transitions in care, especially between hospital and home

	Connection to community resources
	· Team members routinely connect patients with relevant community-based resources

	Enhanced reimbursement
	· Enhanced reimbursement for primary care teams that collaborate with teams

	Team functions and composition
	· Care coordination and management services 

	Financing/funding models
	· Funding models adequately support teams 
· Teams are financially stable
· Financing models include accountability
· Minimize financial burden

	Effectiveness
	· States monitor effectiveness using quality, cost, and patient experience data


Source: Takach, M., & Buxbaum, J. (2013). Care management for Medicaid enrollees through community health teams. Washington, DC: The Commonwealth Fund. [9]
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Table 3: Effective Complex Care Management Program Components 
	Component
	Description

	Programs are tailored to their particular context
	· CHTs are regional or embedded, depending on regional needs

	Case selection 
	· Use risk prediction software, chronic disease criteria, or utilization thresholds with patient/provider referrals or assessments
· In hybrid approach, providers must understand program goals and available care management interventions 
· Focus enrollment around acute care events: ED visits and hospitalizations helps facilitate patient engagement

	Team composition
	· Tailored to the target population and constructed to effectively deliver the desired outcomes
· Multidisciplinary teams: PCP care manager (typically nurse or social worker); community resource specialist, behavioral health provider, pharmacist, health coach/community health worker, other clinical specialists, administrative and analytic support
· Sharing some team members across CCM teams
· Teamwork is enhanced through face-to-face meetings and use of a shared information technology platform for secure communication

	Appropriate caseload
	· Determined by patient needs and CCM team composition; program protocols and clinical judgment dictate frequency of scheduled interactions
· Most interactions by phone; in-person visits often at PCP, but also in hospitals, ED, patient homes
· To carry higher caseloads, managers optimize team function, prioritize patients by level of risk, selective use of remote monitoring

	Key tasks— Build trusting relationships with patients, families, PCPs and their staff

	· Warm hand-off from PCP; accompany patient to PCP visits
· Approach patients during time of high need, e.g., hospitalization; address language, cultural barriers
· Approachable staff
· Patient assessments take into account gaps in care as well as functional status, patient activation, behavioral health and social service needs and barriers to care.
· Care plan: reflects priorities and preferences of patient and family
· Use motivational interviewing to encourage patient activation and self-management
· Frequent interactions between CCM and primary care teams

	Key tasks—coordination of patient care
	· Share patient information across providers
· Ensure safe care transitions: medication reconciliation, developing action plans when trigger events occur
· CCM team receives timely notifications of patient ED visits
· Develop protocols for end of life services, such as completion of advanced directives
· Help patients find services; assess existing services and develop strategies to fill in the gaps
· Develop working relationships with hospitals, SNFs, clinical providers, and community service providers

	CCM team training
	· Receive customized training including didactic experiences and mentoring/shadowing

	CCM team members
	· Hire team members who can work well with patients

	HIT 
	· Access real time data on hospital discharges
· Facilitate documentation, communication, decision support and automated reminders
· Remote monitoring allows CCM team to track stable patients and alert team to declines in health

	Utilization and effectiveness  measures  
	· Systems are in place to collect data


Source: Hong, C.S., A.L. Siegel, and T.G. Ferris, Caring for high-need, high-cost patients: What makes for a successful care management program?, in Issue Brief. 2014, Commonwealth Fund: Washington, DC. [7]
[bookmark: _Toc442088135][bookmark: _Toc442173236]Case identification for complex care management programs
Currently, Rhode Island health plans use different case identification algorithms to identify high risk/high-cost patients. It is likely Rhode Island will choose to create a more centralized approach. To support that effort, we provide detailed information about case identification for CCM programs, as well as the identification practices of high performing CCM programs. A difference between CHTs and CCM is that CCM programs specifically include ED visits and inpatient utilization as part of their case identification. 
 
High cost is a poor indicator as to whether patients who receive care management will have a reduction in health costs. The easiest way to think about it is to put high cost utilizers into three categories: 

1. Patients with advanced illness
2. Patients with episodic high spending 
3. Patients with persistent high spending patterns 

Patients in category 3, those with persistent high spending patterns, are most likely to be impacted by care management programs. [11]

In addition to high spending patterns, other factors to consider include chronic disease criteria, utilization patterns, addressing with gaps in care, patients who are at risk for or have experienced care coordination issues or poor engagement with providers; and patients who are at care transitions (ED visit, inpatient discharge to home). Another factor is whether patients will be receptive to care management, and have health care patterns that can or need to be changed. [12]
[bookmark: _Toc442088136][bookmark: _Toc442173237]Three approaches to complex patient identification described by Hong and colleagues

Hong and colleagues put patient identification into three broad categories—quantitative, qualitative, and a hybrid approach. [12] Table 4 provides the pros and cons of each approach.

1. Quantitative risk-prediction approaches use claims-based risk adjustment and use a combination of age, diagnosis and prior cost or utilization. Quantitative protocols include: 
· Commercial claims-based prediction tools (for example, Hierarchical Conditions Categories, Clinical Risk Groups, Impact Pro ®). 
· Acute care utilization thresholds based on prior utilization.
· Chronic disease count thresholds, or inclusion based on specific high-risk chronic diseases pulled from electronic data warehouses or registries.
· Internally developed risk prediction tools (for example, Aetna, Network Health, Veterans Affairs Care Assessment Need (CAN) score.) As noted by Hong and colleagues, published risk prediction tools do not perform well within the highest risk subgroups targeted for CCM, and fail to identify many future highest-cost patients. Claims based prediction tools are unable to identify patients with time-limited, episodic high cost episodes. [12]

2. Qualitative risk-prediction includes provider based referrals based on their knowledge and judgment of the patient health and other needs and impactability. These approaches are still emerging. Primary care providers who make referrals are likely to be more engaged and supportive of the CCM program. However, providers also may refer patients who are difficult, rather than patients with difficult to manage health problems and social/economic needs.  [12]

3. Hybrid approaches use both quantitative and qualitative strategies. This approach allows programs or providers to review a broader quantitative list of prospective patients and narrow the list using clinical review. One criteria of such a review is whether the patient is likely to benefit from CCM, i.e., whether they are impactable patients. [12]




[bookmark: _Toc442075197][bookmark: _Toc442103124] Table 4: Data sources used by CCM programs: Advantages/disadvantages
	Approach
	Description
	Advantages 
	Disadvantages

	Quantitative risk-prediction tools
	Uses claims data (or sometimes billing data) to predict future outcomes (e.g., total medical expenditures, acute care utilization, etc.)
Some provide risk scores within clinical groups and others provide a cumulative risk score that takes into account risk multiple factors

	Well validated for identifying a subset of high risk patients, particularly patients at high risk for future costs
	Is not thorough—it accounts for a low percentage of the variability in costs, utilization, and other outcomes
· Does not account for some factors that are important for risk-stratifying patients (e.g., recent admissions that are not in claims, or identifying poorly activated patients
· May not adequately identify psychosocially complex patients
· Depends on completeness of data, and data quality
· Lack of continuous claims data because of frequent disenrollment may reduce utility and precision of modeling
Cumulative risk scores for medical expenditures do not guide specific interventions
Dependence on recent acute utilization leads to over-identification of some low- or moderate-risk patients with recent episodic high cost events
The highest risk individuals may not always be the most responsive to care management interventions

	Acute-care utilization focused 
	Use prior acute care utilization to identify high risk patients
	When real-time data are available, identifies a high-risk population at a time of significant need and opportunity for impact
	Misses high-risk patients who do not have prior use of acute care services
Prior utilization/cost is not the cause of future utilization/cost—and it does not help identify mutable factors that drive it

	High-risk condition or medication focused
	Use claims/billing data (ICD-9 codes), internal data warehouse data (problem lists, medication data), or pharmacy data to identify patients by high-risk conditions or medications
	Widely available
May be more easily received by health care providers because it provides them obvious targets for intervention
	May not adequately identify patients at high risk for utilization/costs
Not all patients with high risk conditions are at high risk—requires risk stratification within condition categories

	Quantitative multifactorial risk assessment
	Uses a weighted instrument (often developed internally) that may draw from any of the above sources to assign risk scores for patient selection
	Takes advantage of the strengths of different approaches
Brings data together from multiple sources
Allows inclusion and weighting of qualitative measures
	Complex and time consuming to create
Final risk assessment can be hard to interpret
Poor data quality or conceptualization can lead to inaccurate risk assignment

	Referral by clinician or CCM team, or patient self-referral
	Use clinician or CCM team clinical assessment skills to identify high risk patients
	Clinicians prefer to have the ability to refer their patients into CCM programs
Clinicians may have the most complete picture of the patient, including clinical, behavioral health and environmental and socioeconomic risk factors
Patient self-referral identifies motivated patients with higher self-efficacy, who demonstrate readiness for CCM
	Clinical referral identifies patients who are challenging to manage, but not necessarily those at high risk for future utilization/costs, or those who might be responsive to care management interventions
Patients who are less activated and more vulnerable (and often the highest risk) may not self-refer

	Hybrid: quantitative and qualitative
	Sequentially uses combinations of quantitative and qualitative approaches
Can have a qualitative gate (e.g., clinicians decide final selection) or a quantitative gate (e.g., a quantitative threshold to decide final selection)
Successful CCM programs are most likely to use this approach
	May be most reliable approach for selecting high risk patients who are also responsive to care management interventions
Takes advantage of the strengths of different approaches
	More complex to implement
Hybrid approaches with qualitative gates depend on the clinician’s understanding of the program goals and interventions and the ability to select the right patients—which may not always be easy to achieve

	Source: Taken directly from Hong, C.S., A.S. Hwang, and T.G. Ferris, Finding a match: How successful complex care programs identify patients. Issue Brief. 2015, California HealthCare Foundation: Sacramento, CA. [12]



Figure 2 shows how the Vermont Chronic Care Initiative (VCCI) considers comorbidities, evidence of fragmented care, medication adherence, appointment attendance, and social factors to determine impactability. Additionally, Figure 2 shows that the VCCI may not consider some high cost patients as impactable if their care and needs are stable. Of note, VCCI overall uses a hybrid approach and accepts provider referrals.

[bookmark: _Toc442088121][bookmark: _Toc442103116]Figure 2: Example—Vermont Chronic Care Initiative—stratification and impactability of the top 5%
[image: ]
As shown in Table 5, not all CCM programs prioritize mental health or behavioral health disorders, or consider social determinants of health. AtlantiCare, a best practice CCM program, prioritizes chronic health conditions related to cost and hospital admissions or ED use. [7]  

[bookmark: _Toc442075198][bookmark: _Toc442103125]Table 5: AtlantiCare Special Care Center--Patient Referral Form
	AtlantiCare Special Care Center--Patient Referral Form

	Circle
	Column A
	Circle
	Column B

	6
	Congestive heart failure (heart pump failed to function with excessive fluid retention)
	1
	Smoking

	4
	Coronary artery disease/stroke
	1
	Hypertension

	2
	Cardiovascular disease—other heart disease (abnormal rhythm)
	1
	High cholesterol

	2 
	Hypertension (uncontrolled, resistant)
	1
	Chronic anti-coagulant (Coumadin therapy)

	4
	Diabetes mellitus (high blood sugar)
	1
	Obesity (height and weight)

	4
	Kidney disease or current serum creatinine >2; placed on meds for kidneys or on dialysis
	1
	Mental illness (depression, anxiety, etc.)

	4
	Chronic obstructive pulmonary disease
	2
	>  Hospitalizations/ED visits in past 12 months

	2
	Asthma/on maintenance meds (chronic/daily meds)
	2
	Taking > 5 chronic prescription meds (other than pain meds)

	
	
	1
	Language barrier

	
	
	2
	No primary care doctor

	
	Points Column A =
	
	Points Column B =

	To qualify, patient must have at least one from Column A and total of 6 points: Column A + Column B = 


Source: Coordinating care for adults with complex care needs in the patient centered medical home: Challenges and solutions. White paper (Prepared by Mathematica Policy Research). January 2012, Agency for Healthcare Research and Quality: Rockville, MD. [13]

	Once patients are identified through case identification, it is important that providers “scrub” the lists to be sure the patients selected are ones who need and will benefit from care management. 

Below we show how Cambridge Health Alliance works with PCPs to validate referrals.

[bookmark: _Toc442088122][bookmark: _Toc442103117]Figure 3: CHA bi-directional validation process
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Source: Carr, E., Building a complex care management program to support primary care. PowerPoint. 2015 [14]

In sum, it appears that CCM patient selection will be most successful when the program determines its program aims, available program and community resources, and then develops its own algorithm and selection processes. Hybrid approaches that include provider referral and assessment can be complicated to develop, but will be more likely to identify patients that match program goals. Even the best case identification systems will require validation the patient lists reflect patients who need or will benefit from care management services. 

[bookmark: _Toc442088137][bookmark: _Toc442173238]Components of high performing CHTs and/or complex care management programs
Community health teams and complex care management teams appear to be closely matched. Below we provide information on best practice CHTs and CCM teams. We use the ACA CHT components as a review framework. We also include information on super-utilizer best practices as appropriate. When there are differences between CHTs and CCM we describe those differences.
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Program development

ACA CHT Component 1: Establish contractual agreements with primary care providers
ACA CHT Component 3: Collaborate with PCPs, existing State and community-based resources to coordinate disease prevention, chronic disease management, transitioning between health providers and settings and case management for patients…. 
ACA CHT Component 5: Incorporate health care providers, patients, caregivers, and authorized representatives in program design and oversight.
ACA CHT Component 8: Serve as a liaison to community and prevention programs 

“Avoid a top-down approach – Embed ownership with those who are expected to be the ones to improve. While there is no question that state leadership plays an essential role in making a medical home and community-based care management system a success, state leaders have to rein in their need for control… Unless those who are expected to improve the processes of care feel ownership for the program, the prospects for lasting advancements are slim.”[15, 16]

As noted previously, best practice programs develop their CHT programs based on identified data-identified and stakeholder-identified needs. Best practice states engage a broad range of stakeholders in developing and monitoring their programs. Through these processes, the CHT creates a regional team to share and development community resources, and to serve as a liaison to community and treatment programs. CHTs will be more involved in community engagement than CCM teams. [15-17]

Program developers use data to understand the population, for instance, age groups, health or behavioral health conditions, psychosocial needs, utilization patterns overall, and patterns that drive up health costs. They look at whether patients are receiving guideline care, are receiving coordinated health care, and as indicated, care that is integrated with behavioral health providers. 
They assess regional resources and identify gaps and strengths. They engage community partners. They engage primary care providers and practices in program development.  

The types of services the program provides will depend on the service region.  A program in an impoverished area with a shortage of primary care and behavioral health may need to deliver intensive in-person medical and behavioral health care. A program in a community with high-performing PCMHs and behavioral health services can focus on comprehensive care coordination and health coaching.

Types of program services provided will depend on the practice where the client receives care.  The types of program staff depends on these factors: patient (sub)populations and their care needs, types of available regional services, and physician practice.

Program developers will need to create rule in/rule out criteria. For example, rule out inpatient admissions due to pregnancy, oncology, trauma, or a surgical procedure, advanced age and/or a dementia diagnosis. Stratification should also take into account the skill sets of the care management team. 

Memorandums of understanding and contractual agreements solidify arrangements and expectations between the CHT program, providers, and other program partners. [6, 9]

Table 6 provides a complete list of policy question decisions that CMCS recommends that policy makers should ask when developing (or expanding) super-utilizer programs. While these recommendations were created to support the development of super-utilizer programs, they apply to CHT or CCM program development as well.

[bookmark: _Toc442075199][bookmark: _Toc442103126]Table 6: Policies decisions to consider when creating (or expanding) a CHT, CCM or super-utilizer program 
	Policy question
	Analysis and considerations

	1. Should we pursue a super-utilizer program in our state?
	Understand the scope of the problem
· Identify the major super-utilizer subpopulations within the state
· Identify a provisional set of factors driver high-utilization among these populations
· Assess the feasibility of eliminating unnecessary utilization through a set of targeted interventions to address these factors
· Estimate the potential cost and savings associated with a program able to address factors driving high costs and unnecessary utilization
· By super-user sub-populations (or as a whole), determine if super-utilizers are impactable, e.g., are there patterns of care, chronic conditions, or social barriers that can be addressed
· Determine types of interventions to address the needs of populations
· Estimate the initial and recurring cost of establishing a program to deliver interventions and compare costs to potential savings

	Necessary infrastructure 
	· Web-based provider portals with patient data: allow providers and programs to sort their patients by number of recent hospitalizations and ED visits so they can consider their patients with respect to utilization patterns and develop interventions to meet their needs
· Real-time utilization data: use a state health information exchange (HIE) to deliver real-time data to programs, allowing programs to identify and engage potential clients during their ED or inpatient visit.  
· Or, have hospitals provide daily ED and inpatient admission data to a centralized state database through admission/data/transfer feeds
· Create decision support tools: to identify and intervene with high risk individuals based on patterns of frequent hospitalizations; based on gaps in care, such as severe asthma without a controller medicine. 

	2. What health plans are involved?
	· Medicaid, Medicare, commercial, large public or private organizations?
· Opportunity to combine datasets
· Can create data challenges when assembling an all-payer claims database

	3. Who provides the services; what is their relationship to primary care providers?
	· Will the program work with PCPs to enhance their capacity and provide alternative intensive services?
· Will the program transfer patients from primary care to a specialized setting?

	Program options
	· Centralized: care managers are embedded in primary care practices identified as serving a high volume of Medicaid patients, or they are high-performing PCMHs with the infrastructure to work with additional staff (see VT, CareOregon)
· Supportive networks: Not-for-profit, community-based organizations provide care managers to support a regional network of PC practices. Care managers travel between practices and build capacity within the practices (see NC)
· Community-based teams: Regional interdisciplinary teams visit patients in their homes and community settings. Teams target the highest utilizers, but work with PC practices to identify referrals and patient coordinate care (See ME)
· Short-term intervention in a super-utilizer clinic: provides comprehensive medical, mental health, addiction treatment and social services for a limited duration, typically 6-9 months (see Spectrum)
· Permanent Ambulatory ICU: takes over care when the PCP agrees the patient has complex needs beyond the capacity of the practice. Clinic is staffed with multi-disciplinary providers (see Hennepin Health)

	4. What is the targeting strategy?
	Overall, targets patients are likely to experience high levels of cost and are impactable. Specific targeting approaches include:
· Targeting based on high observed-to-expected costs
· Targeting specific patterns of care: such as fragmented care, high ED utilization, high volume of preventable hospitalizations combined with no primary care visits or visiting multiple primary care or specialty care providers in a very short time
· Targeting very high levels of utilization of inpatient admissions and/or ED visits within 6-18 months: This method may identify people with more severe, chronic medical illness
· Targeting based on referrals and follow-up investigation: programs accept referrals from local providers and other community resources, then use a data-based and interview-based approach to determine impactability
· Excluding candidate clients with medical conditions associated with high, but non-preventable costs such as cancer, acute trauma
· Targeting by community: target underserved communities to address inadequate systems of care primarily in regard to primary care and behavioral health 

	5. What services are provided?
	· Services should match the needs of the (sub)populations, e.g., high ED use, high inpatient use, need for disease management, culturally appropriate, focus on health or behavioral health
· Develop care plans or health goal plans

	6. How will the program be funded?
	· Medicaid case management payment
· Multi-payer case management payment
· Per-episode of care payment for program services
· Per-Member Per-Month payment to Managed Care Organization
· Shared savings for total cost of care


 Source: http://www.medicaid.gov/federal-policy-guidance/downloads/CIB-07-24-2013.pdf [8]
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ACA CHT Component 2: supports core elements of the PCMH  

Of primary interest within this component is whether CHTs support integrated, coordinated care. This means the CHT works to coordinate care across health, behavioral health, and community and state resources. In North Carolina and Vermont, CHTs are able to access information about what agencies are working with a patient. This reduces potential service redundancy. Additionally, CHTs provide staffing resources the PCMH does not have.

CHT Composition 
The composition of CHTs varies, and depends on the program model and the program setting. Core staff typically includes nursing, social work and community outreach. Other staff typically associated with CHTs and CCM are behavioral health, pharmacist, health educator, and nutritionist/dietician.

CHTs include licensed staff to provide behavioral health support. Depending on the program model, this support may be offered in the provider setting or in the field. Behavioral health counseling is typically short-term, no more than 8 visits. The counseling is directed to support the patient’s health needs or goals, for instance, managing symptoms of anxiety or depression. CHT behavioral health staff make referrals and get the patient linked to appropriate behavioral health services and providers. They also may help coordinate care between behavioral and primary care providers. [8, 9] 

It can be difficult to differentiate the roles and responsibilities of CHT or CCM staff and the nurse care manager. Figure 4 shows that Cambridge Health Alliance’s CCM team has a social worker and community health worker that works with a nurse care manager, and how the roles align.
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[bookmark: _Toc442103118]Figure 4: CHA complex care management staff roles differentiation 
[image: ]
Source: Carr, E., Building a complex care management program to support primary care. PowerPoint. 2015 [14]

Model of care
CHT field staff must be able to address the patient’s psychosocial needs, provide disease care management, as well as chronic care case management.  Our review of the care management literature found complex care management is the care management model that best matches CHT practices. [4, 6, 18]

Types of services: Medical appointments and care coordination
Consistent with supporting the medical home and with providing patients complex care management, CHT staff work with patients regarding attending their medical appointments and providing care coordination. This includes coordination with other state or local agencies that provide services. 

CHTs make sure patients know when they have appointments. This is facilitated by having access to the patient record. They help the patient prepare for the appointment. They may attend appointments with the patient to support the patient or to help them understand information provided at the visit.  

A key component of Vermont’s and North Carolina’s CHT programs is their emphasis that CHTs support the patient centered medical home, Accountable Care Organization, or primary care practice. In Vermont the CHTs appear to be seamlessly integrated into the patient centered medical home. Care management is supported by a robust and centralized case management identification system.
Types of services: Health education and coaching
	Types of services typically provided by CHTs include: 

· Patient-caregiver self-management education
· Health education and health coaching
· Pain management
· Management of chronic conditions

[bookmark: _Toc442088140][bookmark: _Toc442173241]Care planning

ACA CHT Component 4: In collaboration with local health care providers, develop interdisciplinary, inter-professional care plans…that integrate clinical and preventive and health promotion services.

CHT staff meet with the patient and conduct an in-depth health and psychosocial assessment. Based on the assessment, staff then work with the patient to develop a care plan and health goals that address both health and psychosocial needs. 
[bookmark: _Toc442088124][bookmark: _Toc442103119]Figure 5: CCNC Informatics: Source: https://www.communitycarenc.org/informatics-center/

[image: ]The CHT staff also may create a plan in conjunction with the provider and provider practice and may engage family members or other supportive friends in care planning. The CHT provides the patient with the care plan. In that way, the care plan serves as a road map for the patient, providers and others. We found states update the care plan with the patient, and conduct periodic reassessments. 

Based on the care plan, the CHT staff will make referrals to services and supports. The CHT staff typically “front-loads” referrals to services that address psychosocial needs or referrals to behavioral health or substance use providers and services. However, the aim of the intervention is to improve health and healthy lifestyles. Therefore, health education and health management are care plan components.

States such as Vermont and North Carolina are able to monitor patients and address patient goals using quantitative data such as dashboards, and through access to the patient record. For instance, the CHT can monitor patient attendance at    appointments or prescription refills.
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Process: Support during transitions

ACA CHT Component 7: Provide 24-hour care management and support during transitions in care settings including: discharge planning, assuring post-discharge plans are appropriate, referrals to appropriate mental and behavioral services
When an assigned patient or any patient who meets enrollment criteria is admitted to the hospital or visits the ED, the CHT follows-up promptly. The CHT may meet the patient bedside, or within 24-48 hours of admission or ED visit.  Of note, not every patient who uses the ED or is ready for hospital discharge needs follow-up CHT services. Appendix 5 shows a decision support flow for determining when CHTs should follow up with a patient in the ED or ready for discharge. 
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ACA CHT Component 9: Demonstrate a capacity to implement and maintain health information technology.
[image: ]Centralized data warehouse or data repository
“One leader referred to data as ‘oxygen for our program.’ Programs place a high priority on developing a robust data repository that can be mined to identify groups of patients that might respond well to complex care management.”[6]

High performing programs have a centralized data warehouse or data repository from which programs and their staff can access a comprehensive and integrated database of healthcare information. The state Medicaid office typically takes ownership of creating and managing the data warehouse. However, there also needs to be capacity within the practices, programs, organizations, or agencies contributing or receiving data to provide or use data.

The data repository starts with claims data (to understand the size and scope of utilization, usage patterns, cost centers and diagnoses that drive cost).  Ideally, the repository also should include data across health plans—Medicaid, Medicare and private insurers. It also goes beyond claims data to include, for example, encounter data, pharmacy data, electronic health record data, birth and death certificate data, data from other state agencies, and case management data. Other data sources include alternative data sources, such as real-time notification of inpatient admissions or ED visits, patient demographic files, patient assessments, data from EHRs, data from other state agencies, information from families, and from the care team. [19-21]  Creating such a repository can be daunting. North Carolina in its toolkit notes that current laws regarding technology and data sharing have not kept up with technological advances. [21]  Source: https://www.communitycarenc.org/informatics-center/cmis/ 


Use data in real-time. Programs need to have access to real-time information—to identify patients and to receive notifications of ED visits or inpatient admissions. This includes patients not affiliated with a primary care practice.  The use of real-time patient dashboards or reports can give CHT staff an understanding of patient performance. For instance, CHT staff can access pharmacy reports to see if the patient filled her/his prescriptions, preventive care reports, disease management reports, utilization reports (did the patient make it to her/his annual physical?), and whether is utilization trending in the right direction (ED visits down, primary care visits up). With these tools, CHT staff can provide the right intervention at the right time.

Please see: https://www.communitycarenc.org/informatics-center/ for a description of North Carolina’s informatics center.
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ACA CHT Component 10: Report to the Secretary information on quality measures

High performing states and programs are collecting data to determine effectiveness, outcomes, and cost savings. To do so, they put in place measures, data collection processes, and the analytic support to do analysis and reporting. 

Below we provide some of the ways states are monitoring effectiveness and outcomes. These measures are not inclusive of all the data reporting that states and programs conduct, but it does give the reader a sense of the wide range of measures.

Effectiveness/Evaluation strategy
· Monitor program effectiveness using quality, cost and patient experience data [9]
· Alabama: reconciling medications for discharged patients and ensuring timely transmission of discharge records; CAHPS measure patient experience; tracking changes in inpatient readmissions and ED visits [9]
· HEDIS measures [9]
· North Carolina: actuarial analysis, but not consistent with AHRQ evaluation standards [9]
· Vermont: annual expenditures compared with matched control group [9]
Utilization measures: 
· Hospital admissions and readmissions (vs. controls, or propensity matched controls; 30-day all cause readmission rates year; readmissions same hospital; decreased admissions by “super-users”; 90-day readmission for those at highest risk of hospitalization; decreased admissions by diabetes patients; decreased non-obstetric admissions; admissions adjusted for clinical severity); homeless and housed; homeless not housed [22]
· Emergency department utilization (vs. controls, or propensity matched controls, among “super-users”; visits by diabetes patients;  visits adjusted for clinical severity); homeless not housed [22]
· Cost of care (vs. controls; cost of care trend; super-users, reduction/ primary care practice because of avoidance of unnecessary services; PMPM adjusting for clinical severity; annual per capita spending; annual per capita spending vs. controls; total expenditures [22]
Quality of care
· Aetna: Annual office visit; CHF, diabetes, COPD semiannual visits; diabetes patients received HbAIc test; patients discharged from hospital or SNF had f/up visit within 30 days
· Atlanticare: increased proportion of patients with LDL <100; decreased smoking rate; increased medication adherence rate
· Care Management Plus (Medicare/Medicaid mix): mortality vs. control (4); mortality in diabetes patients vs control; HbA1c levels vs. control  
· Community Care NC, Geisinger, OK: Improved outcomes 17 quality measures (9 HEDIS measures); performance against HEDIS benchmarks
· VT: BMI decrease; HbA1c levels; average weight loss
· Genesys: HbA1c levels (2); increased healthy behaviors—patient reported outcomes; smoking rates, medication adherence
Provider experience
· Provider surveys

Patient experience
· CAHPS or other surveys

AHRQ Effectiveness review questions
	It may be useful to consider the questions AHRQ uses when creating an evaluation plan to determine program effectiveness. For its 2013 Comparative Effective Review of Complex Care Management programs, AHRQ used the following questions:

Key Question 1: In adults with chronic medical illness and complex care needs, is case management effective in improving: [18] 
a. Patient-centered outcomes, including mortality, quality of life, disease-specific health outcomes, avoidance of nursing home placement, and patient satisfaction with care? 
b. Quality of care, as indicated by disease-specific process measures, receipt of recommended health care services, adherence to therapy, missed appointments, patient self-management, and changes in health behavior  
c. Resource utilization, including overall financial cost, hospitalization rates, days in the hospital, emergency department use, and number of clinic visits (including primary care and other provider visits)  


Key Question 2: Does the effectiveness of case management differ according to patient characteristics, including but not limited to: particular medical conditions, number or type of comorbidities, patient age and socioeconomic status, social support, and/or level of formally assessed health risk? [18]

Key Question 3: Does the effectiveness of case management differ according to intervention characteristics, including but not limited to: practice or health care system setting; case manager experience, training, or skills; case management intensity, duration, and integration with other care providers; and the specific functions performed by case managers? [18]

	Thompson and colleagues note that while states can develop highly effective programs, there are factors outside of their control. For instance, Vermont decreased Medicaid patient inpatient utilization during 2007-2011 by 8%, but the inpatient cost per discharge increased by 84%. They note that increased inpatient costs are beyond the control of providers. [23]

	Finally, many programs are reporting savings.  How programs conduct their evaluations might lead to showing positive results in the first year, but not subsequent years.  For example, if programs provide care management to patients who would have gotten better without intervention, e.g., patients with temporary high cost conditions, the program will show savings. Evaluation design needs to control for regression to the mean. Using a pre-post evaluation design could lead to inaccurate reporting. [24]

[bookmark: _Toc442088144][bookmark: _Toc442173245]Limitations
With the exception of Vermont and North Carolina, there is limited peer-reviewed or other literature about community health teams. This reflects that CHTs are programs that are just being developed and evaluated. With the exception of Vermont and North Carolina, it is difficult to say with certainty what is or is not working and producing results regarding CHTs or CCM teams. Each CHT and each CCM team is different. They target broad populations or very narrow populations. Each operates within different health care systems. 

[bookmark: _Toc442088145][bookmark: _Toc442173246]Discussion
The ACA requirements offer a road map for building either a CHT or a CCM team. It appears to be critical to engage practices and providers in the design and implementation processes to assure buy in. Part of the design process is to determine the program aims, and which patients the program will target based on the regional resources. When identifying patients, a hybrid approach that uses both quantitative and qualitative methods and includes a validation process, while accurate, is time consuming to build.

CHTs must be able to access the patient record. Building and managing a data repository or data warehouse is essential. Robust data warehouses are multi-payer, multi-agency, and provide for real time access to utilization data. Further, a centralized case management information system is also a critical component for meaningful evaluation to occur. Building and maintaining a case identification system and other data infrastructure will require additional staff and staff management. States should not underestimate the time and resources needed to develop and manage an effective and useful data repository.

Across CHTs and CCM programs, team members work to coordinate care, address gaps in care, provide disease management education and medication management. Team members work closely with practices. Finally, it is wise to keep in mind that there are factors out of the control of any program and practice. Health care costs are rising in many areas that programs and providers cannot affect by reducing patient utilization and improving health. 
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	ACA CHT requirements

	1. Establish contractual agreements with primary care providers to provide support services

	2. Support patient-centered medical homes, defined as a mode of care that includes: personal physicians/PCPs; whole person orientation; coordinated and integrated care; safe and high-quality care through evidence-informed medicine, appropriate use of HIT, and CQI; expanded access to care; payment that recognizes added value from additional components of PCMH

	3. Collaborate with local PCPs and existing State and community based resources to coordinate disease prevention, chronic disease management, transitioning between health providers and settings  and case management for patients, including children, with priority given to those amenable to prevention and with chronic diseases or conditions

	4. In collaboration with local health care providers, develop and implement interdisciplinary, inter-professional care plans that integrate clinical and community preventive and health promotion services for patients, including children, with priority given to those amenable to prevention and with chronic diseases or conditions

	5. Incorporate health care providers, patients, caregivers, and authorized representatives in program design and oversight

	6. Provide support necessary for local providers to:
a. Coordinate and provide access to high-quality health care services;
b. Coordinate and provide access to preventive and health promotion services;
c. Provide access to appropriate specialty care and inpatient services
d.  Provide quality-driven, cost effective, culturally appropriate and patient-and family-centered health care;
e. Provide access to pharmacist-delivered medication management services, including medication reconciliation
f.  Provide coordination of the appropriate use of complementary and alternative (CAM) services to those who request such services
g. Promote effective strategies for treatment planning, monitoring health outcomes and resource use, sharing information, treatment decision support, organizing care to avoid duplication of service and medical management approaches intended to improve quality and value of health care services
h. Provide local access to the continuum of health care services in the most appropriate setting, include access to individuals that implement the care plans of patients and coordinate care, such as integrative care practitioners;
i. Collect and report data that permits evaluation of the success of the collaborative effort on patient outcomes, including collection of data on patient experience of care, and identification of areas for improvement 
j. Establish a coordinated system of early identification and referral for children at risk for developmental or behavioral problems such as through the use of infolines, health information technology, or other means 




	7. Provide 24-hour care management and support during transitions in care settings including:
a. a transitional care program that provides onsite visits from the care coordinator, assists with the development of discharge plans and medication reconciliation upon admission to and discharge from the hospitals, nursing home or other institution setting
b. discharge planning and counseling support to providers, patients, caregivers, and authorized representatives
c. assuring that post-discharge care plans include medication management, as appropriate
d. referrals for mental and behavioral health services, may include the use of infolines
e. transitional health care needs from adolescence to adulthood

	8. Serve as a liaison to community prevention and treatment programs

	9. Demonstrate a capacity to implement and maintain health information technology that meets the requirements of certified EHR technology to facilitate coordination among members of the applicable care team and affiliated primary care practices

	10. Report to the Secretary information on quality measures used under section 280j-2 (public reporting of performance information).
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	CareOregon: Domain
	Description

	Program type

	· CCM: Community outreach workers embedded in primary care and specialty practices
· Non-profit health services organization, one of 11 partner members of Health Share of Oregon, a Coordinated Care Organization that receives a global budget from Oregon to provide integrated physical, medical and dental care to 160,00 Medicaid beneficiaries across the 3 counties around Portland, OR

	Serves
	· Low income Medicaid recipients 
· 21% adult population diagnosed with at least one chronic medical condition and a substance use disorder or complex mental illness (schizophrenia, schizoaffective disorder, bipolar depression)

	Provides
	· Health plan services, education and community support to its partners and their members

	Program description
	· Embeds experienced community outreach workers (engagement specialists) into high-performing primary care practices and clinically relevant specialty practices to provide “high touch” support to super-utilizers.
· Engagement specialists work with patients in shelters, homes, or foster care settings where they live, and visiting them in the Emergency Department

	Patient criteria
	· At least one non-obstetric hospital admission and/or six or more ED visits in the past year and are already receiving care from a primary care or specialty care practice in the Health Share Network.
· Providers can refer patients they believe are on a steady trajectory of declining health, will likely end up in the ED or hospital without intensive assistance, and modifiable risk factors.
· Risk factors include: admissions related to chronic conditions and comorbidities, acuity and utilization patterns increasing over time, mental illness or substance abuse disorders, social barriers, a history of trauma or cognitive impairments.

	Data
	· Real-time encounter data regarding ED and hospital admissions, historical claims data, web-based registry

	Type of identification
	· Real time identification using hospital census and ED census data for case finding, but cases are triaged first by a clinically trained triage coordinator to prioritize patients with potentially avoidable admissions and consistent patterns of utilization.
· MD referral goes through the same triage process, as well as patient and other interviews.

	Initial visit 
	· Initial visit is to their home or community, identify fit for program and to invite clients to join the program

	Type of activities
	· Accompany clients to appointments with specialists or mental health providers and assist in coordinating visits with the Health Home Team.
· Outreach workers use a trauma recovery model to address root causes, providing trauma informed care and address the social determinants that drive high utilization.
· Based on client needs: motivational interviewing, client advocacy, role modeling of self-advocacy and relational skills, assistance with complex problem solving related to living in poverty with multiple health issues and/or navigating the health care system; arranging transportation support; care coordination; health literacy education; self-management skill development; and coaching including medication adherence support.

	Outreach worker qualifications
	· College degree and two years’ experience with outreach to vulnerable populations.

	Caseload
	· 30 clients, 20 active

	Coordinating with the medical home 
	· Work with the Home Health Team via: weekly interdisciplinary huddles; standardized tools, workflows, and documentation guidelines; competency-based trainings; centralized supervision and performance monitoring

	Care plan
	· Outreach workers collaborate closely with other health home team members to develop and implement a highly individualized care plan for each client.

	Registry
	CareOregon uses a web-based registry system used by outreach workers to:
· Create and maintain lists of patients in the program for purposes of tracking client status
· Document client encounters (allows collection of productivity and programmatic data, e.g., time spent in transit, time spent on tasks)
· Provide a 12-month claims-based profile for each client, including primary care visits, ED visits, hospital admissions, pharmacy fills
· Provide alerts of other community-based programs clients may be enrolled in to assist in coordination and non-duplication across programs
· Provide alerts via secure email when their clients visit the ED or are admitted to the hospital

	Performance monitoring and improvement
	· Aims to use dashboards to allow for continuous feedback, using the CMS quarterly reports as a template. Domains: utilization, engagement, caseload capacity, turnover, quality metrics performance
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Table 8: Community Care of North Carolina (CCNC)—Priority Patients and Transitional Care Programs
	CCNC: Domain
	Description

	Program type
	· CHT model; statewide program 
· CCM for targeted populations

	Serves
	· CCNC serves 1.3 million of NC’s approximately 1.8 million Medicaid beneficiaries; 80% are children with relatively few medical needs
· Adult population includes many with complex clinical and behavioral health needs, including approximately 300,000 aged, blind or disabled (ABD) beneficiaries. 41% of ABD beneficiaries have at least one type of mental illness, developmental disability, substance use disorder. 
· CCNC Priority Patients Program focuses exclusively on super-utilizers. About 5% of the CCNC population receives care through this program.
· CCNC Transitional Care program focuses on patients (identified as at risk for readmission) at the time of discharge with an aim to prevent readmissions.

	Program description
	· The umbrella program, CCNC, was established in 1998 to provide population health management of Medicaid beneficiaries; to support and engage primary care providers and reduce preventable ED use; help coordinate care through Medical Homes
· Uses a fee-for-service reimbursement model for care provided to Medicaid beneficiaries.
· Covers 14 geographically distributed “community networks”. The program maintains a central office that houses a call center and informatics center responsible for producing the majority of analytics needed to support day-to-day network management.

	Patient criteria 
	CCNC Priority Patients Program 
· Targets those with the largest difference between actual and expected spending for potentially preventable inpatient admissions or ED visits.
· If beneficiaries do not have sufficient historical claims data, program targets those with one or more hospital admission in last six months, two or more ED visits in the last six month AND evidence of at least one of the following conditions: congestive heart failure, diabetes, ischemic vascular disease, asthma, chronic obstructive pulmonary disease
· Direct referrals of patients from local providers
· Clinical history of more than 12 narcotic prescriptions filled and more than 10 pain-related ED visits in the last 12 months
CCNC Transitional Care
· Identifies in real-time patients who fall into disease and severity clusters that have been found to benefit from care

	Data
	The Informatics Center receives/accesses/analyzes: 
· Statewide Medicaid claims data updated weekly; real-time hospital admission/discharge/transfer data from 57 NC hospitals; lab results from three 3 large lab service providers; state immunization registry and birth certificate data, and additional clinical data abstracted from the primary care record or documented by care managers in the course of patient care.

	Type of identification
	CCNC Priority Patients Program 
· Claims data analysis to estimate expected spending for each beneficiary given his/her clinical history.  
· Uses 3M ™ Health Information System’s Clinical Risk Groups to risk-adjust performance measure and identify high-opportunity patients.
CCNC Transitional Care program:  uses CRGs to flag likely beneficiaries 

	Type of activities
	CCNC Priority Patients Program: 
· Frequent check-ins with clients, often at the client’s home; communication with the client’s PCP; prepare clients for provider encounters (encourage to ask questions; bring question list; bring med list; bring personal health record); accompany patients to appointments as requested; facilitate connections with relevant community organizations and state agencies.
CCNC Transitional Care program
· edication management, patient/caregiver education, improved self-management, and ensuring appropriate follow-up care. Care managers facilitate a team approach and “warm hand-offs” between providers, reconnecting patients with primary care medical homes and community resources. 
· Care managers are embedded in the hospital and perform rounds at smaller hospitals. 
· Local care managers conduct post-discharge home visits to perform medication reconciliation, patient/caregiver education, ensure client is following through with discharge plan

	Outreach worker qualifications
	Usually social workers or nurses

	Caseload
	CCNC Priority Patients Program: 50-75 clients 
CCNC Transitional Care Program: not found

	Coordinating with the medical home 
	CCNC Priority Patients Program: Communication with the primary care provider
CCNC Transitional Care Program: reconnects patients with providers and their medical home

	Care plan
	CCNC Priority Patients Program
· Each client receives a comprehensive needs assessment resulting in an individualized care plan. The plan is shared and agreed to by the client and his/her family, the care manager, and the client’s primary care physician. Care manager conducts frequent monitoring of the care plan. 
CCNC Transitional Care Program: not described

	Registry and data infrastructure
	 NC has a highly developed data infrastructure. See: http://commonwealth.communitycarenc.org/toolkit/7/default.aspx 

	Results
	CCNC Priority Patients Program
· Approximately 6% reduction in total cost of care (10% among patients with the highest above-expected spending) relative to the expected spending that would have happened if no intervention occurred. 
CCNC Transitional Care program
· 20% reduction in readmission rates. This effect is still evident one year post discharge, with reduced likelihood of a second and third readmission in the following year.
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	Hennepin: Domain
	Description

	Program type
	· Embedded PCMH care coordination team; dedicated clinic for highest risk patients.
· Hennepin Health is a (Minnesota) Medicaid accountable care organization pilot program that delivers integrated medical, behavioral, and social services to members of the Medicaid expansion program. 
· Partners with Hennepin County Medical Center, NorthPoint Health and Wellness Center (county-owned FQHC), Metropolitan Health Plan, and the Minnesota Human Services and Public Health Department.

	Serves
	· Childless adults ages 21-64 with incomes up to 75% of FPL; 6120 members. 
· Population is medically and socially complex: 45% have substance use disorders; 42% have mental health needs; 30% require chronic care management; 32% are in unstable housing; 30% have at least one chronic disease.

	Program description
	· Uses a 3-tier utilization approach. 
· Tier 3: Patient meets any of these criteria: three or more inpatient admissions in the past year; two or more psychiatric admissions in the past year; five or more visits in a six month period (including multiple ED visits and medical detox stays.) 
· Tier 2: one or two inpatient admissions in the past year, any chronic disease (including diabetes, hypertension, chronic pain, etc.) and are taking at least four medications.
· Tier 1: patients do not have any admissions or ED visits but have social needs such as unstable housing.
· Care coordinators are embedded in the primary care practices and work with an interdisciplinary team comprised of social service navigators who reach out to patients in jails and shelters; housing navigators; a vocational navigator; and health nurses and community health workers who visit patients in their homes and community settings.
· Care coordinators work with patients to develop actions plans and involve other team members based on the patient’s specific needs. 
· All Tier 3 and Tier 2 patients are assigned care coordinators who are alerted when patients are admitted to a hospital, visit an ED, or enter local homeless shelters or addiction treatment centers. 
· Tier 2 and moderate risk Tier 3 patients remain in their current primary care practices but receive intensive support from care coordinators. 
· Hennepin County Medical Center Coordinated Care Clinic, a special ambulatory ICU, works with up to 47 high-risk Tier 3 patients. The clinic also works with Hennepin, Medicaid, Medicare and other payer patients with greater than 3 admissions at any hospital, or by special request.
· For the 47 Tier 3 patients, the clinic’s nurse care coordinator visits patients during their inpatient admission and invites them to the clinic. Care coordinators conduct comprehensive, strength-based assessments and connects patients (often in person) to appropriate resources. 

	Patient criteria
	· Provided in program description

	Data
	· Uses one county-wide data system that integrates HH and its partners’ data, allowing providers and care coordinators to access patients’ utilization patterns across providers and to develop interventions based on system-wide data.
· Uses dashboards by provider type to report critical measures based on provider specialty, e.g., nurses see lab values, community health workers see missed appointments, pending appointments and benefit end dates, pharmacists have real-time access to prescribed and filled medications, timeliness of fills, and other prescribers.

	Type of identification
	· Alerts from county-wide data system

	Initial visit 
	· At the time of alert, e.g., inpatient admission, ED visit, homeless shelter admission

	Type of activities
	· Create and implement patient action plan or care plan

	Outreach worker qualifications
	· Care coordinators: typically social workers or nurses

	Coordinating with the medical home 
	· Yes, works closely with the primary care practice, ICU clinic, and the Coordinated Care Clinic

	Care plan
	· Developed by the care coordinator

	Results
	· Hennepin Health: 2-5% decrease in readmissions and a 35% decrease in ED visits over the first 10 months of the pilot for the average of 5,800 patients enrolled per month. Tier 3 patients experienced a 50% reduction in hospitalizations over the 10-month period.
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	Maine: Domain
	Description

	Program type
	· Uses Community Health Teams. Maine’s Patient-Centered Medical Home Pilot and Community Care Teams (CCT) provide additional care management to some of the state’s highest need residents. 

	Serves
	· Patients of all health plans including Medicaid, Medicare, dual-eligibles, commercially insured, state employees and the uninsured

	Program description
	· Builds on the CMS Multi-Payer Advanced Primary Care Practice demonstrations
· CCT structure is incorporated into its Medicaid Health Homes initiative to include both a PCMH primary care practice and a partnering CCT.
· CCTs support multiple practices. Each CCT serves a region ranging from 10-50,000 people.
· Program is rolling in two stages. Stage A targets Medicaid beneficiaries with chronic medical disease, with health care needs managed primarily by the PCMH and CCT support for highest need patients. Stage B will target beneficiaries with Serious Mental Illness, with care provided by a behaviorally oriented CCT.
· Each CCT composition has regional variation, but includes a core staff of nurse care managers, social workers and behavioral health workers.
· Core functions: individualized assessment to determine a care plan; providing in-home visits; health coaching in appropriate areas; connecting clients to community resources (food, housing, financial, heating, transportation, education)

	Patient criteria
	· Targeting criteria are standardized across the state
· 3 or more ED visits in the last six months; five or more inpatient admissions in the last year; or a referral made by the candidate’s provider or health plan identifying the client as high risk or high cost.

	Data
	· MAPCP/RTI portal provides access to Medicare data
· While the state maintains a centralized, all-claims database, data from that database are de-identified by law. ME is working towards a web-based portal with the same capacity as the MAPCP/RTI portal that will allow providers and CCTs access to real-time patient information across settings of care, patient alerts.
· Maine’s PCMH have fully implemented EMRs, which can help case management and care coordination for the highest risk patients.

	Type of identification
	· Individual CCTs must identify their clients within their regional catchment areas using their own means, e.g., developing strong connections with regional hospitals and other provider organizations.  

	Type of activities
	· Assessment, care plan development and implementation, health education, connect to services, in-home visits

	Care plan
	· Yes

	Results
	· Not available for this report. CCT tracking demonstrates reductions in ED utilization and hospital admissions; patients report high levels of satisfaction.
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	Vermont: Domain
	Description

	Program type: CCM
	· Vermont Chronic Care Initiative (VCCI)
· Statewide program funded by Department of Vermont Health Access
· Provides care coordination and intensive case management services to improve outcomes and reduce unnecessary utilization

	Serves
	· Non-dually eligible Medicaid beneficiaries with one or more chronic conditions
· Focuses on the top 5% with highest utilization

	Program description
	· VCCI is a hybrid model that combines state and vendor staff using the same data system.
· Vendor provides a telephonic nurses and social workers for individual and population management.
· The state employs a team of field-based case managers and care coordinators that support primary care practices. These staff operate either as field-based agents serving a region, or are embedded within provider organizations with high volumes of clients, e.g., private primary care practices, FQHCs, and several high volume hospitals.

	Patient criteria
	· Top 5% of highest utilizers or patients who demonstrate high utilization patterns, e.g., multiple ED visits and hospital admissions. The program further targets patients that are “impactable”.
· Patients are impactable based on an analysis of clinical acuity and recent utilization patterns. A program analytics contractor conducts analytics and considers each candidate’s Chronic Disability and Payment System (CDPS) score, PMPM cost to the Medicaid program, number of chronic conditions, the number of ED and inpatient encounters, and evidence of fragment/uncoordinated care.
· Other referral sources: PCPs; ED staff; embedded and field staff; other internal and external statewide partners.

	Data
	· Works with a vendor that provides extensive data analytical and decision support services: disease stratification; predictive modeling; centralized health intelligence (data analysis, statistical support); program monitoring and evaluation of clinical and financial metrics.
· Proprietary data management system offers targeted decision support tools for prioritizing outreach and engagement
· Multiple hospitals provide daily ED and inpatient data via secure protocols.
· Many VCCI staff can access hospital and primary care EMRs to access clinical information (lab test results, changes in treatment plans, specialty referrals)

	Type of identification
	· Claims, physician or other referral

	Initial visit 
	· Aims for warm hand-off in the provider setting
· Initial assessment; behavioral risk assessment; depending on client’s needs, other disease-specific assessments; transitions in care assessment for those exiting inpatient care

	Type of activities
	· Coaching, health literacy, self-management skills; facilitating engagement with PC and behavioral health providers; developing a care plan and action plan in collaboration with the client and their providers; assessing social and other non-clinical barriers to health and coordinating client access to state or local resources; reviewing medication lists to ensure evidence-based guidelines are followed; providing intensive transitional supports following inpatient or ED visits
· Selecting the appropriate mix is aided by real-time data analytics to identify gaps in care, other opportunities to intervene
· Interactions with higher-risk patients are face to face; lower risk are telephonic

	Coordinating with the medical home 
	· Core principle of the work is to coordinate with the medical home and with other health, community, and service providers.

	Care plan
	· Yes

	Registry
	· Yes




	Performance monitoring and improvement
	· Yes, through data analytics

	Results
	· FY11: members with one of 11 chronic conditions demonstrated significant improvements in adherence to evidence-based care when compared to others who did not receive VCCI interventions
· FY11: 10% reduction in ED visits from baseline; 10 percent decline in inpatient admissions
· FY12: Financial savings of approximately $11.5 million after program expenses over anticipated costs in state 
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This small population who uses a large proportion of health care are called super-utilizers (and also may be known as high-cost, high-risk patients or frequent-fliers). The Centers for Medicaid and Medicare Strategies (CMS) defines super-utilizers as, “Patients who accumulate large numbers of emergency department visits and hospital admissions that might have been prevented by relatively inexpensive early interventions and primary care.”[8]  

As shown in Figure 6, reducing the healthcare costs of those top 1% of utilizers or the top 5% of utilizers could yield significant healthcare savings.

[bookmark: _Toc442088125][bookmark: _Toc442103120]Figure 6: Opportunity analysis
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Source: http://meps.ahrq.gov/mepsweb/data_files/publications/st448/stat448.shtml

Super-utilizer characteristics
Super-utilizers are expensive, but they are not all alike. They vary by age and by health plan and by types of diagnosis, hospital admissions and 30-day readmission rates.  Table 12 shows that in 2012, almost 50% of Medicaid super-utilizers were between the ages of 45-64 and almost 50% were white. Men (49.1%) and women (50.9%) are almost equally as likely to be super-utilizers. 

Demonstrating the differences between super-utilizers, Table 12 shows the top ten diagnoses for Medicaid super-utilizers aged 1-64. Table 13 shows that the top three disorders change when payer type and age are considered. 
· The top three diagnoses for Medicaid patients ages 1-64 are mood disorders, schizoaffective and other psychotic disorders, and diabetes.
· The top three diagnoses for privately insured patients ages 1-64 are maintenance chemotherapy, radiotherapy; complications of surgical procedures or medical care; and complication of device; implant or graft. 
· The top three diagnoses for Medicare patients ages 1-64 are complication of device; implant or graft; schizophrenia and other psychotic disorders; and septicemia. 
· The top three diagnoses for Medicare patients ages 65+ are congestive heart failure, non-hypertensive; septicemia; and chronic obstructive pulmonary disease. [2]
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	Demographic characteristics of super-utilizers with Medicaid coverage who were hospitalized in 2012

	 
	Medicaid super-utilizersa
	Other Medicaid patients
	All Medicaid       patients

	    Age, years, %

	1-12
	7.3
	9.3
	9.0

	13-20
	7.3
	14.3
	13.3

	21-44
	36.2
	50.0
	48.1

	45-64
	49.2
	26.3
	29.6

	    Sex, %

	Female
	50.9
	70.4
	67.6

	Male
	49.1
	29.6
	32.4

	    Race/ethnicity, %

	White, non-Hispanic
	48.2
	47.8
	47.9

	Black, non-Hispanic
	31.9
	25.9
	26.8

	Hispanic
	14.1
	17.9
	17.4

	Asian/Pacific Islander
	1.8
	3.0
	2.8

	Native American
	0.5
	0.7
	0.7

	Other
	3.5
	4.6
	4.4

	a Super-utilizers are patients with four or more hospitals stays per year. Source: Weighted national estimates from a readmissions analysis file derived from the Agency for Healthcare Research and Quality (AHRQ), Center for Delivery, Organization, and Markets, Healthcare Cost and Utilization Project (HCUP), State Inpatient Databases (SID) from 18 States, 2012


Source: http://www.hcup-us.ahrq.gov/reports/statbriefs/sb184-Hospital-Stays-Medicaid-Super-Utilizers-2012.jsp 
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	Top 10 principal diagnoses for super-utilizers with Medicaid coverage, 2012

	Rank
	Principal diagnosisa
	Number of hospital stays
	Share of super-utilizers among all Medicaid patients, %

	
	
	Medicaid super-utilizersb
	All Medicaid patients
	

	1
	Mood disorders
	55,061
	312,711
	18

	2
	Schizophrenia and other psychotic disorders
	47,831
	170,190
	28

	3
	Diabetes mellitus with complications
	40,153
	125,444
	32

	4
	Maintenance chemotherapy; radiotherapy
	37,181
	50,119
	74

	5
	Sickle cell anemia
	33,880
	59,517
	57

	6
	Alcohol-related disorders
	31,121
	95,148
	33

	7
	Septicemia (except in labor)
	27,641
	116,272
	24

	8
	Congestive heart failure; nonhypertensive
	26,963
	73,932
	36

	9
	Chronic obstructive pulmonary disease and bronchiectasis
	25,476
	78,714
	32

	10
	Complication of device; implant or graft
	25,159
	79,173
	32

	a Clinical Classifications Software (CCS) categories based on International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) diagnoses; b Super-utilizers are patients with 4 or more hospitals stays per year. Source: Weighted national estimates from a readmissions analysis file derived from the Agency for Healthcare Research and Quality (AHRQ), Center for Delivery, Organization, and Markets, Healthcare Cost and Utilization Project (HCUP), State Inpatient Databases (SID) from 18 States, 2012


Source: http://www.hcup-us.ahrq.gov/reports/statbriefs/sb184-Hospital-Stays-Medicaid-Super-Utilizers-2012.js
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Source: http://www.hcup-us.ahrq.gov/reports/statbriefs/sb190-Hospital-Stays-Super-Utilizers-Payer-2012.pdf

Super-utilizers can revert or change their utilization patterns
Estimates vary as to the percentage of super-utilizers who continue their patterns of use. An analysis of high cost Medicaid beneficiaries from 2002-2006 showed 60% continued to be among the top 10% in utilization in two subsequent years.[25] A more recent analysis (2015) of a smaller group of publicly insured and non-insured super-utilizers showed 3% of patients met super-utilizer criteria and accounted for 30% of adult charges. Seventy-two percent of super-utilizers were no longer super-utilizers after twelve months. This analysis showed that super-utilizers have multiple co-morbid conditions, and often cycle in and out of the super-utilizer category on a monthly basis. The author suggests this cycling in and out and eventually dropping out of super-utilizer status reflects a number of factors, e.g., the natural course of disease flare-ups, the impact of care on disease, and mortality. [24]  

Super-utilizers fall into three general categories. Patients can be high cost super utilizers, but not be appropriate for care management. For instance, patients may be high cost, but using services appropriately; patients may be high cost but costs are temporary, for example, a high risk pregnancy may not benefit from care management. Patients with persistent high spending patterns and psychosocial challenges may be the most likely to benefit most.

1. Patients with advanced illness. Many people with advanced illness—for instance, those with advanced stage cancer—may be near the end of life. These patients may benefit from care management strategies around informed choice options that direct care away from hospital-based care to home and community services such as palliative care or hospice care. 
2. Patients with episodic high spending. These patients have increased cost due to a sudden health event or trauma. As the health event resolves, health costs decrease. These patients tend to be younger and healthier; they report their health status as good or excellent. It is difficult or impossible to develop algorithms or other predictive tools to identify patients in this group. This group will not benefit from chronic care management. 
3. Patients with persistent high spending patterns. These patients are considered medically complex, are characterized by multiple chronic conditions, and often face psychosocial challenges. These patients can benefit from care management to coordinate services, provide health education, and address psychosocial challenges. [8, 11, 26]
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Traditional disease management strategies have not been particularly effective in addressing the needs of super-utilizer patients or high frequency users of the emergency department. [27-29]. Super-utilizers, with their complex health, behavioral health and/or social needs, need more than telephonic or office-based care or disease management. [28-30] Health plans are developing a number of programs to address super-utilizers. As described in the CMCS Informational Bulletin, these new programs build on or expand existing care management or other program models. Table 15 provides five program types that specifically target super-utilizers. 

Some program types—centralized, supportive networks and community-based teams—incorporate field-oriented care management that addresses the health and psychosocial needs of the patient. These program types also support the primary care practice and the patient centered medical home. Two are clinic-based: a short-term intervention in a super-utilizer clinic, and a permanent ambulatory ICU. States may use more than one program type, depending on regional needs. [8] Overall, the evidence is still emerging about the effectiveness of these programs. Currently, we must rely almost entirely on program self-report regarding cost savings and patient outcomes. Some programs are reporting cost savings in the first six months, but this may be too short a time to be representative. However, all programs are reporting savings at this time. It is unclear if those savings will persist over time. 

To learn more about these program types, see Appendix 2, where we provide program descriptions for each program type.

[bookmark: _Toc442075208][bookmark: _Toc442103135]Table 15: Types of emerging Medicaid super-utilizer programs
	Medicaid super-utilizer program types

	· Centralized: care managers are embedded in primary care practices identified as serving a high volume of Medicaid patients, or they work with high-performing PCMHs with the infrastructure to work with additional staff (see Appendix 2: VT, CareOregon)
· Supportive networks: Not-for-profit, community-based organizations provide care managers to support a regional network of primary practices. Care managers travel between practices and build capacity within the practices (see Appendix 2: NC)
· Community-based teams: Regional interdisciplinary teams visit patients in their homes and community settings. Teams target the highest utilizers, but work with PC practices to identify referrals and patient coordinate care (see Appendix 2: ME)
· Short-term intervention in a super-utilizer clinic: provides comprehensive medical, mental health, addiction treatment and social services for a limited duration, typically 6-9 months (see Appendix 2: Spectrum)
· Permanent ambulatory ICU: takes over care when the PCP agrees the patient has complex needs beyond the capacity of the practice. Clinic is staffed with multi-disciplinary providers (see Appendix 2: Hennepin Health)


Source: Mann, C. (2013). CMCS Informational Bulletin. Targeting Medicaid Super-Utilizers to decrease costs and improve quality. Centers for Medicare and Medicaid Services. Baltimore, MD.  [8]
[bookmark: _Appendix_5:_Sample][bookmark: _Toc442088151][bookmark: _Toc442173252]Appendix 5: Sample Care Management Process Flow from the Greater Cincinnati Beacon Collaboration [11]
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Blue Cross Blue Shield — South Carolina :  Complex Care Management   Having a serious disease is bad enough. But when you also have major social, psychological or financial  issues, conditions can often ge t worse. That's why we offer a program especially for patients with  serious medical conditions. It's called the Complex Care Management program.   Complex patients usually make up only 1 percent   of the population. Yet they account for more than 30  percent   of   the dollars spent on health care. Our program helps patients manage the financial risk  associated with their illnesses without sacrificing patient satisfaction!   The program gives patients information and treatment options for their illnesses. We assign a  field nurse  and a case manager to help a patient determine a course of treatment. We also help coordinate care  with doctors and other health care professionals.   We also offer another unique and important resource. We help patients and their families make  i nformed decisions concerning end - of - life care.   For more information, please contact your BlueCross marketing representative today!   [5]  
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OPPORTUNITY ANALYSIS = Super-Utilizers
* Opportunity: educe cost of top 1% by 20% or top 5% by 20%
» Result: US Healthcare savings of $558 or $1288 per year

! e P S St U





image11.emf

image12.emf

