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Examples of Current Data Sources

DHCF : Medicaid Management Information System (MMIS): Stores Medicaid claims
information for each individual’s service that DC Medicaid paid for.

DHS

— Homeless Management Information System (HMIS): Repository for service data for
the federal- and locally-funded homeless services programs individuals and families
receive.

— Automated Client Eligibility Determination System (ACEDS): Captures & tracks client
demographics, financials, housing and medical data that’s used Medicaid, TANF, Food
Stamp, etc. eligibility & benefit determinations

— Customer Assessment, Tracking and Case History (CATCH):Used to store & audit
TANF case management data, including customer participation in work preparation,
search, and placement activities; Also used to calculate vendor payments (incentives,
stipends, bonuses, etc.) based on benchmarks achieved.

DBH

— Integrated Care Management System (iCAMS): Electronic health record for
community mental health rehab providers; Also stores provider payment data

— District Automated Treatment Accounting (DATA) System: Stores data for client
enrollment & referrals; clinical interventions; and provider payments

DOH: Systems used to capture vital statistics, infectious diseases; certain chronic
diseases; etc.

Individual service provider’s electronic or paper-based medical/ social service
record



Current HIEs in DC
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* UMC is completing its application to participate

Capital Partners in
Care

Clinical Encounter
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Care Plans generated
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Name : John X. Snith

Draft Patient Care Profile

ER VISIT(S) [LAST 120 DAYS]
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Patient Total at all Hospitals

Hospital 2
Hospital 1
Hospital 3
Hospital 1
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Hospital 1

Date Facility Visit Type
6/15/2014 MFA ER
7/2/2015 Bread for the City ER
HOSPITAL VISIT(S) [LAST 120 DAYS]
Date Facility Visit Type
6/15/2014 Providence Hospital Inpatient
7/2/2015 Howard University Hospital 0BV
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DRG Description

PERIPHERAL, CRAMLAL &
AT O T NERWVE
DISORDERS

REMAL FAILURE

Risk Type Score Band Organization POC Phone
DOB : 04/09/1954 Redmission 51 Medium Bread for the City Dr. X 2025556688
Address: 3700 Massachusetts Ave NW, Washington DC, 20016 Re-ED visit 70 High MFA Dr.O 2025679876
Phone #1: 202-444-7777 Trusted Health Plan 2026453546
Phone#2: 202-555-3232
Care Plan available Organization Care Manager Phone Number Email Type ort / Long term tart Date End Date
Yes, click HERE to view Trusted Health Plan Ms. Mary Von 443-410-4100 mvon@hcc.org Diabetes control Long term 2/1/2014 2/1/2016
Yes, click HERE to view Providence Hospital Sally Brown 443-555-8787 sallyomailey@cfmp.org COPD Short 3/1/2014 6/1/2014
CHRONIC CONDITIONS MEDICATIONS IMMUNIZATIONS HOUSING STATUS
Type Date Type Date Type Date Status Date
COPD 3/21/2008 Metformin 2/15/2014 MMR 6/6/2015 Permanent Supportive Housing 10/10/2010
Diabetes 8/22/1982 Levalbuterol 6/11/2009 Influenza 11/11/2014
Insulin 11/23/1985
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OPPORTUNITY:

CMS’ INNOVATION
ACCELERATOR PROGRAM (IAP)
FOR HOUSING TENANCY



IAP for Housing Tenancy Program
Overview

=  Provides states with innovative strategies that are being used, or which
could be used by states to support housing tenancy services for
community-based LTSS Medicaid beneficiaries.

= Access to 3 Webinars:

= Webinar 1 (2/24/16): Describes tenancy support services, current providers and
funding sources, as well as Medicaid authorities that may cover tenancy support
services. States will receive information that will enable them to conduct a
crosswalk of housing-related services, current funding sources, and available
Medicaid options.

= Webinar 2 (March TBD): Features states with experience in providing Medicaid-
funded tenancy support services and lessons learned from their experience.

=  Webinar 3 (April TBD): The final webinar focuses on implementation planning, and
discussion of strategies to address challenges in implementing tenancy support
services.

The timing of these webinars align well with DC’s SIM efforts—particularly as
we develop our second Health Home Medicaid benefit that will target
chronically ill individuals with housing instability.



OPPORTUNITY:

CMS’ ACCOUNTABLE HEALTH
COMMUNITIES MODEL



Accountable Health Community Dates

MILESTONE DATE

Funding Opportunity Announcement January 5, 2016
Posting Date

Letter of Intent Due to CMS February 8, 2016

- Appl/cant submit project descriptions  February 22, 2016
' to DHCF

DHCF notify applicant of support Early March 2016

Electronic Cooperation Agreement March 31, 2016
Application Due to CMS

CMS’ Anticipated Notice of Award December 2016
Anticipated Start Date January 2017
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Accountable Health Communities
Overview

* CMS will award 44 cooperative agreements ranging from $1
mil (per Track 1 site) to S4.5 mil (per Track 3 site) for up to 5
years

 The AHC model will fund awardees, called bridge
organizations, to serve as “hubs”

 These bridge organizations will be responsible for
coordinating AHC efforts to:
— ldentify and partner with clinical delivery sites

— Conduct systematic health-related social needs screenings and make
referrals

— Coordinate and connect community-dwelling beneficiaries who screen
positive for certain unmet health-related social needs to community
service providers that might be able to address those needs

— Align model partners to optimize community capacity to address
health-related social needs



Health-Related Social Needs

Housing Instability Family & Social Supports
Utility Needs Education

Food Insecurity Employment & Income
Interpersonal Violence Health Behaviors

Transportation

* This list is not inclusive



Accountable Health Communities
Model Structure

Clinical Delivery Site Clinical Delivery Site
(Hospital) (e.g., FQHC)

Clinical Delivery Site Clinical Delivery Site

(Clinician’s Office) (Behavioral Health
Facility)
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Accountable Health Communities
Overview

Bridge organization

At least one state Medicaid agency

Community service providers that have the
capacity to address the core health-related social
needs

Clinical delivery sites, including at least one of
each of the following types:

— Hospital

— Provider of primary care services

— Provider of behavioral health services




Accountable Health Communities
Intervention Approaches

Alignment

Assistance

| | |

Track 1: Awareness -Increase beneficiary awareness of
available community services through information dissemination
and referral

| Awareness |

‘Track 2: Assistance —Provide community service navigation
services to assist high-risk beneficiaries with accessing services

*Track 3: Alignment —-Encourage partner alignment to ensure
that community services are available and responsive to the
needs of beneficiaries



Track 1 — Awareness Pathway

Beneficiary enters If assigned to
Clinical Delivery Site Awareness Review and
Screening for distribute
N health-related r— COmMmunity
social needs Referral
?»ﬂ

» Target Population: Community-dwelling Medicare and Medicaid beneficiaries
with unmet health-related social need(s)

* Question Being Asked: Will increasing beneficiary awareness of available
community services, through information dissemination and referral, impact

total health care costs, inpatient and outpatient health care utilization and
guality of care?

* Partners: State Medicaid Agencies; Clinical delivery sites; Community service
providers



Track 2 — Assistance Pathway

Beneficiary enters
Clinical Delivery Site

?»ﬁ

Screening for
health-
related social
needs

If(*)
p—)

Review and
distribute
Community
Referral
Summary

If high risk
ﬁ

Community
Service
Navigation

» Target Population: Community-dwelling Medicare and Medicaid beneficiaries
with unmet health-related social need(s)

* Question Being Asked: Will providing community service navigation to assist
high-risk beneficiaries with accessing community services to address certain
identified health-related social needs impact their total health care costs,
inpatient and outpatient health care utilization and quality of care?

* Partners: State Medicaid Agencies; Clinical delivery sites; Community service

providers




Track 3 — Alignment Pathway

Partner Alignment
(Quality
Improvement
Approach)

+

Beneficiary enters
Clinical Delivery Site

Screening for Review and
healtl?— If (+) distribute If high risk Community
r—

related social > Community > Se_rwc_e
Referral Navigation
needs
. Summary

* Target Population: Community-dwelling Medicare and Medicaid beneficiaries
with unmet health-related social need(s)

* Question Being Asked: Will a combination of community service navigation
(at the individual beneficiary level) and partner alignment at the community

level impact total health care costs, inpatient and outpatient health care
utilization and quality of care?

* Partners: State Medicaid Agencies; Clinical delivery sites; Community service

providers; Local government; Local payers (e.g. Medicare Advantage (MA)
plans; Medicaid MCOs)




Next Steps

* Refine Patient Care Mock Profile & apply for
CMS funding to ‘build’ it

* Partner with entities applying for Accountable
Health Community opportunity to complete
application

* Next Meeting 3/16: Provider Capacity

— Discuss current capabilities of providers to connect their
clients with the multiple health and social services

available to them

— Explore what types of training would be most helpful in
the next six — nine months



