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Evaluating Patients for Ebola: CDC
Recommendations for Clinicians

The recent Ebola cases in the United States bring forth important reminders for

healthcare personnel and health officials. The Centers for Disease Control and

Prevention have issued the following reminders and recommendations:

 Increase vigilance in inquiring about a history of travel to Ebola-affected countries

 Isolate patients who report a travel history to an Ebola-affected country (Liberia,
Sierra Leone, Senegal, and Guinea)

« Immediately notify the local/state health department

« Early recognition is critical to controlling the spread of the Ebola virus

The disease is not contagious in persons who are not expressing symptoms -

symptoms of Ebola include fever, myalgia, severe headache, abdominal pain,

vomiting, diarrhea, or unexplained bleeding or bruising.

Click here to read the full article on Medscape (you will need an account to view the

article . Non-members can sign up for free).

Check out the CDC Ebola Evaluation Algorithm and the Checklist for Patients Being

Evaluated for Ebola Virus Disease in the

United States. The Update is
a monthly web newsletter
published by the Iowa Department of Public
Health’s Bureau of Family Health. It is posted once
a month, and provides useful job resource information for

departmental health care professionals, information
on training opportunities, intradepartmental
reports and meetings, and additional
information pertinent to health care
professionals.



http://click.mail.medscape.com/?qs=4267fbe90b78e7c3b276c86597928b89f3cf321cccafea10457e24f698f34a93f59c1b2c4934aa93
http://www.cdc.gov/vhf/ebola/pdf/ebola-algorithm.pdf
http://www.cdc.gov/vhf/ebola/pdf/checklist-patients-evaluated-us-evd.pdf
http://www.cdc.gov/vhf/ebola/pdf/checklist-patients-evaluated-us-evd.pdf
http://www.cdc.gov/vhf/ebola/pdf/checklist-patients-evaluated-us-evd.pdf

Quality Improvement
in Child Health:
Scott County Health
Department

The Scott County child health
team has recently undertaken
quality improvement efforts to
standardize the various types
of CAReS data entry performed
by our program staff. Scott
County’s child health program
has procedures established that
lay out the basic process for data
entry. However, the procedures
are based more closely on the
most standard client interaction
and are not intended to address
various deviations from a
standard interaction. With
new staff joining the team in
the last year and data entry
circumstances  arising  that
create new questions, detailed
guidance showing best practices
was needed.

Scott County’s quality
improvement  efforts  have
involved utilizing SmartDraw
Software designed to guide
group discussions and lead to

informed decision making. The
process included a series of team
meetings involving all members
of the Scott County child health
team, from data entry staff to
the Child Health Project Director
and the Department’s Deputy
Director.  Staff discussed and
were able to troubleshoot the
various steps in the informing/re-
informing and care coordination
data entry processes.
SmartDraw’s decision tree
application allows processes,
such as CAReS data entry, to be
divided into a series of questions
with yes or no answers that
resultin a set data entry decision.
For example, the decision tree
guides staff on exactly how to
document services for a client
on the informing list that has a
phone number, had an inform
completion, and has a medical
home need. It also guides staff
on how to document services
for a client on the informing list
that has a phone number and
told child health staff during
an informing call that they
are interested in the program,
but did not have time to talk.

Through this process, the need
to rely on individual decision-
making to address a situation is
removed as much as possible.

Separate decision trees have
been created for the informing/
re-Informing process,formonthly
screening reminders that are
completed as a combination of
mailed letters and text messages,
and for care coordination that
takes place when completing
monthly follow-up lists.

An immediate success of this
quality improvement process
has been identifying where
various data entry differences
exist among staff members.
Another immediate success
has been in the almost instant
implementation of the changes.
Because conversations took
place involving all program staff
and the steps of each process are
now written down where they
can be referenced to as needed,
staff are already implementing
the standardized steps for data
entry.

Once approved by IDPH, the
Scott County child health team
will be happy to share these
documents with other child
health teams.

Important Stuff

Increase in Medicaid Maximum
Rate for Code 99408

An email notice was sent out to all MCH Exectuive Directors,
fiscal staff, project directors, MH coordinators, CH coordinators,
and EPSDT coordinators that the Medicaid maximum rate
has been raised to $33.78 for Maternal Health Centers and
Screening Centers. Contact your Regional Consultant if you

have questions.

Click here to see the most recent issue
of The Check-Up. The Check-Up is a
health care reform newsletter designed
to keep interested lowans up to date
on the progress of health reform in our
state.

IME Informational Letter 1432

This letter includes codes to address alcohol and/or drug screening and alcohol misuse
screening without brief intervention. H0049 and G00442 will be added to the Cost Analysis
workbooks and will need to be included in this year’s Cost report. More information will be
provided soon! Please contact your regional consultant if you have questions.


http://www.idph.state.ia.us/IdphArchive/Archive.aspx?channel=CheckUp
http://www.idph.state.ia.us/IdphArchive/Archive.aspx?channel=CheckUp
https://dhs.iowa.gov/sites/default/files/1432%20Coverage%20of%20Screening%20and%20Brief%20Intervention%20%28SBI%29%20for%20Alcohol%20and%20Drug%20Use.pdf

MCH/FP Fall Seminar

The 2014 Maternal and Child Health/Family Planning Fall Seminar was held on Tuesday, October 14th and
Wednesday, October 15th at the Marriott in West Des Moines. Whether you were at the conference and need
more information, or were unable to attend and want to make sure you didn't miss any important information,
look no further! In this section you will find a brief overview of important announcements/information, photos

from the event, and who won each regional basket.

Tuesday, October 14th

Service Note Reviews

The Service Note Review process will now
be twice a year, in iowagrants.gov, and
will be tied to an incentive. Agencies who
have a 90% successful completion rate
on their service note reviews will receive
an incentive of $1,000. Laminated quick
guides were distributed at the conference,
and an electronic copy can be accessed

in the attached compressed folder (see Marcus Johnson-Miller, Chief of the Bureau
of Family Health at IDPH, provides an

overview of MCH 3.0

below for instructions), and will be posted
to the MCH Project Management Tools
website soon. If you have questions please contact
your regional consultant.

New Oral Health Codes

IME has added three new codes for the risk assessment
(DO601 for low, 602 for medium,
and 603 for high risk). Agencies
who have already submitted
their cost analysis will need to
resubmit to include these codes
once they receive feedback
from their regional consultant.
Mary Kay Brinkman will work
with agencies to assist in this
process. Please contact your Oral Health Regional
Consultant if you have questions.

PowerPoint presentations from the other sessions are
attached to this document (click here for instructions)
will be available soon on the IDPH Bureau of Family
Health website under Resources for Grantees.

A Roundtable Discussion on STI
Education and Risk Reduction

Regional Basket Winners
Region 1 - Gloria Witzberger
Region 2 - Eileen Tosh
Region 3 - Jodene DeVault
Region 4 - Rachel Cecil
Region 5 - Sherry McGinn
Region 6 - Sharon Shroeder
IDPH - Shelly Jensen

Family Planning - Arlene Prather-Okane

Wednesday, October 15th

MCH 3.0

Marcus Johnson-Miller provided an
overview of MCH 3.0. Itis anticipated
the work of lowa’s MCH agencies
will be changing to continue to
ensure the health of lowa families in
the wake of the ACA, and MCH 3.0
provides the framework for these
changes.

Title V Needs Assessment

The Bureau of Family Health and
Child Health Specialty Clinics are moving forward
with the Title V needs assessment and hoping to get
input from a wide range of stakeholders as to what the
priorities for the next 5 years should be. In order to this,
we will be sending
out a survey on
November 17th
for people to rank
needs statements
related to maternal
and child health.
Health Equity/Health Disparities in Your MCH/
FP Plans

Janice Edmunds-Wells shared a folder of tools that
agencies can use to ensure they are addressing all
health disparities and inequities in thelr service area
If you would like more resources ]
or have questions, please contact
Janice (janice.edmunds-wells@
idph.iowa.gov).

The IDPH Office of Minority and
Multicultural Health also has a
lending library for the Unnatu-
ral Casues videos. If your agen-
cy would like to borrow these,
please contact Janice.

Sarah Mauch and Greg Freedman (IDPH ), and Anne
Crotty (CHSC) provide an overview of the Title V
Needs Assessment Process

IDPH Director Gerd Clabaugh
welcomes conference attendees on
Wednesday



http://idph.state.ia.us/hpcdp/grantee_resources.asp
mailto:janice.edmunds-wells%40idph.iowa.gov?subject=
mailto:janice.edmunds-wells%40idph.iowa.gov?subject=
http://www.liveleak.com/view?i=aba_1332656862
http://www.liveleak.com/view?i=aba_1332656862

Calendar at a Glance

Sunda Monda Tuesda

Wednesday Thursda Frida Saturda

23
1st Five East Regional I-Smile™

1st Five
Consortium Coordinator Meeting

Consortium

West Regional I-Smile™ MCH Year End
Coordinator Meeting Reports Due

7
hawk-i Outreach
Cooordinator
Cost Analysis
(with extension)
Due

Additional Resources

SFY 14 Community Care Coordination Evaluation Report

Healthy Communities
Local communities have made significant changes in their healthy delivery systems, physical environment,
healthy food options, smoke-free living, and other areas, and this publication details their best practices. Many of
the highlighted programs can be replicated, and we hope that the Healthy Communities magazine will provide
inspiration for healthy changes within other lowa communities. Click here for the downloadable PDF!

Factors Associated with Receiving Treatment for Dental Decay Among Medicaid-Enrolled
Children Younger than 12 Years of Age in lowa, 2010
Zilversmit, L., Kane, D. J., Rochat, R., Rodgers, T., Russell, B. (2014). This evaluation of the I-Smile™ program
m used CAReS data to examine dental decay in children served by Title V MCH agencies. They found that
children between the age of 5 and 12 who do not have a dental home were less likely to obtain dental
treatment. These findings support the importance of the I-Smile™ program in ensuring children have
access to a dental home. Check out the full article here!
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http://www.idph.state.ia.us/healthycommunities/2014/index.html
http://www.idph.state.ia.us/healthycommunities/2014/current_issue.pdf
https://www1.gotomeeting.com/register/225091528
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Executive Summary

The lowa Collaborative Safety Net Provider Network (Safety Net Network), using funds
from the lowa Legislature, supported the development and implementation of two
regionally-based networks aimed at providing an integrated approach to healthcare
delivery through community care coordination. The community care coordination
initiatives (CCCls) were intended to support primary care providers by linking patients
(specifically high-risk patients) with community resources to address both biomedical
and social determinants of health in order to improve patient health outcomes. The
Safety Net Network, through the lowa Primary Care Association, funded two
organizations from December 2013 through June 2014 to develop and implement
CCCls: Mercy Medical Center - North lowa (MMC-NI) in Cerro Gordo County and the
Webster County Health Department in Webster County.

“We need to keep
everyone focused so
this isn’t just a
project but instead

Much of the grant year was dedicated to developing the
infrastructure needed for community care coordination.
Therefore, extensive planning, development, education, and
community partner and healthcare provider engagement was ' )
needed in order to begin both CCCls. In addition, the 1S a Chang_e in the
initiatives developed tools and data systems to track and share ~Way careIs
patient assessment and services data. delivered.”

CCCI Steering Committee

A total of 2,340 unduplicated patients were served through Member

the CCCls. Webster County CCCI served 1,995 patients

through 2,329 encounters and almost 45% of the patients

were under the age of 19. Cerro Gordo County CCCI served 345 patients through
2,185 encounters and almost half of the patients served were between the ages of 40
and 59. Both initiatives addressed the needs of their target populations and both
CCCIs’ community partners express strong support for continued development of their
initiatives while reporting a need to further engage healthcare providers, improve
communications, and close the loop on the care coordination process. Limited to no
patient health outcomes data were reported during the grant year due to the timeframe
and complexity of start-up; however, this may be possible over time and through
improved coordination with primary care providers and more fully developed and
integrated information systems.





Introduction

Background on the Community Care Coordination Initiative

The lowa Collaborative Safety Net Provider Network (Safety Net Network) was allocated
funds from the lowa Legislature through section 135.153 of the lowa Code to be used
for the development and implementation of a statewide, regionally-based network with
the goal of providing an integrated approach to healthcare delivery through community
care coordination. To accomplish this, the CCCI was to support primary care providers
by linking patients (specifically high-risk patients) with community resources to
address both biomedical and social determinants of health, both of which impact
population health. A request for proposals was solicited statewide resulting in 15
letters of intent. These were reviewed and resulted in eight invitations for submissions
of full applications. Seven full applications were submitted in response totaling $2.1
million in grant requests. After an external application review process, the Safety Net
Network, through the lowa Primary Care Association, funded two organizations from
December 2013 through June 2014 to develop and implement CCCI pilot programs:
Mercy Medical Center - North lowa (MMC-NI) in Cerro Gordo County and the Webster
County Health Department, Webster County. Each organization was awarded $300,000

in funding.

Cerro Gordo County CCC/

The Cerro Gordo County CCCl is a collaboration between the lead organization MMC-
NI, the Cerro Gordo County Department of Public Health, and the North lowa
Community Action Organization. The Cerro Gordo County initiative centered on the
creation of a community care coordination steering committee which included a project
manager (leader of the team who was located at MMC-NI), four other MMC-NI
representatives, a North lowa Community Action Organization representative, and a
Cerro Gordo County Department of Public Health representative. Two additional
steering committee members representing the Mental Health Center of North lowa and
Prairie Ridge Addiction Treatment Center were added later in the grant year to assist

with strategies surrounding behavioral health. Steering Committee responsibilities





focused on dissemination of information to each member, review and implementation

of the grant work plan, financial reporting, and problem solving.

In addition to the project manager, there was a non-steering community member who
served as a care coordinator and who was key to the CCCI. This care coordinator, also
from MMC-NI, worked closely with the project manager, served as a community care
coordinator, and was the primary person responsible for all activities relating to the
coordination of care and services for each patient involved with the project. Healthcare
providers were another important component of the Cerro Gordo CCCI. Sixty-nine
healthcare providers and seven public health nurses reportedly agreed to work with the
community care coordination team. The Cerro Gordo County CCCI also established
plans for new partnerships, including: lowa State University Extension, local dentists
and pharmacists, Caring Pregnancy Center, Lutheran Social Services of lowa, and local
insurance agents. The initiative’s intent was to develop partnerships to meet each

patient’s needs.

The main goal of the Cerro Gordo County CCCl was to facilitate their community’s
ability to manage the pharmaceutical, clinical, and behavioral health needs of their
high-risk Medicaid and uninsured patients. They specifically focused on patients who
were uninsured, did not have an established primary care provider, had diabetes
and/or heart failure, and/or were unable to afford their medications. Due to the needs
of patients referred to the Cerro Gordo CCCl, enrollment criteria (Medicaid and
uninsured) were adapted to be more flexible than originally planned. Therefore, dual
eligible Medicare patients were enrolled on a case-by-case and as-needed basis when
social determinants of health were preventing the patient from following a care plan.
The Cerro Gordo CCCI also set out to target those 22 years and older and estimated
they would serve 960 patients or 2.1% of the Cerro Gordo County population. The
Cerro Gordo county CCCI had the following goals for their patients: 1) to ensure each
patient had a primary care provider or patient-centered medical home, 2) to help their
uninsured patients obtain insurance, 3) to help patients navigate the healthcare system
by enhancing communication among various providers (i.e., track referrals, ensure
referrals are provided), and 4) to help patients achieve better health by addressing
potential barriers to care as a result of a variety of social determinants of health (i.e.,

issues with transportation, housing, food insecurity, etc.).
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One of the primary activities of the Cerro Gordo CCCI was developing TAVConnect.
TAVConnect is a patient services/care coordination data tracking system focusing on
social determinants of health. The system can be accessed by and shared amongst

community partners.

Webster County CCC/

The Webster County Health Department (WCHD) served as the lead agency for the CCCI
in that six-county region (Webster, Hamilton, Pocahontas, Wright, Humboldt, and
Calhoun counties) with each of the public health agencies coordinating the efforts in
their respective counties. The Webster County CCCl, “Your Community Care Team,” had
two target populations: 1) patients with medically complex conditions and/or multi-
occurring behavioral conditions, and 2) at-risk children.! The Webster County CCCI
intended to serve at least 10% of the highest risk patients in its service area, or 2,492
individuals. The main goals of “Your Community Care Team” were to: 1) ensure their
patients had medical homes, 2) perform holistic assessments and develop care plans
for each patient, 3) provide timely services and referrals, 4) encourage healthy
behaviors and support patient self-management, 5) respect patient choice and
decisions, 6) get insurance to the under- and uninsured, and 7) help remove barriers
to treatment by addressing specific social determinants of health (e.g., income,
employment, food access, housing/utilities, social supports, transportation, literacy,

and insurance coverage).

The Webster County CCCI was developed with guidance from a steering committee that
met monthly to discuss barriers, areas of need, and processes for communications.
Steering committee membership changed during the grant year but, at grant end,
included 15 members, representing: Berry Hill Center, UnityPoint Health, all six health

departments, and a community member.

Other community partners as identified in the Webster County application for funding

included 91 healthcare providers who had agreed to participate and a list of area

1 “Medically complex” are defined as individuals eligible for Medicaid or are uninsured and who
also frequent the ED, frequent their patient-centered medical home, are at risk for a hospital
readmission, take six or more medications, or have been diagnosed with a behavioral health
condition. “Children” are defined as individuals under the age of 21.
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critical access hospitals, a regional medical center, and behavioral health providers.
Other organizations would be engaged during the grant year, including: [-Smile,

dentists, pharmacists, and others.

One of the primary activities of the Webster County CCCIl was developing CHAMPS.
CHAMPS is a patient services/care coordination data tracking system focusing on social
determinants of health. The system can be accessed by and shared amongst
community partners and plans are underway to integrate this system with the

electronic health record system (Epic) currently used by UnityPoint Health.





Methods

Patient Services and Care Coordination Assessment

Monthly, quarterly, and final reports were submitted by each demonstration site, along
with monthly conference calls for verbal reporting and problem solving. The written
reports were submitted using a reporting template asking for information on program
process, accomplishments, and challenges, as well as case studies and patient services
and care coordination data. The monthly conference calls followed the submission of
reports and fostered open communication, enabling the lowa Primary Care Association

(PCA) to provide timely technical assistance and support.

Excel spreadsheets were developed for each of the demonstration sites. The tools
supported consistent data collection and reporting of patient services and care
coordination data on a monthly basis; however, the tools were tailored to match the
data collected and the process used by each grantee so they were not the same.
Revisions were made to the data collection tools as needed per consultations with each
of the demonstration sites and during monthly conference calls. While the tools

differed from site to site, they shared some common metrics:

e Number of unduplicated patients enrolled in the project

e Number of unduplicated patients unable to serve

e Number of patient-services encounters by provider type

e Patient-identified risk factors

e Patient demographics (age, race, veteran status, and employment status)
e Insurance status

e Patient outcomes

Metrics that were unique to each grantee were the types of risk factors tracked and the
types of services provided. Although the identified list of services differed between the

CCCls, there was the opportunity to track all services provided/coordinated.

Complementing the patient and services data were monthly, quarterly, and annual
reporting Word document tools which asked each demonstration site to provide a

project status report on: 1) CCCI steering committee activities, 2) community partner





engagement, 3) electronic data collection and coordination across partner sites, 4)
project development and administration, 5) population served, 6) sustainability plans,
and 7) patient case studies. Both demonstration sites completed reporting as

requested.

MMC-NI served as the patient services and care coordination data tracking hub for the
Cerro Gordo County demonstration. Data were collected and reported to the evaluation
team by MMC-NI staff. Patients were counted as either being “touched” by the CCCI or
“enrolled.” Touched patients received some sort of CCCl services, but, once assessed,

they were not deemed eligible or in need of enrollment in the CCCI.

Between December 2013 and February 2014, Cerro Gordo County reported no patient
enrollment-related data because program processes and tools for reporting were being
developed. Reporting was possible for patients who were “touched” by the program but
were not enrolled in the CCCI. The CCCl team used a combination of the Community
Care Coordination Program Participant Screening Tool (Appendix B) and TAVConnect
(electronic data tracking system) for its data collection and reporting. Although health
outcomes data for enrolled patients with heart failure and diabetes were included as
part of the evaluation’s Excel data collection tool, limited data were available for
reporting. Therefore, initiative staff pulled patient charts at project end to report either

baseline or outcomes data as available.

Case studies were also used to gather information about care coordination, patient
services, changes in health status, and to provide a better lens into the patient being
served. Mercy Medical Center - North lowa submitted six monthly case studies

beginning February 2014.

WCHD served as the patient services and care coordination data tracking hub for the
Webster County demonstration. Due to project start-up activities and a need to
develop the tools for patient services tracking, Webster County CCCl began with

limited patient data tracking in December 2013 with full reporting beginning in January
2013. The CCCl team used a combination of the Health Promotion Assessment form
(Appendix B), Webster County Health Department Intake Form (Appendix B), Webster
County Health Department Community Referral Form (Appendix B), and CHAMPS

(electronic data tracking system) for patient data tracking and referral purposes.
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Although health outcomes data for enrolled patients were included as part of the
evaluation’s Excel data collection tool, no data were reported and therefore are not
included. Lack of data reporting was primarily because of the CCCI project timeline but

also because no systems are in place to easily track, report, and share patient data.

For the Webster County CCCI, there was no official patient enrollment process. Instead,
after a referral was made, patients had an initial assessment (typically either a social
and/or a nurse assessment) and were counted as a CCCI participant. In many

instances, one assessment is completed for an entire family.

Case studies were also used to gather information about care coordination, patient
services, changes in health status, and to provide a better lens into the patient being

served. Webster County submitted six monthly case studies beginning February 2014.

Consumer Assessment

Structured telephone interviews were conducted with patients from each of the two
demonstration sites. The interview was administered by trained personnel using a
computer-assisted telephone interviewing system (CATI) during the period from May
20 - June 10, 2014. There was a maximum of eight attempted calls per phone number
and calls were made between 9:00 am - 8:00 pm Monday through Thursday, 9:00 am -
5:00 pm on Friday, and 10:00 am - 4:00 pm on Saturdays. Messages were left on the

first and eighth attempts and a toll free number for a call center was provided.

Through the use of structured telephone interviews with users of the CCCI’s services,
the consumer assessment was designed to assess the experiences of adult patients in

the following areas:

e Demographics and health status

e Initial contact with the CCCI point person(s)

e Identification of health and/or community-based service referrals

e Involvement in decisions about referral needs

e Satisfaction with the coordination provided by the CCCI

e Satisfaction with the communication among providers (including the CCCI)

e Timeliness of referrals and service provision





The Cerro Gordo County CCCI provided the evaluation team with a list of 58 patients
which was almost 100% of adults reportedly enrolled in their program as of the start of
the phone interviews. The Webster County CCCI provided a list of 21 patients, or
approximately 8% of the adults reportedly participating in their program at the start of

the phone interviews. Sample and response rates for each site are provided in Table 1.

Table 1. Telephone survey participation rates

Site Adjusted* Number of Patients Interviewed
with Attempted Interviews (Response Rate %)

Cerro Gordo 52 24 (46%)

Webster 19 8 (42%)

* Patients without valid phone numbers are not counted in the adjusted total.

The majority of non-respondents were unable to be reached to conduct the phone
interview. One person from the Cerro Gordo site refused and one was too ill to
participate while three people from the Webster site refused and one was too ill to
participate.

The majority (62%) of patients in the Cerro Gordo CCCI who completed the interview
were between the ages of 45 and 64, with 38% between 18 and 44. None of the
patients who completed an interview were over 65. The age breakdown of all adult
participants in the Cerro Gordo CCCI (at the time of this study) was comparable to
those who completed an interview. The majority of respondents were female (71%), and
only one-third (33%) had more than a high school education. Consistent with their
overall adult patient population, the vast majority of those who completed the

interview were white (92%).

The adult Webster County CCCI participants who completed the interview were older
than those in Cerro Gordo County (four respondents were between the ages of 45 and
64, and four were 65 years or older). They were also older than the population of
program participants in Webster County as a whole—more than half (52%) of all adult
Webster County participants were 18-44 years old, 19% were 45-64, and around 29%
were 65 or older. Thus, Webster County’s eight respondents were not representative of

the age range of adults in the initiative. Three of the eight respondents (38%) were
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female with 37% reporting more than a high school education. Seven of the eight

respondents were white and one respondent declined to answer that question.

The interview protocol asked 25 structured questions and allowed for open-ended
comments at the end of the interview. Several questions were asked about how the
participant heard about the program, what types of services they received referrals for,
the process for deciding which services were needed, and their experiences with the
process of obtaining services, including rating how well the communication worked
among all of the parties involved in the referral. The interview questions are included

as Appendix C.

Community Parther Assessment

Community partner contact information was solicited from each of the grantees
beginning in March and was received between March 31 and May 9, 2014. Twenty key
Informant interviews, eight site visits, and a survey were conducted to obtain process,
planning, development, and implementation information from community partners
participating in each of the CCCls. Two, mid-year, face-to-face interviews were
conducted with community partners participating in each CCCl, along with two, end-
of-the-year, face-to-face interviews that included either steering committee or CCCI
staff. The remaining 12 interviews were conducted by telephone (6 for each initiative).
All of the interviews were conducted using a set of 19 open-ended interview questions

focusing on:

1) Roles, responsibilities, and level of involvement

2) Initiative planning

3) Patient referral and services

4) Communications from CCCI staff, between steering committee members,
between CCCI partners, and between CCCI staff, partners, and healthcare
providers

5) Understanding and completion of CCCl objectives

6) Patient outcomes, including cost savings
7) Sustainability
8) Recommendations, accomplishments, and challenges
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The community partner survey was conducted online and included all community
partners who were not on the steering committee but were identified by CCCI project
managers as “community partners.” The survey response rate was 39% (n=31). The

survey focused on:

1) Awareness of CCCl objectives
2) Patient referrals

w

)

)

) Communications and follow-up
) CCCI planning
)

)

Ul D

CCCl integration into the healthcare delivery system

9}

Support for the CCCI

Healthcare Provider Survey

An online healthcare provider survey was conducted between June 16 and July 9, 2014
for each initiative. Participating healthcare provider contact information for each CCCI
was obtained from CCCI staff. A total of 113 healthcare providers, including 76
healthcare providers representing 12 clinics in the Cerro Gordo County CCCl and 37
healthcare providers representing 16 clinics from the Webster County CCCl, were
submitted to the evaluation team as participating providers. Eight clinics from Cerro
Gordo County CCC requested they be removed from the survey because of their lack of

involvement/knowledge of the CCCI.
The survey asked healthcare providers to report:

e Healthcare provider type

e System affiliation

e Participation in the CCCI

e Awareness of CCCl objectives

e Patient referrals, satisfaction with the referral process, and recommendations
for process improvement

e Communications and follow-up from the CCCI after patient referrals occur

e Participation in CCCI planning

e Funding received through the CCCI

e CCCl impact on meeting patient needs

e CCCl integration into the local healthcare delivery system
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The overall survey response rate was 28%, with 11 (30%) respondents from Webster
County CCCl and 18 (26%) respondents from Cerro Gordo County CCCI.2 Survey
respondents included 18 physicians, 4 nurse practitioners, 2 physician assistants, and
5 “other” healthcare providers. As shown in Chart 1, the majority of survey respondents
are part of MMC-NI in Cerro Gordo County or UnityPoint Health in Webster County.

Chart 1:

Healthcare Provider Affiliation
12

10

m UnityPoint or Mercy

i Other

Webster County Cerro Gordo County

2 This rate accounts for the 8 healthcare providers who requested they be removed from the
survey.

13





Patient Services and Care Coordination

A total of 2,338 patients were impacted during the grant period through 4,514 service
encounters or an average of 1.93 encounters per patient. Webster County CCCI served
eight times as many patients as Cerro Gordo CCCI; however, Cerro Gordo CCCI had an
average of 6.33 encounters per enrolled patient, as compared to 1.17 for Webster
County. These differences in demands for and provision of services may be directly
related to the target populations of each initiative, the way data were tracked, or the
number of services coordinated through each initiative. For example, Cerro Gordo CCCI
was aimed at people over age 22 with almost half of its population served between the
ages of 40 and 59. Webster County CCCI, on the other hand, targeted children with
45% of those served under the age of 19.

Cerro Gordo County CCCI

The Cerro Gordo CCCI impacted 345 patients during the grant period. This includes
245 patients who were “touched” through the program but not enrolled, along with
100 patients who were formally enrolled.3 Considering both the patients touched and
enrolled in the CCCI, 2,185 health service encounters occurred, or an average of 6.33
encounters per patient. The CCCI also supported patients through other assistance
services: 3,422 assistance services were provided, or an average of 9.92 services per
patient. Comparing patients touched to patients enrolled, patients enrolled had almost

five times as many care coordination encounters.

Enrolled Patient Demographics, Employment, and Insurance Status

As shown in Table 2, the majority of patients enrolled in the initiative were between the
ages of 20 and 59 years while the median age range was 40-44 years.4 This was the
Cerro Gordo CCClI’s intended target population’s age range. Ninety-two percent of the
enrolled patients were White - Non-Hispanic, 4 percent were Black or African
American, and 4 percent were Hispanic. In addition, 65 percent were unemployed, 33

percent employed, and 2 percent retired. No CCCI enrollees were veterans.

3 Patients “touched” by the project received care coordination services of some type but were
not eligible for or in need of program enrollment.
4 Patient ages were tracked using 5-year increments.
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Table 2: Age of Enrolled Patients

Age # Enrolled Age # Enrolled
Under 19 Years 5 40-59 Years 47
20-39 Years 37 60 - 75 Years 11

Prior to CCCI enrollment, 69% of patients were uninsured, 13% participated in
Medicaid, and 18% had an “other” insurance status. The enrollment status of patients
was consistent with the intended target population of the Cerro Gordo CCCI.
Throughout the project period, 41 (41%) patients obtained health insurance through
the CCCI while 25 patients were still seeking insurance but had not yet obtained
insurance by project end. Of those obtaining insurance, most enrolled in the lowa
Wellness Plan (85%) while a few enrolled in Medicaid, lowa Marketplace Choice, or other
options (Marketplace CoOpportunity Health, and employer). Three patients attempted
to obtain insurance but were unsuccessful. This focus on insurance attainment was a

primary objective of the Cerro Gordo CCCI.

Care Coordination and Patient Services

The initiative documented 1,428 service encounters with enrolled patients during the
initiative. Considering the 18 healthcare services tracked, pharmaceutical visits
(19.5%), financial insurance counseling (18.6%), and patient appointments - community
resources (16.5%) were the most common services provided. In addition, 29 medical
home assignments and 45 pharmacy assignments were made. Wellness exams were
also tracked by the initiative with 17 exams scheduled and 12 wellness exams
completed (70.6% of those scheduled). Considering other assistance service provided,
transportation (11.6%), prescriptions (14.6%), insurance (11.5%), and health

management (10.1%) were the most common services.

15





Chart 2: Cerro Gordo CCCI

Patients Enrolled and Patient Encounters for
Healthcare Services and Assistance Services
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As shown in Chart 2, the number of health services encounters and assistance services
increased throughout the project period while the number of patients enrolled
fluctuated from month to month. This would indicate that patients enrolled in the
project continued to receive services throughout the grant period while new patients

continued to be identified, enrolled, and served.

Patient Risk Factors

Patient risk factors were documented for all patients enrolled in the project. This
included risk factors associated with: access to care, cultural, dependent adult,
dependent children, financial, functional, health literacy, health management, housing,
in—-home care, insurance, language, legal, prescription, psycho-social, supplies,
support, transportation, and employment. There were 1,992 identified patient risk
factors across all enrolled patients, or an average of 29.93 per enrollee. The most
common risk factors were financial (18.4%), psycho-social (10.6%), access to care
(9.8%), and transportation (9.6%). With only four months of data collected, there were

no evident trends associated with risk factor identification; however, there was a
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steady increase in identified dependent adult, housing, and transportation risk factors

which could indicate improvements or changes in screening for any or all of these.

Patient OQutcomes

Of the 100 patients enrolled in the initiative, 32 (32%) were identified as having
heart disease (9 patients) or diabetes (23 patients). Very limited health outcomes
findings could be reported due to the short project timeline; however, some
preliminary findings were reported after patient chart reviews were conducted by
CCClI staff:

e Of 23 diabetes patients, all had a baseline A1C reported prior to enrollment in
the CCCI. Of these, seven had an A1C<8 (national standard). Of the remaining
16 with an A1C>8, six decreased their A1C, one increased their A1C by 0.4%,
one was unchanged, and eight had only a baseline or single value. Additional
data are needed to determine if any of the improvements can be sustained over
time and if they can be attributed to the CCCI.

e While blood pressure and heart disease baseline data were collected for some of

the patients, no additional data/findings were identified for these measures.

e Of the 100 enrolled patients, two presented to the emergency room for acute
disease processes and two were admitted to the hospital. The two hospital
admissions were associated with acute disease processes, not chronic disease

management.

e Eleven ED diversions were documented during the last four-months of the grant

period ending June 4.

Complementing the health services data are the monthly patient case studies. The case
studies provide a more in-depth view of the complexity of patient needs and the
challenges they face, the identification of risk factors, and the community partners
engaged in meeting patient needs. Five case studies were completed during the grant
period and were updated at the end of the year. No health outcomes or cost savings
data were submitted as part of the case studies. A summary of each case study is
included below:

Patient 1: 54-year-old female, married, diagnosed with Susac’s Syndrome, a very rare disease.
The patient’s husband lost his job and therefore health insurance. In an effort to support the
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patient in being able to live at home, the CCCI helped the patient’'s husband in seeking disability
payments, Medicaid, secured $828 in community funds to cover the mortgage for a month,
applied for energy assistance, worked with the Salvation Army to secure patient appropriate
furniture, and connected the patient with Cerro Gordo County Department of Public Health for
bathing services for his wife. Complementing this, a community fundraiser was held that raised
$40,000 to purchase a van with a lift, the couple was able to move into a one-level ADA income-
based apartment, the husband receives income to care for his wife, and the patient receives
Medicaid and disability benefits.®

Patient 2: 54-year-old, illiterate male who was identified as disabled by the State of lowa at the
age of 22. Married for 28 years and reliant on his wife’s income but now separated and unable
to cope. A referral was made to the CCCI from a health coach after the patient’s initial clinic
visit. CCCI program interaction occurred on 9 occasions via telephone and in-person. The
patient had identified nutrition, transportation, utility, and income challenges. To meet these
needs, the CCCI team, working with community partners, was able to secure: transportation
vouchers, mail delivery of medications, permanent disability benefits, gas vouchers, and
appropriate medical instructions to accommodate illiteracy. In addition, upon request of the
patient, the CCCI coordinator served as the patient’s advocate for discharge planning, addiction
and treatment services, literacy support, and banking.

Patient 3: 46-year-old female, uninsured, unemployed who became an urgent sole provider for
her dependent grandchild. The woman lives in a rural home with only space heaters for winter
heating and a microwave, grill, and toaster oven for cooking. She entered the CCCI through
Rural Outreach in order to assist her with health insurance. After screening, it was determined
the woman had no income, no food, backlog of utility bills, no supplies for her grandchild, no
medical or dental provider, no money for medication or transportation. Care coordination
services included: health insurance application assistance, emergency food boxes from the
Salvation Army and a Fareway grocery card, bus passes, medication assistance via McAuley
Care, referral for free dental care, child advocacy with the Department of Human Services, food
stamps and WIC application, energy assistance valued at $1,300, emergency funds of $820,
and County Relief form application assistance. The client currently cares for her grandchild and
is now employed.

Patient 4. Married couple, late teens, both part-time employed, with an infant and on the verge
of homelessness. They self-referred to the CCCI after seeking housing assistance via the
internet. Socio-economic, psycho-social, housing, transportation, nutrition, emotional, and oral
healthcare were identified as barriers to their wellness. Care coordination services included:
Housing-Rapid Re-Housing application and secured housing; first month’s rent and deposit of
$860, bed voucher, emergency food box, and cleaning supplies through the Salvation Army;
bus passes and enrollment in Transportation Medical Services; and referrals for behavioral and
oral health services.

5 ADA indicates Americans with Disabilities Act of 1990.
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Patient 5: 44-year-old female with diabetes and End Stage Renal Disease (ESRD), requiring
outpatient dialysis three times per week, is wheelchair-bound, with limited resources, and
challenging home conditions, and also has a dependent minor child. She was referred to the
CCCI from a skilled nursing facility. The United Way and Salvation Army provided nutrition
support including assistance with re-enrolling in the food stamp program, ADA housing
assistance through North lowa Community Action and MC Housing Authority, United Way gas
card for transportation support, patient advocacy, and meetings with Social Security
Administration.

Patients Served or “Touched” but Not Enrolled

Patients touched (not enrolled) by the Cerro Gordo CCCl were not a focus of the
evaluation; however, data were collected and reported to better reflect the magnitude
of its impact overall. Cerro Gordo CCCI touched 245 patients by the project with a total
of 757 services, or an average of 3.09 per person during the project period. This
included 325 healthcare appointments (primary care provider, specialty, or community
resources), 188 financial insurance counseling sessions, and 105 patient appointments
for chronic care. Complementing this were 1,493 assistance services, or an average of
6.06 services per person. Over 26 percent of these services were in the form of
prescription support, followed by financial services (10.3%) and insurance counseling
(8.9%), as well as other services. Chart 3 reflects the nature of patient touches. Since
these patients are not enrolled in the program and did not receive on-going services,

there is a direct correlation between number served and care provided.

Chart 3: Cerro Gordo CCCI
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Webster County CCCI

Webster County CCCI served 1,995 patients during the grant period. Supporting this
were the 942 household assessments, representing 2,249 people, 503 nurse
assessments, and 1,494 social assessments. Patient needs resulted in 2,329

encounters for services, or an average of 1.17 services per patient.

Patient Demographics, Employment, and Insurance Status

As shown in Table 3, the majority of patients participating in the initiative were
children under 19 years of age while the median age range was 10-14 years.6 This is
consistent with the initiative’s stated objectives in terms of its target population.
Eighty-one percent of patients were White - Non-Hispanic, 9 percent were Hispanic, 8

percent were Black or African American, and 2 percent were other or unknown.

Table 3: Webster County CCCI - Age of Patients

Age # Served Age # Served Age # Served
Under 19 Years 894 40-59 Years 103 80+ Years 132
20-39 Years 235 60 - 79 Years 74 Unknown 532

Prior to CCCI enrollment, 329 patients were either uninsured or did not disclose their
insurance status. Throughout the project period, 86 patients obtained health insurance
through Medicaid while 6 patients were still seeking insurance but had not yet
obtained insurance by project end. Of those obtaining insurance, 12 were males and
74 were females.

Care Coordination and Patient Services

The initiative reported 2,329 patient service encounters over the grant period.
Considering the eight healthcare and other services tracked, insurance counseling
(22%), public health visits (21%), oral health (17%), and food assistance (13%) were the
most common services provided. While insurance counseling occurred for 503
patients, insurance enrollment assistance occurred for 50 persons. Only two primary

care visits and 14 annual exams were documented.

6 Patient ages were tracked using 5-year increments.
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As shown in Chart 3, the number of health services encounters fluctuated over the six
months while the number of patients participating declined the last two months. This
could indicate: 1) higher-need patients became engaged in the program, shifting
initiative resources from identifying patients with needs to addressing patients’ needs,
2) initial pent-up demand for community care coordination services was met, resulting
in a decline in demand, 3) community care coordination partners expended available
resources earlier in the grant year and had fewer resources to provide services later in
the year, and/or 4) initiative and/or partners’ priorities changed. Over time and as
more data are available, gains in additional insight into long-term patient participation

and demand for services can be expected.

Chart 4: Webster County CCCI
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Patient participation by county and risk stratification were also tracked by the Webster
County CCCI. Chart 5 displays the number of children (ages 0 to 20), medically
complex, and all other patients that participated in the CCCl by county. Webster
County served the largest number of patients (37%), followed by Calhoun County (21%).
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Patient stratification was similar across Calhoun, Hamilton, Humboldt, Pocahontas, and
Webster Counties where the majority of patients were children and all others; this was
most evident in Calhoun and Humboldt Counties. In Wright County, there was more
equal representation by each stratification: children (34%), medically complex (30%),
and all others (36%).

Chart 5: Webster County CCCI
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Patient Risk Factors

Patient risk factors were documented for all patients participating in the CCCl and were

” o«

tracked by those identified as “medically complex,” “children,” and “all others.” This
includes risk factors associated with: medical needs (chronic conditions, multiple
medications, age-related, palliative care, and frequent ED visits), behavioral health
needs (co-occurring conditions, integrated health home patients, ED utilization,
community program enrollment, and waivers), and social determinants of health
(income, employment, nutrition/access to food, housing, social supports,
transportation, health literacy, and insurance). There were 3,808 patient-identified risk

factors across all enrolled patients, or an average of 1.91 per enrollee. The most
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common risk factors were income (64%), age-related (63%), health literacy (15%), and
access to food (12%). Medically complex patients had the highest rate of identified risk
factors (3.4/person), followed by children (2/child) and all others (1.2/person).
Interesting to note is that, in June, frequent ED visits was identified as a risk factor for
20 patients, representing 6% of the patients for that month. Only one other patient
with behavioral health needs was identified for frequent ED visits during the rest of the

grant period.

Considering only the identified social determinants of health risk factors, as displayed
in Chart 6, it is evident that household income and food access are the factors most
likely identified for children while income and health literacy are the most common

factors identified for the medically complex and all others.

Chart 6: Webster County CCCI
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Patient Outcomes

Of the 1,995 patients participating in the initiative, 309 (15%) were identified as
being medically complex, 955 children (48%), or 731 all others (37%). No health
outcomes findings were reported by Webster County CCCI; however, six patient
case studies were submitted during the grant period.” The case studies provide a
more in-depth view of the complexity of patient needs, the challenges patients
face, the identification of risk factors, and the level and depth of community
partner engagement in meeting patient needs. One case study (Patient 4) included
estimates for community level costs and health care savings due to the CCCI. A
summary of each case study is included below, as well as any updates submitted

with the year-end report:

Patient 1: Referral received from county court advocate for a client who had been in an inpatient
psych unit for 5 months. Client was court-ordered to go to local mental health clinic for
antipsychotic injections every 3 weeks. Client is diagnosed with severe mental illness which
includes paranoia and delusions. Client has been compliant with his court-ordered injections at
the clinic.

A Health Promotion assessment was performed by RN in the client's home. Client had no
income and is being provided for financially by his mother who is on a fixed income and living
out-of-state. The mother was paying the patient’s quarterly health insurance premiums. The
patient had large co-pays for his medication injections every 3 weeks. The patient owns a
vehicle but has limited funds for gas. Client's PHQ-9 score was 21. Nurse worked with local
mental health clinic to get patient on the waiting list for nurse-administered injections in client’s
home.

As of June, the patient has had no ED or hospital stays. He receives a Haldol injection every 3
weeks from the PHN, is seeing his psychiatrist and continues to live at home.

Patient 2: Referral came from Trinity Regional Medical Center emergency department for a
mom of 5 children with medical needs and who are new to the area. Social worker visit
completed, determining: apartment with one air mattress and TV, transportation barriers, older
children not attending school because of transportation and the mother’s heart condition
(inability to walk long distances). City transportation service contacted and obtained tokens for
the children to get to and from school. Children started school the next day. Tokens for the mom
were obtained through the clinic so she could get to her lowa Heart appointments. Home visiting

7 Lack of data reporting was primarily because of the CCCI project timeline but also because no
systems are in place to easily track, report, and share patient data.
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program continues to assist mom with her needs, monitoring the children’s growth &
development, and offering the needed support she was seeking.

Patient 3: Self-referral by a woman requesting birth control. Dr. Wallace provided her with an
assessment and birth control. During Dr. Wallace’s assessment, a family history of diabetes,
weight loss, and generally not feeling well were identified. Blood sugar test completed,
identifying a glucose of 585. Patient was referred and an appointment was made at the
Community Health Center for the following day. Patient received a glucose monitor, medication,
and education from WCHD staff, including translation services. The patient is now fully
independent and managing her care.

Patient 4: Special-needs client with multiple health and substance abuse issues who has
received services from Webster County Health Department (WCHD) since 2003. He is a
Medicare/Medicaid recipient. Client was mostly stable until August of 2013. Client presented to
WCHD and it was noted that he had multiple bed bug bites and bed bugs were visible on his
clothing, hats, and skin. Bed bugs were the result of bringing an infested mattress into his home.
The client was seen in the clinic and had labs drawn. He was found to be anemic from the
severe bed bug infestation and required a blood transfusion. The clinic no longer wanted to
serve the patient in the clinic because of the severe bed bug infestation. Therefore, WCPH
monitored the client during health maintenance visits and obtained orders from the physician.
Initially, the client was able to drive to WCHD, but after being charged with an OWI (operating
while intoxicated), he lost his license and spent a couple of days in jail.

Over the next few months the client lost weight, weakened, and was having pain. He was
employed part-time as a dish washer but, due to weakness and pain, he started missing work
which was not typical for him. On two occasions, the client’'s symptoms were severe and he
presented to the ED, contaminating a section of the ED, causing partial closure. WCPH made
several attempts to meet the patient’s need, to no avail. The client was eventually hospitalized
due to severe anemia. Hospital case management engaged Webster County Community
Services (WCCS); WCPH negotiated an agreement with WCCS to treat the bed bug infestation
in the client’'s home and made arrangements for care at a skilled nursing facility (SNF), care and
treatment for the clients’ two cats, and cleaning and discarding of almost all of the patient’s
belongings. Community agencies were contacted for volunteers to fix the home and locate
furniture and household furnishing to use after the infestation is removed. A volunteer bathed
and treated the client’s head lice in their home before admission into a local skilled nursing
facility. A local church donated clothing and household items.

To date, care coordination has included staff and volunteers from WCHD, UnityPoint, WCCS,
Community and Family Resources, Fort Dodge Fire Department/Hazmat Team, Fort Dodge
Health and Rehabilitation, East Lawn Veterinary Clinic, Peterson Sanitation, and local EMS.
Treatment for infestation in the home was completed. The exterminator reports it was the worst
case he has ever seen. The patient’s overall mental state has dramatically improved. He is no
longer anemic, is gaining weight, and his pain decreased. He has also been approved for ID
Waiver, including a community support worker, homemaker services, case manager, and home
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health nurse. He receives assistance to maintain his home and is seen weekly by a PHN. He is
considered medically stable and is living independently in his home.

Estimated Total Costs: $16,940

e Treatment of home and vehicles- $995 paid by WCCS
e Dumpster/clean-up - $500 donated by UnityPoint

e \Vet/care for cats - $600

e 80+ hours per 2 CCCI employees — $4,300

e 4 hours per WCHD volunteer — $270

e SNF care (75 days at $137/day) - $10,275

Estimated Monthly Savings Because Care Needs Met: $38,600

e 4 ED visits/month (average ED visit - $650) - $2600

e ED partial closure due to infestation (estimate $5,000- $7,000 per visit x 4 visits) -
$28,000

e Hospitalization ($2000/ per day x 4 days) - $8,000

Patient 5: Referral received from local Infusion Center. Referral was in regards to a 19-year old
sickle cell anemia patient who was frequently missing oncology visits and who had braces on
her teeth since she was in 7" grade. Patient lived at home with multiple siblings and her mother,
who is reportedly an alcoholic, verbally and emotionally abusive, and forced the patient to sign
consent for her mother to be her payee once the patient turned 18 and was eligible for disability.
Disability income is over $600/month. Her mother would not pay $150 to get the braces
removed.

Social Worker and Public Health Nurse met with patient at the local high school to discuss her
options. Patient is capable of and wants to live on her own and was concerned about her
mother’s future involvement. CCCI staff worked with Social Security Administration office to
reverse the disability consent. Social worker worked with the client to apply for housing
assistance; public health nurse obtained orders for patient to be seen through home health care
to assist patient with monitoring and assessment of disease process and attending appropriate
doctor appointments; a referral was also made in-house with the I-Smile Coordinator, who was
going to check into getting the patient’s braces removed.

Within a very short amount of time, the payee decision was reversed and the patient now
receives her own income. Public Health Nurse worked with the Infusion Center nurse to
obtain orders from the oncologist for home care. Client will be admitted into home health
care and will be followed up with once she obtains her own place. I-Smile Coordinator is
working with Medicaid to get the patient’'s braces removed. She is awaiting an exception to
policy in order to do this.

Patient 6: Mother of 3-year-old boy expressed challenges she was having with child’s
behavior (hitting, kicking, shoving, throwing things, yelling, swearing, and screaming on a
regular basis, whenever and wherever the child didn’t get what he wanted).The mother had
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sought help but was denied services because of her son’s young age. Through the CCCI,
an Ages and Stages Social Emotional (ASSE) screening was completed by the mom with
assistance from a Calhoun County Public Health (CCPH) worker. A score of 59 or higher on
the ASSE is needed to be eligible for services, and the child scored 140, almost three times
the minimum, indicting the child has significant social, emotional, and behavioral health
needs. In-home family support/behavior services were provided through CCPH. CCPH
spent several hours over multiple days seeking professionals to provide mental health
services for a child age three/four years. Although providers for services were found, after
interactions with the child, multiple providers decided they were unable to serve him due to
extreme behaviors. These decisions have disrupted the boy’s care process. Services that
were difficult to obtain include: psychiatrist, therapist, necessary medications, child care,
and crisis services. The child was connected with an integrated health home (IHH) through
Children and Families of lowa (CFI). Child was placed in the Child in Need of Assistance
(CINA) program. DHS re-engaged father in child’s life. Crisis childcare is available 3 days
per week, and child is attending pre-school.
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Patient Experiences

Cerro Gordo Community Care Coordination Initiative

Health Status
The self-reported health status of Cerro Gordo CCCI participants was relatively low.
When asked to rate their own health, 50% of the respondents rated their overall

physical health as “Fair” or “Poor,” and 26% rated their overall mental or emotional

health as “Fair” or “Poor.” Arthritis, rheumatism, bone or joint problems, and back or
neck problems were the most commonly reported (58%) health problems, followed by
depression (54%), dental, tooth, or mouth problems (50%), and high blood pressure
(46%). Out of a possible 16 listed chronic conditions, respondents from the Cerro

Gordo program averaged five chronic problems per patient.

Initial contact with the Community Care Coordinator

Most of the respondents learned about the community care coordinator from either
their doctor’s office (33%) or their local hospital or emergency department (33%) with
only two people learning about it from their local public health department, which
aligns with the program’s proposed protocols for contact. The majority of these
respondents (54%) first had contact with the program coordinator in person at their
doctor’s office, but five patients (21%) had their first contact when the coordinator
phoned them. Initial contact with program participants was quite timely, with all but
one of the patients (96%) contacted within one week of learning about the program.
However, for that one patient, it was over two weeks before s/he was contacted by the

program.

Health and/or Community-Based Services Accessed

The Cerro Gordo County CCCI focused on three major aims: 1) helping the uninsured
acquire insurance, 2) helping patients with multiple chronic diseases, specifically
diabetes and heart failure, and 3) helping those without a medical home to find a
primary care provider. Patients in this program received referrals for, on average, 6.7
different health and/or community-based services with the minimum number of

service referrals being one and the maximum being 15. This service rate was similar to
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the Cerro Gordo CCCI rate as a whole (6.33). Table 4 provides the health and/or

community-based services to which respondents were most frequently referred.

Table 4. Service referrals for Cerro Gordo CCCI participants

Service Referral % of All Number of
Respondents Patients Referred
to Service
Help getting new medications 63% 15
Primary care appointment 54% 13
Help getting health insurance 54% 13
Help getting medical supplies 50% 12
Help managing medications 46% 11
Help finding transportation 46% 11
In-home health care services 42% 10
Help managing chronic health conditions (e.qg., 38% 9
diabetes, high blood pressure)
Help getting shelter, food, clothing, or utilities 38% 9

Note: Each of the following service referrals were reported by eight patients (33%) - Getting a
specialist appointment, behavioral or mental health services/counseling, dental services,
smoking cessation help, in-home help with housekeeping or personal care needs.

All but two of the respondents (92%) reported receiving referrals for all of the services
that they thought they needed. Of the two who did not, one was unsure if s/he
received referrals for all the services that s/he needed, and the other reported that
s/he did not know that the other service referrals were possible. Thus, it is clear that
the most frequently referred services align well with the three stated focus areas/goals

of the program.

Involvement in decisions about referral needs

One goal of community care team and patient-centered medical home models of care
is to promote the involvement of patients in their own care and decisions about their
care. Three questions were asked about how much the patient was involved in the
decisions made about referrals to services: 1) how important is it for you to be
involved in decisions made about your referrals, 2) how much did your community care

coordinator involve you when deciding the services for which you might need referrals,
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and 3) how much did you and your community care coordinator agree about your

referral needs.

Almost all of the respondents (92%) reported that it was “Very Important” to be
involved in decisions about referrals with only one person reporting it to be only
“Somewhat Important.” No one reported that it was “Not at all Important” to be involved
in the decision-making process. The vast majority of respondents (83%) reported that
the care coordinator involved them “A lot” in deciding upon referrals; three patients
reported that they were involved “Some” and one was “Not at all” involved. Eighteen
respondents (75%) also reported that they agreed “A lot” with their care coordinator
about their referral needs while three (13%) reported they “Somewhat” agreed and one
(4%) reported “Not at all.” It is clear that most patients in the program feel included in
the decision-making process, but this is also an area that should continue to be

strengthened and maintained.

Satisfaction with the coordination provided by the CCC/
Several questions were asked to gauge the experience patients had with the care

coordinator when first trying to receive the referred services. These included:

e How much did your care coordinator help you to make the first contact with the
services you were referred to?

e How much did the care coordinator communicate with you about where and
when you were to receive the services they referred you to?

e Were the services easy to get?

e How long did it take for you to get the services you needed after you were
referred?

e When you went for the referred services, how much did the service provider

seem to know about why you were there and what you needed?

All of the respondents were helped by the care coordinator to make the first contact
with the referred services, with 88% helped “A lot” and 12% helped “Some.” All but one
of the respondents reported that their care coordinator communicated with them about
where and when to receive the referred services (75% “A lot,” 21% “Some”) and, for
those who received services (22 respondents), they all reported that they were easy to

obtain. The timing with which they received the services varied. Most (75%) reported
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receiving the services within one week of being referred, 8% reported that it took
between 1-2 weeks, and one person (4%) reported that it took longer than 2 weeks to
obtain the services to which they were referred. And, as a measure of the
communication between the care coordinator and the provider at the start of the
interaction, patients were asked about how much the provider knew about their needs.
Again, most (75%) of the respondents reported that their provider seemed to know “A
lot” about why they were there and what they needed. Only one person reported that

the provider knew “Nothing at all” about his/her needs.

Coordination efforts were also evaluated after the patient received services by asking
about follow-up, importance of the care coordinator in receiving the services, and
overall satisfaction with the communication between all parties involved in the

interactions. The three questions were:

e Did your care coordinator follow up with you to see if you received the services
you needed from the referral(s)?

e How much more likely were you to have received the services to which you were
referred because you worked with the care coordinator?

e How satisfied are you with the communication that occurred between yourself,

your care coordinator, and the service providers to which you were referred?

While most of the respondents (75%) reported that their care coordinator followed up
with them to see if they received their referred services, four patients (16%) did not
have follow-up contact with their care coordinator. Two-thirds (67%) reported that they
were “Much more likely” to have received the services they were referred for because
they worked with the care coordinator, 16% were “Somewhat more likely,” and 8% (two
people) reported that they would have received the services even without the help of
the care coordinator. Finally, all of the respondents were satisfied with the
communication between themselves, their care coordinator, and the service provider
with 92% “Very satisfied” and 8% “Somewhat satisfied.”
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Webster County - “Your Community Care Team”

Health Status

Similar to Cerro Gordo County, the responding participants in the Webster County CCCI
had a relatively low health status. When rating their own health, 51% of the Webster
County program respondents rated their overall physical health as “Fair” or “Poor,” and

13% rated their overall mental or emotional health as “Fair” or “Poor.” Four respondents

(50%) reported arthritis, rheumatism, bone or joint problems, or high blood pressure,
and 38% (three patients) reported allergies or sinus problems, back or neck problems,
or heart problems such as congestive heart failure or heart attack. These eight patients

from the Webster County CCCl averaged about four chronic problems each.

Initial contact with “Your Community Care Team” point person(s)

Most of the “Your Community Care Team” respondents learned about the program
from either their doctor’s office (three patients) or their local public health department
(three patients), with one patient learning about it from their local hospital or
emergency department. Three respondents first had contact with the coordinator in
person at their doctor’s office, another three made the initial contact by calling the
coordinator, and the remaining two were called by the coordinator. All of these

contacts were made within the first week of learning about the program.

Health and/or Community-Based Services Accessed

The Webster County program targeted medically complex people, people with multi-
occurring behavioral conditions, and/or high utilizers of services due to having
multiple, unmanaged health conditions. Patients in this program received referrals for,
on average, 4.6 different health and/or community-based services, with the minimum
number of service referrals being zero and the maximum being eight. This was a much
higher rate than the initiative as a whole (1.17). Table 5 provides the health and/or

community-based services to which respondents were most frequently referred.
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Table 5. Service referrals for Webster County CCCI participants

Service Referral % of All Number of
Respondents Patients Referred

to Service

In-home health care services 88% 7

Help managing chronic health conditions (e.g., 75% 6

diabetes, high blood pressure)

Help managing medications 63% 5

Help getting medical supplies 63% 5

Nutrition counseling 38% 3

Primary care appointment 25% 2

In-home help with housekeeping or personal 25% 2

care needs

Help getting medications 25% 2

Note: Each of the following service referrals were reported by one patient (13%) - Getting a
specialist appointment, behavioral or mental health services/counseling, smoking cessation

help, help securing shelter, food, clothing, or utilities, and help finding transportation.

All of the respondents (100%) reported receiving referrals for all of the services that
they thought they needed. The most frequently referred services for this group of
respondents is reflective not only of the needs of the targeted population for this
program but also the needs of the age range of the respondents. Over half of the

respondents (four patients) reported that they were at least 75 years old.

Involvement in decisions about referral needs

One goal of community care team and patient-centered medical home models of care
is to promote the involvement of patients in their own care and decisions about their
care. For the Webster County program, a patient-choice focus is specifically identified
as a programmatic goal. Three questions were asked about how much the patient was

involved in the decisions made about referrals to services:

e How important is it for you to be involved in decisions made about your
referrals?
e How much did you community care coordinator involve you when deciding the

services for which you might need referrals?
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e How much did you and your community care coordinator agree about your

referral needs?

Seven out of eight respondents (88%) reported that it was “Very Important” to be
involved in decisions about referrals with only one person reporting it to be only
“Somewhat Important.” No one reported that it was “Not at all Important” to be involved
in the decision-making. And, seven out of eight (88%) responded that the care
coordinator involved them “A lot” in deciding upon referrals and agreed with them “A
lot” about their referral needs, with only one reporting that they were involved “Some”

and only agreed “Somewhat” with the decisions made regarding referrals.

Satisfaction with the coordination provided by “Your Community Care Team”
Several questions were asked to gauge the experience patients had with their care
coordinator from “Your Community Care Team” when first trying to receive the referred

services. These included:

e How much did your care coordinator help you to make the first contact with the
services to which you were referred?

e How much did the care coordinator communicate with you about where and
when you were to receive the services to which they referred you?

e Were the services easy to get?

e How long did it take for you to get the services you needed after you were
referred?

e When you went for the services to which you were referred, how much did the

service provider seem to know about why you were there and what you needed?

All of the respondents were helped by the care coordinator to make the first contact
with the referred services with 75% (six patients) helped “A lot” and 25% (two patients)
helped “Some.” All reported that their care coordinator communicated with them about
where and when to receive the referred services (75% “A lot,” 25% “Some”) and they all
reported that the referred services were easy to obtain. All eight respondents (100%)
received the needed services within two weeks of the referral with 6 (75%) receiving
them within one week of referral and two (25%) receiving services between 1-2 weeks
after referral. We assessed the communication between the care coordinator and the

provider at the start of the interaction by asking the patient about how much the
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provider knew about their needs. Most (63%) of the respondents reported that their
provider seemed to know “A lot” about why they were there and what they needed and

37% reported that their provider knew “Some.”

Coordination efforts were also evaluated after the patient received services, by asking
about follow-up, importance of the care coordinator for receiving the services, and
overall satisfaction with the communication between all parties involved in the

interactions. The three questions were:

e Did your care coordinator follow-up with you to see if you received the services
you needed from the referral(s)?

e How much more likely were you to have received the services to which you were
referred because you worked with the care coordinator?

e How satisfied are you with the communication that occurred between yourself,

your care coordinator, and the service providers to which you were referred?

Seven of eight (88%) reported that their care coordinator followed up with them to see
if they received their referred services. Five of eight (63%) reported that they were
“Much more likely” to have received the services to which they were referred because
they worked with the care coordinator, 25% were “Somewhat more likely,” and 13% (one
person) reported that they would have received the services even without the help of
the care coordinator. Finally, all of the respondents (100%) reported being “Very
satisfied” with the communication between themselves, their care coordinator, and the

service provider.
Below are comments from patients surveyed:
‘She [the care coordinator] was very helpful and I could not have made it

through the past few months without her.”

“[The care coordinator] didn’t make you feel like you were in an office, she made
you feel like one of her friends. No big words, always a smile on her face. A

terrific lady.”
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1 like [care coordinator name]. She told me that | can call her anytime | need

her. She really does her job. | was shocked at the help we got with her.”

“[Care coordinator name] was really insightful with the insurance and very polite

and nice.”

‘She’s good at what she is doing. She took her time, she talked things over, and

she talked to us. Her concern is making you a part of their family.”

“They are wonderful and | am so happy to have them. Now, | am living
independently. My family has been talking about putting me in a nursing home
and [care coordinator name] has disagreed with that. | love them. It’s kind of

like family.”

“It’s a good program. | think people need to know more about it. | really didn’t
think about it until my brother said something in the hospital and the doctor
agreed. The home health care lady has saved me quite a bit of miles, since they

come to my home. It has helped me out 100%.”
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Healthcare Provider Experiences

When healthcare providers were asked if they are part of the CCCI team, 71% (n=29)
reported “Yes,” 25% reported they are “Unsure,” and 4% reported “No.” When asked how
and when they first learned about the CCCI, half reported they learned about the CCCI
through an internal clinic meeting that included initiative staff. In addition, they were
most likely (40%) to have learned about the initiative in the fall of 2013
(October/November).

To gauge healthcare providers’ knowledge of the role of the CCCl and its objectives,
they were asked if they are aware that the CCCl is aimed at supporting primary care
providers in improving health outcomes by linking patients to community resources to
empower them towards addressing their needs associated with health, wellness, and
overall well-being. Eighty-eight percent of healthcare provider survey respondents
reported they are aware of the role and objectives of the CCCI. In addition, 39% report
the CCCl is accomplishing its objective while 61% are “Unsure.” Chart 7 displays

comparisons between the two CCCls.

Chart 7. Webster County and Cerro Gordo County CCCls

Healthcare Provider Awareness of CCCI
Objectives and Their Accomplishment

100%
80% m Aware of CCC Objectives
60% Not Aware of CCC
Objectives
40% - m Accomplishing Objectives
20% - : -
m Unsure if Accomplishing
0% Objectives

Webster County Cerro Gordo County
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Fifty-nine percent of healthcare providers surveyed report they refer patients for
coordination of care services through the CCCI and they were most likely to have made
3 - 5 referrals. Those making referrals (n=9) were asked if they are satisfied with the
patient referral process; all but one report they are “Very satisfied” or “Satisfied.” In
general, healthcare providers report they do not receive patient follow-up information

after making a referral.

Planning and Communications

Healthcare providers were asked to report their involvement in CCC planning, as well
as overall CCCI communications. All but one (n=24) reported they were not involved in
CCC planning; however, 70% also reportd they do not want to be involved in future
planning. Healthcare providers in the Webster County CCCl were more likely to indicate
(63%, n=8) they would like to be involved in future CCCI planning. When asked about
CCCl communications, 71% reported they receive no CCCl communications or updates
and 52% (n=23) reported some level of dissatisfaction (“somewhat satisfied/somewhat
dissatisfied,” “dissatisfied,” or “very dissatisfied”) with CCCl communications.
Healthcare providers made suggestions on how communications could improve,
including: 1) hold brief face-to-face meetings, 2) hold meetings between healthcare
providers and community resources, 3) fax or telephone clinics to make them aware
their referral was been received and provide a plan for the services available to the
patient, 4) send regular emails with updates, and 5) provide information describing the

CCCl and how to access services for patients.

Development and Integration

Healthcare providers were asked if the CCCI has successfully and meaningfully
identified healthcare provider needs and the needs of patients in its effort to improve
patient health outcomes. Fifty percent of healthcare providers (n=22) reported their
needs have been identified, and 59% reported their patients’ needs have been
identified. When asked if the CCCl has become an integral part of the community
healthcare delivery system, 27% of healthcare providers reported “Yes,” 36% reported
“No,” and 36% reported they are “Unsure.” Finally, healthcare providers were asked if
they support further development of the CCCl in their community, and 73% reported

“Yes” and 27% reported they are “Unsure.”
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Community Partner Experiences

Community partner experiences and feedback were obtained through onsite (7) and
telephone (13) interviews of all steering committee members and two additional
community partners, as well as through a web-based survey of all other identified
community partners. A total of 12 community partners participated in the online
survey, and the survey response rate was 37%. Interview and survey findings were
similar across both pilot sites and reflected successes related to developing data
collection/sharing systems, building community relations, and establishing a CCCI that
can be sustained over time. Challenges focused heavily on communications, healthcare
provider engagement, as well as fully engaging partners in community care

coordination planning and development.
Cerro Gordo Community Care Coordination Initiative

Planning and Development

Community partners reported varied involvement in the CCCI planning process with
some being “very involved” and others being more recently or not involved. In most
instances, stakeholders reported they first learned about the initiative at an initial
planning meeting or via email. All but one partner interviewed or surveyed reported
they are participating in the Cerro Gordo CCCI while one of the community partners

reported they know nothing about the CCCI and its work.

Most community partners were aware of the CCCl objectives; however, some were not
aware of its focus on diabetes, heart failure, those without health insurance, and those
without an identified primary care provider. All but one of the community partners that
are referring patients as part of the CCCl was satisfied with the referral process;
however, 33% discussed or stated there are opportunities for improvement. Over half
of the community partners reported the Cerro Gordo CCCI has not successfully and
meaningfully identified the needs of primary care providers in Cerro Gordo County
towards improving health outcomes; however, 73% report patient needs have been
identified and met.
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Partnerships

Stakeholders described the CCCl partnerships as on-going and developing. More
specifically, they reported the relationships and some of the community care
coordination processes were in place prior to CCCI start; however, the partnerships
were more informal, more siloed, and less informed. Most of the partnership
development has occurred between the three core community partners: MMC-NI, Cerro

Gordo Public Health, and North lowa Community Action.

Prior to the CCCI, there were neither formal means to document the patients served,
their needs, and the services provided, nor to share the information between
community partners. TAVConnect is being developed to address this need and
reportedly is enhancing community partnerships. CCCI stakeholders also reported
there has been limited engagement of healthcare providers in the CCCI; however,
outreach has occurred, will continue, and will be further integrated into initiative

operations.

Communications

In general, steering committee members and project partners reported CCClI
communications are evolving and developing. Initially, communications were limited
and focused on steering committee members; however, they are increasingly including
other community partners, such as organizational leadership and healthcare providers,
and are expanding the information shared (e.g., project statistics and patient case

studies).

Steering committee members reported they meet monthly for planning and program
development purposes. Complementing this are weekly emails. Overall, steering
committee members reported being satisfied with communications, with suggestions
for improvement. Non-steering community partners appeared to be less satisfied with
communications with 50% of survey respondents reporting they are “somewhat
satisfied/somewhat dissatisfied” or “very dissatisfied.” This level of satisfaction

appeared be attributed to limited contact and communications with initiative staff.
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Outcomes
Because the Cerro Gordo County CCCl is in its early stages, no quantifiable outcomes
were identified by community partners; however, when asked to report the “greatest

accomplishments of the CCCI,” community partners reported:

e Developing and establishing a CCCI that is fully operational

e Increasing access to needed medications

e Decreasing service duplication

e Serving a population with high needs

e Increasing collaboration, collaboration, communications, and awareness of
services between CCCI partners

e Repairing organizational relationships that had been harmed in the past

e Educating healthcare providers about the community resources available to their
patients

e Increasing CCCl awareness by healthcare providers

e Decreasing ED utilization and improved networking within MMC-NI

e Obtaining support of leadership throughout partnering organizations

e Creating TAVConnect: a care coordination data tracking system where patient
information and services can be shared across CCCl organizations.

e Increasing the number of providers and local organizations making referrals to
the CCC

Other outcomes are also foreseen by community partners; however, they are unclear as
to whether they will be able to be attributed to the CCCI or will be the result of other
initiatives and/or multiple factors occurring in the current healthcare environment

(e.g., closure of the local free clinic due to limited or no need/demand for services).

Challenges and Opportunities to Sustain the CCC/

Community partners discussed an array of CCCl challenges and opportunities,
including those related to project planning, development and implementation, as well
as patient-related challenges. Almost all stakeholders reported a need to better
address behavioral health issues and transportation while some also discussed
pharmacy and medication reconciliation issues. Other challenges and opportunities
more related to CCCl development included:
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Contracting process

Blurring of project lines and what is considered CCCI versus other initiatives
Building relationships with healthcare providers, as well as engaging healthcare
providers that are not a part of Mercy Health System

Ongoing training and education about the CCCI

Establishing a lead partner that is not a healthcare provider

Engaging additional community partners including those outside of healthcare
Data sharing and initiatives related to communications with healthcare providers
Dedicating more time to developing partnerships and engaging stakeholders in
CCClI planning and development

Meeting the needs of patients who do not reside in Cerro Gordo County
Adding more intake coordinators

Addressing state regulations related to inducement laws

Working with healthcare providers to identify their patient information needs
and close the loop and hand-offs for patient care navigation

Sharing CCCI information more broadly to help drive community planning and
address community health needs

Creating monthly electronic fact sheets with CCCl updates and case studies
Determining when a patient’s needs have been met and no additional
services/support are needed

Implementing consent forms that meet HIPPA requirements and can be used by

all CCCl partners to enable them to exchange patient informations

Sustaining the CCC/

All community partners interviewed reported their organization is committed to the

long term sustainability of the Cerro Gordo CCCI. In addition, all steering committee

members believe the initiative will continue regardless of future funding. Other

community partners are still unsure about the future of the CCCl, as 75% reported the

CCCl has not become an integral part of the healthcare delivery system or are “unsure.”

8 HIPAA indicates Health Insurance Portability and Accountability Act of 1996, an act that
focuses on patient data privacy.
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Stakeholders also had recommendations for other communities interested in engaging

in a CCCl-type initiative, including:

e Data Collection:
o Allow for ample time for the development of any community-wide patient
services data collection system
o Engage partners early on and sell the approach prior to implementation
o Consider all community partners for participation
e Engage healthcare providers early on
e Plan for the need to communicate with a diverse group of stakeholders

e Create a system that is inclusive, patient-, and community-focused

Webster County Care Coordination Initiative

Planning and Development

Most steering committee members reported their involvement in initial CCCI planning
was limited, with all non-steering committee partners surveyed reporting they were
not involved. In most instances, steering committee members reported they were
informed of the plan and were asked for data to support the plan. Since that time, they
have had more involvement in CCCI planning, with some being “somewhat involved” on
a project-by-project basis and others being more recently involved. Some community
partners reported they have appreciated this initial leadership approach, in particular
to get the CCCI launched. Some would like to see the initiative planning and
development approach move towards a process that is more collaborative and

considers community differences before plans are made.

All community partners reported they are aware the CCCl is aimed at supporting
primary care providers in improving health outcomes by linking patients to community
resources to empower them towards addressing their needs associated with health,
wellness, and overall well-being. Most reported this hasn’t been accomplished;
however, the CCCl is “moving in this direction.” When asked if they are aware the CCCI
is targeted on medically complex patients and children, all but two community
partners reported they are aware.
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Community partners reported much of the CCCI referral process was in place prior to
project start; however, it wasn’t formalized, there were no tools in place to support
patient referrals, and there was limited to no patient data exchanged and tracked. That

has since changed and is reported as a significant accomplishment.

Partnerships

Steering committee members and other partners described the CCCI partnerships as
ongoing and developing. More specifically, they reported that many of the
relationships have been in place for years, due to other grant funded initiatives and/or
initiatives through UnityPoint Health; however, the relationships are changing as each
organization learns more about other partnering organizations. While most of the
stakeholders reported they are satisfied and very enthusiastic about the partnerships
that have been established, some expressed concern that the CCCl may be too focused

on and driven by WCHD and the relationship they have with UnityPoint Health.

CCCI community partners reported healthcare provider engagement has varied from
county to county, with some having connected with 25-30 providers and others one,
two, or none. Community partners reported having the greatest success working
directly with healthcare providers in their community versus an outside organization
making the healthcare provider connections on their behalf. In some instances,
community partners reported having contacted healthcare providers via mail while
some are meeting one on one, facilitating meetings at clinics, and/or encouraging

them through the delivery of treats.

Communications

Stakeholders reported varying experiences with overall CCCl communications, with
some reporting they are well informed, meet regularly, and receive weekly emails while
others reporting they are less informed and learn about CCCI changes after the fact. In
general, community partners reported that initiative communications include: face-to-
face meetings, conference calls, occasional telephone calls, and/or regular (weekly)
emails. Some community partners reported receiving CCCIl updates while attending

other meetings (e.g., meetings related to the Pioneer ACO).9

9 ACO is accountable care organization.
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Some community partners discussed the need to obtain patient consents for the CCCI
evaluation patient survey. They reported being informed of the requirement in May. For

some, this meant the referring county’s patients could not be included in the survey.

Some of the stakeholders also discussed community-level communications with which
they are engaged, such as informational emails and face-to-face meetings with
healthcare providers. A mass-mailing postcard was being developed and planned for

distribution as part of a broader marketing program.

Outcomes

When asked about patient outcomes and whether stakeholders have been able to
identify any cost savings in the healthcare system through the demonstration, all
reported the CCCl is new and just recently implemented and therefore there are no
definitive and quantifiable outcomes to report; however, there are signs that ED

utilization has declined.

When asked to report the “greatest accomplishments of the CCCI,” stakeholders

reported:

e Decline in ED utilization

e Serving the needs of new and high-need populations

e Engaging new community partners

e Formalizing care coordination process

e Tracking patients served and services provided

e Avoiding duplication of paperwork and issues with payment sources

e Overall program marketing and informing the community that the program is in
place

e Creating referral note pads that include an easy-to-use referral tear-off sheet

e Having healthcare providers that are starting to reach out and ask for support

for their patients.
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e Networking between organizations and initiatives to learn more about one
another’s work, how each is trying to improve population health, and how to
leverage resources to achieve the Triple AIM10

e UnityPoint Health including the WCHD as part of the ED utilization team.

One county reported they served 15 - 20 patients per month and expects this trend
will continue. About 60% of their referrals were from healthcare providers and the
remaining were from community partners, including dentists and pharmacists. One
patient who was referred by the local pharmacist stood out. This 29-year-old patient
has stage IV esophageal cancer and didn’t know where to turn. Through the CCCI, staff
were able to develop a relationship and trust with the patient, got a hospital bed into

the patient’s home and began securing in—-home hospice care.

Another stakeholder discussed declines in ED utilization and trends over time. For
example, in April 2012, average ED utilization was 10.16 patients per day with mental
health as their primary or secondary diagnosis. In August 2013, ED utilization was
8.533 patients per day and, in 2014, it was 7.33 per day. While the decline in

utilization is not fully attributable to the CCClI, it is one initiative that is playing a role.

Challenges and Opportunities to Sustain the CCC/

Project partners discussed an array of CCCI challenges, including those related to
project planning, development and implementation, as well as patient-related
challenges. Although the list of patient challenges varied across organizations, the
most frequently identified challenges were the need to address behavioral health
issues/access to services, access to oral health services because few providers take
new Medicaid patients, and transportation. Other challenges and/or recommendations

to support CCCl development included:

e Educating healthcare providers about the CCCl and the community services
available to support patients in meeting their health improvement goals
e Building relationships with healthcare providers, in particular those who are not

a part of UnityPoint Health, and keeping them engaged

10 Triple AIM was developed by the Institute for Health Improvement and includes improving
population health and patient experience of care and decreasing per capita costs.
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Tracking health outcomes and cost-savings-based data

Working in partnership to develop CCCI plans and next steps, the budget,
communications process, communication tools, forms, and resources
Creating patient resources that include patient-centered language

Keeping all of the key partners fully engaged at a time when they are pulled in
many directions and priorities compete

Time commitment needed to meet with healthcare providers and other
community organizations

Tracking hand-offs to assure patient needs are met

Closing the communication loop between the CCCl team, community partners,
and healthcare providers

Obtaining consents from patients to support data sharing between CCCI
partners

Identifying healthcare provider’s information needs to assure they are getting
patient information without being overwhelmed

Establishing a point person in each primary care clinic

Getting CHAMPS to a point where it is fully operational

Determining the program that each patient fits given all of the initiatives
underway in Webster County

Fostering networking between all stakeholders

Creating CCCI materials that are conducive to including a local identity
Sustaining the program

Supporting slower start-up in some of the CCCI service areas

Expanding the distribution of referral sheets to school nurses and counselors,
optometrists, pharmacists, and dentists

Establishing a follow-up process for healthcare providers and sending thank-
you notes after referrals

Creating shadowing opportunities between community organizations so they
have a better understanding of how care needs can be met

Building and achieving an interface between CHAMPS and Epic (electronic health
record system in use at UnityPoint Health)

Automating the referral process
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e Improving staff orientation so they are better educated on identifying patient
needs and translating that into care coordination

e Recognizing the time commitment and overall caseload given patients’ care
coordination needs

e Limiting services provided to patients due to limited staff resources

e Addressing the lack of inpatient psychiatric facilities available for patients with
urgent needs

e Engaging an independent facilitator to support collaborative planning and

program development

All community partners reported their organization supports the long-term
sustainability of the Webster County CCCI. In addition, all stakeholders believe the

collaborative will continue regardless of future funding.
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Findings

e Extensive effort went into CCCl development as many key components were not
in place at the beginning of the grant year. Resources were invested in:

o Developing tools for care coordination, along with the data systems to
track patient services across organizations. While much progress was
made and systems are operational, neither system is fully functioning
yet.

o Developing community relationships and partnerships. Progress was
made in this area with most community partners reporting improved
relations and coordination; however, there is room for improvement, in
terms of better engaging a broader group of stakeholders in not only
planning and decision-making but also in communications.

o Educating and engaging healthcare providers in the CCCI, the referral
process, and the CCCI’s role in supporting the Triple AIM. While some
healthcare providers are onboard, extensive work is needed. This is
likely the area that needs the greatest attention. In particular, there is a
need to work with healthcare providers on identifying their patient
information needs and how to close the loop on the care coordination
process.

o Making referrals and coordinating care for patients.

e A total of 2,340 unduplicated patients were served through the CCCls. Both
CCClIs served fewer patients than they had intended to serve; however, patient
needs exceeded CCCIl teams’ expectations, and CCCI planning and
development required more time and resources than originally planned.

o Webster County CCCI planned to serve 2,492 patient and served 1,995
(80%). There were an average of 1.17 encounters for patients served.

o Cerro Gordo County CCCI planned to serve 960 patients and served 345
(36% - if including patients “touched” and enrolled). There was an

average of 6.33 encounters for patients served.
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o Considering patient encounters, programs had a similar number of
patient encounters.

o Reasons for differences in number of patients served and number of
encounters is unclear; however, the CCCI’s target populations
(predominantly children versus predominantly adults) and tracking of
encounters could be key reasons why differences exist.

e Reports from project leadership indicate the CCCls have led to decreases in ED
utilization.

e Limited health outcomes data were reported by the Cerro Gordo County CCCI
but it was too early to make any conclusions. No health-outcomes-related data
were reported by the Webster County CCCI. This is an area that will need
significant attention if the CCCls are to going to be able to report any progress
towards the Triple AIM.

e The CCCI patients served have multiple chronic illnesses, averaging 4-5 chronic
conditions per patients surveyed and 2.5 risk factors across all patients served.
Thus, it is clear that the CCCls are targeting people who are potentially in need
of many services due to their complex health status.

e Patients are receiving referrals that seem to align well with each program’s
stated goals, and patients indicated they were more likely to have received the
needed services as a result of being referred by the care coordinator.

e Both programs received overwhelmingly positive feedback from patients
regarding their care coordinators. Yet, there were a few areas with room for
improvement, including:

> Encouraging patients to be more involved in making decisions about
their care

» Making sure that referral providers understand why particular patients
are coming to see them; communicating patient needs to providers more
effectively

» Making sure to follow-up with patients to see if they received their
needed services

e The individual care coordinators from each program had a positive impact on

the lives of the patients as noted in many of the patient comments at the end of

the interviews.
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e There was overwhelming support for maintaining and developing both CCCls.
Community partners believe the CCCls will be maintained without additional
funding; however, their pace and capacity for both development and meeting
patients’ needs would likely be restricted.

e More can be learned from healthcare providers, patients, community partners,
and CCCI leadership after the initiatives have had more time to operate and a
chance to operate with key programs in place, including patient care
coordination tracking systems and improved coordination with healthcare

providers.
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Appendix A: Evaluation Limitations

There are limitations to this work that should be considered when interpreting the

findings. Much of this pertains to the timeline and the small survey sample sizes.

Patient Experience - Limitations

The patient survey had an extremely small sample size of participants in each
program. While the sample provided by the Cerro Gordo program included most of the
patients enrolled in their program at the time of the survey, there were still only 52
total, which is too small to provide confidence that it was representative of the
population in the area. The Webster County sample was less than 10% of the adults
reported to be participating in their program at the time of the survey. Therefore, the
sample from their program was too small to provide confidence that it was

representative of the adult participants in their program.

Second, there was a fairly low response rate from each sample. Thus, it is uncertain if
the responses from those who could not reached by phone would be comparable to the
people were contacted. It may be likely that those patients who could not reached by
phone were harder to reach in general, which could affect how a care coordination
program could operate successfully. Based on demographic comparisons, the Cerro
Gordo County program respondents were similar to their non-respondents, but the
same was not true for the Webster County program respondents who were much older

than their overall adult program participants.

Finally, given the small numbers of program participants available for this assessment,
this study might have best been considered a pilot. That being said, information about
the overall patient experience is limited, and these results should only be considered a
snapshot of some patients’ experiences with two regional CCC programs that are just

beginning.
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Healthcare Provider and Community Partner Survey - Limitations

The number of participating healthcare providers and community partners included in
applicant proposals was greater than and did not coincide with the contact information
submitted for the evaluation. In addition, survey response rates were fairly low for both
surveys. Therefore, any healthcare provider and community partner survey findings
should be considered preliminary. It should be noted though that some of the findings
clearly reflected findings throughout the evaluation and should therefore be

considered valid areas for improvement.
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Appendix B: CCCI Enrollment and
Assessment Tools

Community Care Coordination Program Participant Screening Tool
Health Promotion Assessment Form
Webster County Health Department Intake Form

Webster County Health Department Community Referral Form
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Community Care Coordination Program
Participant Screening Tool

Referral From Date of Referral Screening Assessment Date

Personal Information

Enrollee First Name MI Last Name Date of Birth
Mailing Address County

Phone #1 Phone #2 E-mail

Preferred Method of Contact (circle one) : Ph#1 Ph #2 TextviaPh# E-mail Letter

Household Members (spouse and/or dependent children)

Name Relationship Birth Date
SPOUSE (if applicable)

Medical Information

Enrollee Medical Home: YES / NO (circle one) Dental Home: YES /NO /NA (circle one)
Provider Name Dental Pain Currently? YES / NO (circle one)
Clinic Name

Approximate date of last clinic visit Date of last Physical

Enrollee Health Insurance (circle)
e Medicaid
e Medicare/Medicaid If Medicare, Part D? YES /NO (circle)
o lowa Wellness Plan (19-64)
o lowa Marketplace Choice Plan (T19) ---- CoOpportunity or Coventry
° None

Insurance Carrier and Group Number

Veteran? YES/ NO (circle)

Barriers to Medical Care Diabetes or Heart Disease? (ircle)

Barriers to Medical Care (M| all that apply)
No Insurance

Underinsured

Unpaid Bill(s)

Transportation

Hours of Operation

Fear

Other (specify)

Version: 3.17.14





Medications (ENROLLEE ONLY)

Name Dose DX

Pharmacy Home: Able to make med co-pays? YES / NO /Sometimes (circle)

Able to pick up meds when needed? YES / NO /Sometimes (circle)

Do you ever run out of meds? YES / NO /Sometimes (circle) If yes, why? (Circle)
Financial Information (to help determine possible assistance resources)

Enrollee Employer , Hourly Wage $ per hour, Hours Per Week (current) hrs.
Spouse Employer , Hourly Wage $ per hour, Hours Per Week (current) hrs.
Financial Resources (circle all that apply): CASH / CHECKING / SAVINGS

Income Status (ﬂ all that apply)

INCOME Enrollec ¥ Spouse ¥ Enrollec ¥ Spouse ¥
Employment YES YES Disability/SSDI YES YES
Self Employed YES YES Retirement/Pension YES YES
IPERS YES YES FIP YES YES
Veteran/Military YES YES Rental Property YES YES
Child Support YES YES Investment Income YES YES
Social Security YES YES Other YES YES

Housing Information (circle one):

| OWN | RENT | HOMELESS | SHELTER | CAREFACILITY | TRANSITIONAL | FAMILY/FRIENDS |

Monthly Payment for Housing (amount) $ Receive HUD / Regional Housing assistance? YES/ NO
Behind in Housing Payment? YES / NO (circle)

Housing Support (circle one):

(circle)

| Section 8/Low Income/Sr & Dis | LIHEAP | SNAP | OTHER (Specify):

Version: 3.17.14





OTHER SERVICES: IF ASSISTANCE IS NEEDED — Complete for services needed

Service Type Service Provider Monthly Behind in Payments?
Charges

Electric $ YES NO
Gas $ YES NO
Phone/Internet $ YES NO
Water $ YES NO
Garbage $ YES NO
Child Care $ YES NO
Child Support $ YES NO
Other $ YES NO
Mental Health
Enrollee Receives Mental Health Services? NO / YES (circle) - Where?
AND /OR Mental Health Case Management?: NO / YES (circle) — Who?
Enrollee’s Areas of Need (circle all that apply)

e Help with Medical Insurance or Payment source e Employment

e Medication Assistance e Education issues

e  Parenting Skills e Maternal Child Health/Child Development Issues

e Counseling e Prenatal Education

e Dentist e  Childbirth Classes

e Food e Breastfeeding Assistance

e Utilities Assistance e  Child Health issues

e Child Care e Developmental Issues

e Veterans e Immunizations Needed

e Tobacco Cessation e Needs Provider

e  Substance Abuse e Mental Health

e Domestic Abuse e Legal Help

o Elderly Issues e  Transportation

e Housing

e Financial Assistance
Who is included in your personal support team? (circle all that apply)

Family Friends Church Other — who? : No one
Current Services
Organization/Agency Type of Service Contact Name Release Signed if Needed?

****x*x*Self-directed Patient Goals (try to find transportation for doctor/dental visits; try get help with rent; get healthcare
insurance; find affordable/reliable childcare; improve my diabetes, try to improve my health to go back to work; try to go back to school....)

1.

2.

Patient Engagement Score: 1-10 (subjective)

Example: 1 — Poorly Engaged (Not interested in program, not motivated to participate

5 — Moderately Engaged (Actively engaged, shows moderate interest in participating)

10 — Highly Engaged (Fully engaged and energetic about participating in program)
Version: 3.17.14





Webster County Health Department
Health Promotion Assessment Form

Phone 515.573.4107 Fax 515.955.1682

Client Name:

Assessment Date:

Address:

Phone: Date of Birth: Race:
Referral Source: Phone:
Representing:

CCT Survey Release Signed - O Yes d No

Areas of Need

U Behavioral Health U Child Care U Dentist

U Employment 4 Environmental Issues a Fall Risk

U Family Planning U Financial Assistance 4u Food

U Health Literacy U Help w/ Medical Insurance or Payment source
0 Home Care Aide d Homemaker O Housing

U Lack of Social Support U Language Barriers

4 Maternal Child Health/ Child Development Issues
O Parenting Skills O Skilled Nursing
U Tobacco U Transportation

U Other -Please Specify

U Pharmacy/ Medication Assistance
O Substance Abuse

 Utilities Assistance

Reason For Referral






Webster County Health Department
Health Promotion Assessment Form

Household Information

Name Relationship Race Date of Birth

Insurance Information/ Funding Source

Health Insurance: QO Medicare O Medicaid QO Private O None

Insurance Company & Billing Address:

ID#:

Funding Source :

Financial Information

Current/ Last Employment:

Income: (Monthly)
d Employment O Self Employment d Unemployment
O Disability O Child Support O Social Security

0 Spouse Salary

d Other

Medical Information

Medical Home: O Yes O No Provider Name:

Clinic Name:

Pharmacy:

Current Medications:






Webster County Health Department
Health Promotion Assessment Form

Medical Information Continued

Current Medical Conditions:

Diabetic O Yes O No Dental Provider O Yes O NoDate of Last Visit:

Barriers to Medical Care

0 No Insurance O Unpaid Bill U Transportation

d Underinsured d Other

Behavior Health

Current Mental Health Services 4 Past Mental Health Services Q1

Integrated Health Home (IHH) Q

Provider(s):

Mental Health Diagnosis:

Community Program Enrollment:

Waivers:

Substance Abuse: O Yes Q1 No

Drug(s) of Choice:

Referrals Made

Organization/Agency Type of Service Contact Name Release Signed






Webster County Health Department
Health Promotion Assessment Form

Notes/ Additional Information

Assessment Completed by:






Webster County Health Department

Intake Form
Phone 515.573.4107 Fax 515.955.1682
Client Name: Date:
Address:
Phone: Race: DOB:
SSN#: Funding Source:
Responsible Relative: Phone:
Household Information
Name Date of Birth/Age Race | Area of Concern/Need

Services Requested/ Areas of Need

U Skilled Nursing U Home Care Aide 0 Homemaker

U Behavioral Health 4 Child Care U Dentist

U Employment U Environmental Issues Q Fall Risk

4 Family Planning U Financial Assistance 4 Food

U Health Literacy U Help w/ Medical Insurance or Payment source

4 Housing U Lack of Social Support U Language Barriers

U Maternal Child Health/ Child Development Issues U Pharmacy/ Medication Assistance
U Parenting Skills U Substance Abuse 4 Tobacco

U Transportation Q Utilities Assistance

U Other -Please Specify






Reason For Referral / Outcome

Referred for Services

U Skilled Nursing O Home Care Aide U Homemaker U Maternal/Child Health Q1 Social Worker

Dr Ordering Care:

Has PT been seen by ordering Dr in last 90 days for reasons related to Home Care needs? Y / N

Will this DR see client after admission to Home Care? Y / N

Is PT aware of request? Y / N Discharged from skilled nursing in last 14 days? Y / N

Referral Source:

Representing:

Phone:






Webster County Health Department
723 1% Ave South Fort Dodge, 1A 50501

PHONE: 515-573-4107
Name:

FAX: 515-955-1682
Age:

Address:

Phone:

Referred by:

Adult Services

Child Services

O Adult Immunizations (Hep B, TdaP, Flu, TB, Hep A)

O Care for Yourself — program that assists with
mammograms & pap smears

O Chronic Disease Self Management Program
(6 week course learning how to manage chronic iliness)

Dental

O

Diabetic Formal Education

O

Environment Issues — Well & Septic, Mold, Lead, etc

O

Fall Risk assessment

Family Planning

Health Promotion Visit — 1-2 visits (Welfare Check)

O

Homecare — Skilled Nursing, Home care Aide for
personal care/ homemaker services

Insurance Assistance

Medication Assistance

Medication Management/Education
Mental/Behavioral Health services
Nutrition support

Substance Abuse

Tobacco Cessation

Translation Services — free service for Hispanic families

O 0O o0 o oo o oo™

Transportation

|

|

o o 0O

|

Ages & Stages Developmental Screening (ages 0-5)

Breastfeeding Education

Child Health Home Visit (0-21 yrs)

Childhood Immunizations
Dental
Dietician

Family Foundations

(home visiting support program — ages pre-natal to 5)

|

|

o oo oo o o

Homecare Skilled Nursing (requires order)
Insurance Assistance

Lead/Hemoglobin testing

Medication Management/Education
Mental/Behavioral Health services

Prescription for Kids

Translation Services — free service for Hispanic families
Transportation

Vision/Hearing Screening

WIC/Maternal Health Program (pre-natal woman and
children 0-5 yrs)

Social Determinates (We can help clients access resources in the following areas)

O Child Care O Clothing O Food O Housing

O Lack of Social Support O Utility Assistance






Briefly describe your concerns (optional):






Appendix C: Patient Survey and
Steering Committee Interview
Questions

It is our understanding that you have interacted with the {nurse from Your
Community Care Team in Webster County} or {your Community Care
Coordinator in Cerro Gordo County}.

Is this correct?

1] Yes

2 ]No — If No, please stop here.

We would like to ask you about your experiences with {the nurse from Your
Community Care Team} or {your Community Care Coordinator}.

1. How did you first get referred to the {Community Care Team or Webster
County Health Department} or {your Community Care Coordinator}?

[ ] Someone from my doctor’s office told me about them

2[ ] From a family member, neighbor, pastor, or other close friend
3] From my local public health department

4[] From my local hospital or emergency department

5] From my counselor/Community Mental Health Center

(] From Planned Parenthood or Women’s Health Center

¢ ] Other

2. How did you first have contact with the {nurse from Your Community Care
Team in Webster County} or {your Community Care Coordinator in Cerro
Gordo County}?

1] In person (at my doctor’s office)
2[ ] By phone (I called them)

3[_] By phone (They called me)

4] By letter

5] Other
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3. After you were referred to the {Community Care Team or Webster County
Health Department} or {your Community Care Coordinator} in the way you
describe in Q.1, how long did it take for you to be in contact with the {nurse
from Your Community Care Team in Webster County} or {your Community
Care Coordinator in Cerro Gordo County} in the way you mention in Q. 2?

1] within 1 week
[ ]1-2 weeks
3] > 2 weeks

The following is a list of potential health care or community-based services or
treatments the {Community Care Team or Webster County Health Department} or
{your Community Care Coordinator} may have tried to help you receive.

4. Which of the following services did your {Community Care Team or Webster
County Health Department} or {your Community Care Coordinator} refer you
to receive? (Check all that apply)

%[ ] | did not need help receiving any additional services. --- Skip to Q17.
01 ] A primary care provider appointment

92[ ] A specialist provider appointment (A specialist is a doctor who specializes in
one area of health care such as a surgeon, eye doctor, heart doctor, etc.)

93 ] Help managing my medications

04[] Help managing my chronic health conditions (e.g., diabetes, high blood
pressure)

5[ ] Behavioral or mental health services/counseling

%[ ] Dental services

o7[ ] Help quitting smoking

%8[ ] Weight loss or weight management counseling

99[ ] Nutrition counseling

10 ] In-home health care services (such as nurse visits)

1] In-home help with housekeeping or personal care needs

12[ ] Help getting health insurance

13[ ] Help getting new medications

147 1 Help getting medical supplies (such as oxygen, wheelchair, etc.)

15[ ] Help getting shelter, food, clothing, or utilities (e.g., electricity, gas, water)

18] Help getting childcare

7] Legal help

18] ] Help finding transportation

x[_] Other:
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5. After the first contact with your {Community Care Team or Webster County
Health Department} or {your Community Care Coordinator}, were you referred
for all of the services that you thought you needed?

1] Yes
2 1No — If No, why not?

The following questions are about your experiences with your {Community Care
Team or Webster County Health Department} or {your Community Care
Coordinator} as you decided on your needs.

6. How much did your {Community Care Team or Webster County Health
Department} or {your Community Care Coordinator} involve you in deciding
which services you might need referrals for?

1] Not at all
[ ] Some
3 ]Alot

7. How much did you and your {Community Care Team or Webster County
Health Department} or {your Community Care Coordinator} agree about your
referral needs?

1] Not at all
[ ] Some
3 ]Alot

8. How important is it to you to be involved in decisions that your {Community
Care Team or Webster County Health Department} or {your Community Care
Coordinator} makes about your referrals?

1] Not at all important
2[ ] Somewhat important
3] Very important
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The following questions are about your experiences getting the referrals made by
your {Community Care Team or Webster County Health Department} or {your
Community Care Coordinator}.

9.

10.

11.

12.

13.

How much did your {Community Care Team or Webster County Health
Department} or {your Community Care Coordinator} help you to make the first
contact with the services you were referred to?

] Not at all
2] Some
3] Alot

How much did your {Community Care Team or Webster County Health
Department} or {your Community Care Coordinator} communicate with you
about where and when you were to receive the services they referred you to?

] Not at all
[ ] Some
3 ]Alot

After you were referred, were the services easy to get?

1] Yes
2 ] No — If not, why not

After you were referred, how long did it take for you to get the services you
needed?

] within 1 week
2[ ] 1-2 weeks
3] > 2 weeks

4] 1 have not yet gotten the services — Why not? (Explain below and then skip
to #14)

When you went for the services that you were referred, how much did the
service provider seem to know about why you were there and what you
needed?

1["] Nothing at all
2] Some
3] Alot
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14. Did your {Community Care Team or Webster County Health Department} or
{your Community Care Coordinator} follow up with you to see if you received
the services you needed from the referral(s)?

1] Yes
2] No

15. How much more likely were you to have received the services to which you
were referred because you worked with the {Community Care Team or
Webster County Health Department} or {your Community Care Coordinator}?

1] Much more likely
2[ ] Somewhat more likely
3] I would have received the services even without the help of the CCT.

16. Overall, how satisfied are you with the communication that occurred between
yourself, your {Community Care Team or Webster County Health Department}
or {your Community Care Coordinator}, and the service providers you were
referred to?

1["] Very dissatisfied

2[ ] Somewhat dissatisfied
3[ ] Somewnhat satisfied
4] Very satisfied

About You and Your Health

17. In general, how would you rate your overall physical health?

1] Excellent
2[ ] Very good
3[ ] Good

4] Fair

5] Poor

18. In general, how would you rate your overall mental or emotional health?

1] Excellent
2[ ] Very good
3[ ] Good
4] Fair
5[] Poor
The following is a list of health problems that can last a long time.
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19.

20.

21.

Do you now have any physical health conditions that have lasted or are
expected to last for at least 3 months? (Check all that apply)

1] ] Allergies or sinus problems

02[ ] Arthritis, rheumatism, bone or joint problems

03[ ] Asthma, bronchitis, emphysema, COPD, or other lung problems
04 ] Back or neck problems

5] Bronchitis, emphysema, COPD, or other lung problems

6] ] Cancer, other than skin cancer

7] Dental, tooth, or mouth problems

%8[ ] Diabetes (high blood sugar)

99 ] Migraine headaches

10 ] Weight problem

13[ ] Hearing, speech, or language problems

147 ] Heart problems such as congestive heart failure or heart attack
15[ ] High blood pressure

16] | Depression

17[_] Any other chronic physical or mental health condition:

What is your age?

1] 18t0 24
2] 25t0 34
3] 35t0 44
4] 45to 54
5] 55to0 64
6] 65t0 74
] 75 or older

Are you male or female?

1] Male
2] Female
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22. What is the highest grade or level of school that you have completed?

1["] 8th grade or less

2[ ] Some high school, but did not graduate
3[_] High school graduate or GED

4] Some college or 2-year degree

5[_] 4-year college graduate

6[_] More than 4-year college degree

23. Are you of Hispanic or Latino origin or descent?

1] Yes, Hispanic or Latino
2[ "] No, not Hispanic or Latino

24. What is your race? (Choose all that apply)

1] White

2[ ] Black or African American

3] Asian

4[] Native Hawaiian or Other Pacific Islander

5[] American Indian or Alaska Native
¢[ ] Other

25. What county in lowa do you live in?
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CCCT Initiative Project Steering Community Interview Questions

Stakeholder Name:
Organization:

Title:

1)

2)

9)

Provide an overview of your roles and responsibilities within the organization
that you serve.

Are you familiar with and have you been engaged in the CCCT Initiative?
Describe.

When did you first learn about the initiative and how did you get involved?
Were you involved in the initiative’s planning process? Explain.

What is your organization’s role in the initiative?

Have you been involved in the initiative implementation (e.g., identifying those
in need, referrals, service delivery, follow-up)? Describe.

If you are involved in the referral of patients for services through the CCCT
Initiative, describe that process: how is a potential person identified for the
initiative? How does the referral process work, is there any follow-up related to
those being referred? Describe.

a. Is this referral process efficient and effective towards meeting patient
needs? Explain.

b. How many referrals has your organization made as part of the initiative?
*What changes would you recommend to improve the referral and/or care
process?

Describe the way initiative staff communicate with your organization about
initiative related activities: how does that happen, when does that happen, how
often, and by whom? Are you satisfied with this level and type of
communications in order to fulfill your organization’s role in this initiative?

a. What changes (if any) would you recommend to improve
communications?

Have you identified any outcomes (positive or negative) affecting your
organization because of its involvement with this initiative? Describe.

10)Have you identified any outcomes (positive or negative) affecting patients or the

population your organization serves because of your organization’s involvement
with this initiative? Describe?
a. Provide any specific examples if possible.

11)Have you been able to identify any health care cost savings because of this

initiative, either to the patient or to the health care system as a whole?
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12)This initiative set out to serve:

a. Webster - two high risk populations: medically complex persons/those
with multi-occurring behavioral health conditions and children. The
initiative indicated it would serve approximately 2,500 people over the
grant period, were you aware of this and is it feasible? Why or why not?

b. Mercy - those with diabetes and heart failure, patients without health
insurance, and those without an identified primary care provider.

Has the initiative been meeting this objective?

13)This project also set out to: Develop and implement a regionally based network
that uses an integrated approach to health care delivery through community
care coordination. This includes supporting primary care providers in improving
health outcomes by linking patients to community resources necessary to
empower patients in addressing biomedical and social determinants of health. Is
this initiative accomplishing this goal? Explain.

a. Do you think the project has successfully and meaningfully identified the
needs of primary care practices and their patients?

b. Do you feel the CCCT resource has become an integral and integrated
part of the health care delivery system in your community?

c. Do you believe that communications between the CCCT, primary care
practices, and other community partners is occurring in a bi-directional
manner?

d. Do you have any recommendations on how this can/should change to
improve communications between health care providers, CCCT
members/partners?

14)Do you have any concerns about this initiative and the work being done?
Explain?

15)Do you have any other recommendations for this initiative so it can meet or
exceed its stated goals?

16)What has been the greatest accomplishment of this initiative?

17)What has been the greatest challenge?

18)If no additional funding is available to support future initiative activities, do you
think it will be sustained? Explain.

19)Other items to share?

Questions or additional comments can be directed to Rochelle Spinarski via email or
telephone at any time.

Thank you.
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Abstract

Objectives: The Iowa Department of Public Health I-Smile program provides dental
screening and care coordination to over 23,000 low-income and Medicaid-enrolled
children per year. The purposes of this study were to evaluate I-Smile program effec-
tiveness to ensure that Medicaid-enrolled children obtained dental treatment after
having been screened and to determine the factors associated with failure to receive
dental care after screening through the I-Smile program.

Methods: Based on I-Smile program priorities, we limited our sample to children
younger than 12 years of age who screened positive for decay and who linked to a
paid Medicaid claim for dental treatment (n = 1,816). We conducted bivariate analy-
ses to examine associations between children’s characteristics who screened positive
for decay and received treatment within 6 months of their initial screening. We also
performed multivariate logistic regression to assess the association of sociodemo-
graphic characteristics with receipt of treatment among children who screened posi-
tive for decay.

Results: Eleven percent of children screened positive for decay. Nearly 24 percent of
children with decay received treatment based on a Medicaid-paid claim. Being 5
years or older [adjusted odds ratio (aOR): 1.48, confidence interval (CI): 1.17, 1.88]
and not having a dental home (aOR: 1.90, CI: 1.41, 2.58) were associated with higher
odds of not receiving dental treatment.

Conclusions: Children 5 years and older and without a dental home were less likely
to obtain dental treatment. Opportunities exist for the I-Smile program to increase
the numbers of at-risk children with dental homes and who obtain dental care after
screening.
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Decay treatment in Medicaid children

Introduction

Approximately 42 percent of children aged 2 to 11 years have
had tooth decay in their primary teeth; 21 percent of children
aged 6 to 11 have had tooth decay in their permanent teeth
(1). Children from low-income families have a higher risk for
decay compared with children from high-income families
(2). Although over two-thirds of low-income children receive
public assistance for dental care, such as Medicaid or the State
Children’s Health Insurance Program (3), disparities exist
between decay experience in Medicaid-enrolled children and
children covered through other forms of insurance (4,5).

Sociodemographic characteristics may explain decay dis-
parity among children. African-American children (6,7) and
children of Hispanic ethnicity (6,8) have significantly more
barriers to obtaining dental care than children of other races
and ethnicities. A child’s sex, age, parents’ educational attain-
ment, and household income also have been associated with
the frequency of child’s dental care (6,7,9). Children living in
rural communities also are less likely to receive dental visits,
fluoride applications, have a dental home (10), and com-
monly experience dental caries (11).

The American Dental Association recommends children
begin dental exams by 12 months while the American
Academy of Pediatric Dentistry (AAPD) suggests that chil-
dren have an established dental home before 12 months to
assure good oral health and prevent dental disease (12,13). In
December 2006, the Iowa Department of Public Health
(IDPH) instituted the I-Smile program to ensure that
Medicaid-enrolled children in Iowa have a dental home and
that they obtain appropriate dental care. For this program,
dental screenings are performed by dental hygienists and
nurses at public health settings, such as Women, Infant and
Children (WIC) clinics, using the Association of State and
Territorial Dental Directors Basic Screening Survey recom-
mendations. The I-Smile program strives to ensure that all
children receive follow-up care (exams and treatment) after
screening that meets or surpasses the 58 percent of privately
insured children (aged 0-20 years) receiving dental services
(14).

IDPH funds local public health and private nonprofit
agencies through the Title V Maternal and Child Health
(MCH) Program to develop community-based systems of
preventive health care for uninsured, underinsured, and
Medicaid-enrolled low-income pregnant women, children
under 22 years of age, and their families. The I-Smile
program, a component of Iowa’s Title V MCH Program, pro-
vides dental screenings, dental care referrals, and care coordi-
nation to Medicaid-enrolled children.

The Iowa Department of Human Services oversees the
Iowa Medicaid program. The Medicaid program reimburses
Title V. MCH agencies for services such as care coordination
to link children with dentists and to ensure children obtain
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appropriate dental care for gap-filling preventive services
such as dental screenings and fluoride varnish applications.
The purposes of this study were to evaluate I-Smile program
effectiveness to ensure that after having been screened,
Medicaid-enrolled children obtained dental care at the same
or better rate than privately insured children, and to deter-
mine the factors associated with failure to receive dental care
after screening through the I-Smile program.

Methods
Data sources

Child and Adolescent Reporting System

The IDPH uses the Child and Adolescent Reporting System
(CAReS) to track services provided by local Title V. MCH
agencies. We selected CAReS data for the time period of
January to April 2010. Because the I-Smile program focuses
on children younger than 12 years, we limited our data to
Medicaid-enrolled children younger than age 12 years (15).
Approximately 67 percent of the children seen at Title V agen-
cies are enrolled in Medicaid. CAReS data included the child’s
name, race, ethnicity, language spoken at home, sex, date of
birth, county of residence, dental screening results (positive
or negative for decay), dental screening date, medical home
(yes/no), dental home (yes/no), parents’ educational levels,
and child’s Medicaid identification number. Per the I-Smile
protocol, decay is identified as having a visible cavity or hole
in the tooth, brownish color on the wall of the cavity, or a
retained root.

In CAReS, the term medical home means that the child has
ausual source of medical care. This care is available 24 hours a
day, 7 days a week, and the source of care maintains the child’s
medical record. CAReS defines dental home as the child
having a usual source of dental care (the Title V MCH agency
may be considered by the parent as the child’s usual source of
dental care); the source of care maintains the child’s dental
record, and the child has seen the dentist within the past 12
months.

Medicaid-paid claims

We used paid claims for children who received services
between January and October 2010 and with any D2140-
2999, D3220-3999, and D7111-7998 dental procedure codes.
D2140-2999 codes are procedures that are likely to be per-
formed to treat decay. These procedures are amalgam restora-
tions, filled or unfilled resin restorations, crowns, recement
inlay, recement crowns, prefabricated stainless steel crown
in primary and permanent teeth, and prefabricated resin.
D3220-3999 codes include pulpotomy and root canal
procedures. D7111-7998 codes are oral surgery procedures.
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Children who received only D7111-7998 codes were elimi-
nated from the dataset as many extractions may not have been
associated with a cavity versus those conducted for other
reasons unrelated to our study. We assumed that children
receiving D2140-D2999 and D3220-D3999 codes were
treated for decay.

Linkage procedure and study sample

The study sample was derived from the linked file of CAReS
data and Medicaid claims data. The initial CAReS dataset
included information on 23,949 children who received dental
screenings (Figure 1). After de-duplication of the CAReS

CAReS program records
n=23,949

v

CAReS screening records
n=16,109

Decay treatment in Medicaid children

dataset, 16,109 children remained in the dataset. The initial
Medicaid claims dataset contained 153,008 claims. After
de-duplication of the Medicaid claims, 26,378 children
remained. We used child’s last name, first name, and Medic-
aid identification number to link the dataset. We used
LinkPro and manual review for data linkage. A child was cat-
egorized as having received care if the child’s CAReS record
linked to a Medicaid-paid claim. We linked 1,369 CAReS
records to a Medicaid-paid claim. Of linked records, 935 had a
Medicaid-paid claim within 6 months of the screening date.
The study sample was then limited to a de-identified dataset
of 1,816 children who had screened positive for dental decay;
of these, 428 linked to a Medicaid claim and 1,388 did not link

Medicaid paid claims
n=153,008

'

Medicaid paid claims —
de-duplicated n = 26,378

Linkage variables

1. Child’s last name
2. Child’s first name
3. Medicaid ID number

.
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Decay Treatment in Medicaid Children

Figure 1 Children less than 12 years of age screened for dental decay, January to April 2010, lowa. CAReS, Child and Adolescent Reporting System.
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to a Medicaid-paid claim. This study was reviewed and
approved by the Emory University Institutional Review
Board and deemed to be exempt.

Measures

Treatment was defined as having had a Medicaid-paid claim
(any D2000 code or D3000 code) within 6 months of the
child’s first screening date. The 6-month interval was based
on the caries management by risk assessment (CAMBRA)
guidelines (16) and an I-Smile risk assessment developed in
2006, adapted from recommendations by the AAPD (17).
Using the I-Smile risk assessment guidelines for Title V MCH
programs, children screened within I-Smile who are deter-
mined to be at moderate risk of tooth decay are recom-
mended to see a dentist within 3-6 months of the screening.
The CAMBRA guidelines also indicate the need for a re-care
exam within 3-6 months for moderate risk children. Children
who had a Medicaid claim after the 6-month interval were
not recorded for having dental treatment and therefore were
not included in this study.

All continuous variables were re-coded as categorical vari-
ables. The final set of independent variables used in analysis
were public health region of the state (central, north, north-
west, southwest, southeast, east central, and out-of-state/
unknown), level of rurality based on the suggested
categorizations by Health Resources and Services Adminis-
tration (metropolitan standard area excluding central city,
central city, rural adjacent to urban, and rural not adjacent to
urban) (18), child’s race/ethnicity (white non-Hispanic,
black non-Hispanic, other non-Hispanic, Hispanic all races,
and unknown), language spoken at home (English, Spanish,
other, and unknown), medical home (yes/no), dental home
(yes/no), child’s sex, and child’s age (younger than 5 years and
5 years or older). In our interpretation of the age variable, we
considered age 5 years and older to be school-aged. Our
dichotomous dependent variable was receipt of dental care
(yes/no) within 6 months of a positive screen for dental
decay.

We excluded variables with less than 80 percent complete
information; specifically, parents’ educational level (72.9
percent had complete information) and whether the child
had a developmental delay (72 percent had complete infor-
mation). Child’s race (84.1 percent complete information)
and language spoken at home (93.2 percent complete infor-
mation) each had sufficient data to complete descriptive sta-
tistics and the bivariate analysis, but we excluded these
variables from regression analysis, because including them
resulted in disproportionate exclusion of minority groups
and children who did not speak English, as CAReS program
administrators voiced concern that the lack of data recorded
most likely reflected data recorders’ anxiety to ask minority
children about their race/ethnicity.
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We used SAS 9.3 (SAS Institute Inc., Cary, NC, USA) to
conduct the data analysis. We performed descriptive statistics
and chi-square tests for association. We performed logistic
regression for the outcome variable of not receiving treat-
ment, and we included all significant variables (P < 0.05) in
the chi-squared analyses (excluding race/ethnicity and lan-
guage) into our model.

Results

Overall, 1,816 of the children (11.3 percent) screened positive
for decay (Figure 1); 24 percent of children who screened
positive for decay received treatment. In descriptive analysis
(Table 1), nearly 67 percent of the children were white non-
Hispanic, 92 percent had a medical home, and nearly 70
percent had a dental home. Slightly more children screened

Table 1 Characteristics of Medicaid-Enrolled Children Who Screened
Positive for Decay at Their Initial Screening, lowa 2010

Total study population n=12_816
Variable Number Percent
Age
Younger than 5 years 1,031 56.8
5 years and older 785 43.2
Race/ethnicity
Non-Hispanic white 1,211 66.7
Non-Hispanic black 143 7.9
Non-Hispanic other races 39 2.2
Hispanic — all races 132 7.3
Unknown 291 16.0
Sex
Male 957 52.7
Female 845 46.5
Unknown 14 0.8
Language spoken at home
English 1,461 80.5
Spanish 184 10.1
Other 38 2.1
Unknown 133 7.3
Rurality of residence
Central city 571 31.4
MSA, excluding central city 246 13.6
Rural adjacent to urban 441 243
Rural NOT adjacent to urban 529 29.1
Unknown 29 1.6
Medical home
Yes 1,674 92.2
No 74 4.1
Unknown 68 3.7
Dental home
Yes 1,258 69.3
No 417 23.0
Unknown 141 7.8

MSA, metropolitan standard area.
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positive for decay were younger than age 5 years (56.8
percent) compared with children 5 years and older.

Results of the bivariate analyses are depicted in Table 2.
With the exception of child’s sex, all variables have a highly
significant association (P < 0.02) with receipt of treatment.
Dental home was significantly associated with receiving treat-
ment. Lack of medical home was significantly associated with
lack of dental treatment (P =0.01).

In the full multivariate model, two variables (dental home
and age) were significantly associated with children’s failure
to receive treatment (Table 3). Those children who did not
have a dental home were significantly less likely to receive
treatment than those with a dental home [adjusted odds ratio
(aOR) 1.90, 95 percent confidence interval (CI) 1.41,2.58].In
addition, among those with decay, children who were at least

Table 2 Bivariate Associations between Medicaid-Qualified Children’s
Characteristics Who Screened Positive for Decay and Received Treatment
within 6 Months of Their Initial Screening, lowa 2010

Total study population n=12_816
Percent
Variable Number treated Pvalue
Age <0.0001
Younger than 5 years 1,031 27.0
5 years and older 785 19.1
Race/ethnicity <0.0001
Non-Hispanic white 1,211 24.2
Non-Hispanic black 143 33.6
Non-Hispanic other races 39 25.6
Hispanic — all races 132 27.3
Unknown 291 14.1
Sex 0.05
Male 957 22.6
Female 845 25.1
Unknown 14 0
Language spoken at home 0.0006
English 1,461 23.8
Spanish 184 29.9
Other 38 29.0
Unknown 133 10.5
Rurality of residence 0.01
Central city 571 26.6
MSA, excluding central city 246 28.9
Rural adjacent to urban 441 204
Rural NOT adjacent to urban 529 21.2
Unknown 29 10.3
Medical home 0.01
Yes 1,674 24.3
No 74 20.3
Unknown 68 6.8
Dental home <0.0001
Yes 1,258 26.7
No 417 15.4
Unknown 141 20.6

MSA, metropolitan standard area.
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Table 3 Adjusted Odds Ratios (@aORs) for Not Receiving Treatment with 6
Months of Screening among Medicaid-Qualified Children Who Screened
Positive for Decay, lowa 2010

Confidence

Variable OR interval
Age

Younger than 5 years REF

5 years and older 1.48 1.17-1.88
Rurality of residence

Central city REF

MSA, excluding central city 0.84 0.55-1.29

Rural adjacent to urban 1.24 0.83-1.88

Rural NOT adjacent to urban 1.27 0.89-1.80
Medical home

Yes REF

No 0.98 0.54-1.79

Unknown 2.87 1.21-6.84
Dental home

Yes REF

No 1.90 1.41-2.58

Unknown 1.27 0.80-2.01

Cl, confidence interval, MSA, metropolitan standard area; OR, odds ratio.

aged 5 years were less likely than children aged 4 years and
younger to receive treatment (aOR 1.48, CI 1.17, 1.88).

Discussion

A critical component to measure the success of [-Smile is the
ability of the program to link children to dental care.
Although the I-Smile program uses care coordination, educa-
tion, and preventive services to link children with dental
homes, almost a quarter of children in this study did not have
adental home. I-Smile reports show that many more children
are receiving care since the program began, but this evalua-
tion demonstrates that barriers still exist to receiving dental
care for some families (19). This evaluation further supports
that a dental home is important in linking children to dental
treatment and the program should continue its efforts to
expand dental homes to all enrolled.

In contrast to other researchers (20), we found that older
children were more likely not to receive care for caries, com-
pared with children younger than 5 years. This could reflect
the fact that younger children are usually screened with their
parent/guardian present, allowing the screener to put empha-
sis on the importance of completing the needed referral.
Additionally, children aged 3-6 years are required by Iowa law
to be screened (21), although there is no requirement for the
child to be treated. Prior research has indicated that children
enrolled in Head Start are more likely to visit dentists for both
preventive visits and treatment (22), which could explain how
the influence of another program has helped to improve oral
health for children younger than 5 years.
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This study had at least four limitations.
+ First, the initial data collection had discrepancies and data
linking could have introduced additional flaws. Data col-
lected in CAReS occasionally differed from data collected in
Medicaid claims. These included name misspellings, incor-
rect numbers for Medicaid identification, and missing
sociodemographic characteristics. During the matching
process, data were subjected to one match with data blocked
(alinkage strategy to partition records by selected variables to
reduce number of comparisons needed by comparing only
record pairs where links are likely to be found) on birthdate
and might have received additional matches if run several
times using other blocking variables (23). The matches used
were obtained from the matching combination that pro-
duced the highest number of matches. We did not submit
data through multiple matches using different blocking vari-
ables because the blocking variable used (birthdate) had no
missing data. The last name variable also did not have missing
data, but last names could have been spelled incorrectly or a
child may have multiple last names. Blocking only by birth-
date was the most credible when matching the data.
+ Children identified in the screening data may have received
treatment without using Medicaid for payment. Dentists
could have provided care at no charge, which would cause
these treatment records to be unrecorded in the state’s Med-
icaid claims. Other children may have become ineligible for
Medicaid payment during the 6 months after the initial
screen.
* We could not analyze parents’/guardians’ education and
whether the child had a developmental delay and excluded
race/ethnicity and language from regression analysis because
the data were incompletely recorded. Variables such as race
and ethnicity had previously been shown to be negatively
associated with dental care receipt. Had we been able to
include race and ethnicity, we may have found a stronger rela-
tionship between the risk factors and outcome.
+ Finally, the Medicaid-paid dental claims may not represent
treatment as a result of decay. Because dentistry does not use
diagnosis coding, this study inferred that claims for proce-
dure codes D2140-2999 and D3220-3999 were due to pres-
ence of decay, yet this cannot be fully determined through the
study parameters. The study also infers that the screening ini-
tiated a treatment visit. This could be coincidental and not
associated with screening. In addition, because dentists have a
full year following date of service to submit a claim, some
claims may not have been filed by the time the data matches
were done. There were 4 months remaining until the 1-year
mark (October 2010) when we requested Medicaid-paid
claims in June 2011. When requesting data, we used the
assumption that most Medicaid claims were already submit-
ted for that year, as that is the established policy followed for
using Medicaid claims data when linked to the birth certifi-
cate in Jowa.
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About 76 percent of children screening positive for decay
did not have a Medicaid claim for receiving dental treatment.
Additionally, although not having a dental home was signifi-
cantly associated with not receiving treatment, 73.3 percent
of children who screened positive for caries and who had a
dental home were not treated. Understanding whether chil-
dren received care paid through some other method (private
insurance, self-pay, etc.) or if a dentist determined the need to
not provide treatment immediately (diagnosing incipient
decay and preferring to check again at a later date) would help
to better clarify how many children needed treatment but did
not receive it. Identifying why dental treatment was (dentist
agrees with the determination of decay from screening or
dentist accepts Medicaid, for example) or was not provided
(unwillingness to accept Medicaid or to provide care for
young children, for example) will be beneficial for quality
improvement and prioritizing resources within future pro-
gramming (24,25).

To uncover the barriers to receiving treatment, a longer
study period can help to discover if findings from this study
are unique to the study period. Including the severity of
cavities and their relationship with receiving treatment
would strengthen future studies. The dominant finding in
the bivariate analysis is that no subgroup achieves I-Smile’s
objective of receiving documented treatment in the same
proportion (58 percent) as the private sector (14). Bivariate
results could be because the 58 percent includes all docu-
mented dental services for children and young adults aged
0-20 years, rather than just the proportion of those 0-20
who received treatment. To determine whether race and
ethnicity play any role in receipt of dental care, Title V child
health staff should consistently collect these data. Continu-
ing dental screenings as part of the I-Smile program and
care coordination to ensure restorative treatment sought
upon screening positive for decay will benefit Iowa children.
Because older children who are screened may be less likely
to receive their follow-up care, enhanced care coordination
services may be important. The findings of the study will
further assist IDPH and dentists in better understanding the
importance of having a dental home in order to receive
treatment for decay.
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ACO Adoption in Iowa
	


In 2012, Medicare and Wellmark changed how they purchase health care and started ACO contracts  


Today in Iowa: 


12% of Medicare in an ACO


37% of Wellmark in an ACO


Eight major health systems have ACO contracts covering an estimated 18% of the total population
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There has been significant activity in Iowa
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Medicaid Health Homes


Option under 2703 of the Affordable Care Act


Allows payment for Health Home teams to perform care coordination, peer support, health coaching


Provides 90% federal match for 8 quarters





Iowa has two approved programs:


2012: Chronic disease (primary care model)


2013: Integrated Health Homes for adults with Chronic Mental Illness and children with Serious Emotional Disturbance
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Population in Health Home 
September 2014


HH(Primary Care/Chronics)


6,123 members


66% have 4 or more chronic conditions


22% (1350) under age 19








IHH (SMI population)


30,133 members


48% are in the outreach and engagement rate


23% are under age 19


490 are previous Children’s Mental Health Waiver members





Bussell
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Iowa has taken two different approaches to enroll members in these programs.  Opt-in for the HH and Opt-out for the IHH.  Those differences are reflected in the numbers and is one of the reasons we have established an outreach and engagement rate in the IHH program.  The IHH has 3 months where they get paid a lower rate to engage the members in HH services.  
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Providers in IHH Program


Magellan manages the network of IHH providers  


Consists mostly with facilities that have previously established care with SMI Adults or SED kids


CHSCs, PMICs, MHCs  and CMHCs


http://www.magellanofiowa.com/for-providers-ia/integrated-health-home.aspx
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Child Health Specialty Clinics in Dubuque, Clinton/Johnson,  Four Oaks, Orchard Place Tanager,  YESS, YSS, etc…





Psychiatric Mental Institution for Children – PMIC
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Iowa’s SIM Initiative


Bussell
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Model Testing Proposals


Awardees must apply policy and regulatory levers to address three focus areas:


Transform health care delivery systems 


Improve population health


Decrease per capita total health care spending  
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			Anticipated award announcement in Nov/Dec 2014












Iowa has requested 43.1 million over 4 years (2015 – 2018) to improve these three focus areas
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State Healthcare Innovation Plan (SHIP)



Key Concepts Learned from SIM Design:


Align w/other payers in reimbursement, quality measurement, and reporting  


Increased transparency/data sharing 


Develop a care coordination approach and contract requirements for Medicaid ACOs


Clearly defined accountability at the community level


Provider relationships with other systems important (LTC, BH, Public Health, etc.)


Member engagement/promote healthy behaviors
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This is what we heard from Iowan’s interested in a delivery system reform.
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Transform Health Care Delivery


Bussell
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There is a lot of programing involved in the Iowa’s full SIM proposal.  For this presentation, I’ll focus on the boxes highlighted in yellow and what we doing to implement an ACO program that is aligned with other payers in quality measurement and payment reform: 





IME will implement a Full Medicaid ACO program .


Expand the PCCM model so that all of Medicaid has a dedicated primary care doctor (like TANF and wellness/expansion population does now)


Use risk based contracting (Shared Savings and Loss) to incentive provider groups.


Balance the accountability without doing harm to vulnerable populations (LTC/BH)


Continue to build value in primary care by focuses care coordination payments for individuals with chronic conditions.


2. IME has committed to work in collaboration with Wellmark and other payers to align payment and measurements and reporting


IME is developing ways to support the delivery system transformation by


Support the development of community care teams that refer indiviuals and families to social services in a manner that integrated with physical health care.


Support the flow of data to inform providers and improve coordination throught alerting system for ADTs


Teach the communities best practices.
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Expand ACO Model to Full Medicaid








Expand PCP Assignment








Align with Other Payers








Use VIS








Support ACO Delivery System








Develop Community Care Teams








Develop Admission Discharge Transfer (ADT) system (HIT/IHIN)








Care Coordination payments for chronics (aligned with HH)








Include Medicaid HMO/CHIP Plans








Technical Assistance approach with IDPH








Shared Savings with Risk








Incrementally add LTC/BH  Services








Develop VIS Star Rating


















































Improve Population Health


Bussell
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This is in large part the responsibility of IDPH.  We are partnering with them to implement the Population Health Improvement Plan for SIM.  There are direct correlations between improved population health and the effective ACO delivery systems.  Helping one, helps the other.
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Improve Population Health/ Healthiest State Initiatives








Use HRA  to measure Patient activation








Utilize Public Partnerships for education & outreach








Collect Social Determinants of Health








Impact Individual patient care








Measure Member Experience








Tobacco Use








Diabetes








Obesity/Childhood Obesity








Hospital Acquired Infections








Engage Patients/Improve Health Literacy








Implement Community SDH Transformation grants








Study potential risk adjustment on ACO payment model








Build from Healthy Behavior Program








Obstetrics Adverse Events








Choosing Wisely Campaign



























































Decrease Per Capita Health Care Costs


Bussell
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Aligning with other payers in value based purchasing arrangements AND  aligning on quality measures helps providers get to scale and make changes to bend the cost curve


Tracing VIS improvement within ACOs, communities, specific sub populations, we can find opportunities to improve improve transparency and starting using data at the next level inform decision making.
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Evaluation and Monitoring








Align and partner with Public Payers (CHIP/M-HMO)








Track VIS Improvement








Conduct Rapid Cycle Evaluations 








Track Total Cost of Care








Monitor VIS and TCOC relationship

















Achieve Scale within an ACO model








Public Reporting of Results








Align and partner with Private Payers 








Identify sub populations needs improvements









































SIM Accountability Timeline
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This is the 10,000 ft view of the progression.  Medicaid has already implemented step 1.  We are approaching our first rapid cycle evaluations and preparing to for Step 2 with anticipated SIM Testing funds and moving into full Implementation.   
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Accountability increases as additional systems are brought into the Total Cost of Care budget














Step 2: Expand ACO model for full Medicaid population








Step 3: Add LTC and Behavioral Health  Services








  Step 4: Full Risk based value based models








Step 1: Implement Health and Wellness Plan w/ACO Option























Timing determined by Rapid Cycle Evaluations
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Increase Members’ engagement in their health and healthy behaviors


 


Ensure a delivery system that supports health and preventive action


 


Pay for results and value, rather than volume


 


Provide public transparency for results


Accountability for population health outcomes


Implement tools that provide population health data and information that medical homes/ACOs need for care coordination 


 


Iowa Health and Wellness Plan 
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Improve Health








Member Healthy Behaviors








Quality Measures








Mulitpayer Alignment








Medical Homes/ACOs








Reporting








Financial Incentives


















































Questions


Marni Bussell


SIM Program Director


Iowa Department of Human Services


mbussel@dhs.state.ia.us


515-256-4659





Bussell
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Iowa Health and Wellness Plan



Lindsay Buechel


IME Communication Manager
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Background


• Began January 1, 2014

• Iowans age 19 - 64

• Income up to and including 133% of the Federal Poverty Level (FPL)

• New, comprehensive program replaced the IowaCare program,
 	 which ended December 31, 2013



The Iowa Health and Wellness Plan was enacted to provide comprehensive health coverage for low-income adults
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One Plan, Two Options


Iowa Wellness Plan


• For adults age 19 - 64


• Income up to and including 100% of the Federal


  Poverty Level





Marketplace Choice Plan


• For adults age 19 - 64


• Income 101% to no more than 133% of the Federal


  Poverty Level
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Iowa Wellness Plan: 0-100% FPL


Family of one $11,670 





Family of two


$15,730





Individuals up to


100% FPL
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Iowa Wellness Plan: 0-100% FPL


Administered by Iowa Medicaid





Provides comprehensive


health services





Coverage is equal to the benefits provided to state employees





			Benefit Categories Covered


			Physician services, including primary care


			Outpatient services


			Emergency room services and transportation


			Hospitalization


			Mental health and substance use disorder


			Rehabilitative and habilitative services and devices


			Lab services, x-rays, imaging (MRI, CT, etc.)


			Preventive and wellness services


			Home & community-based services


			Prescription drugs


			Dental services














20





21


Iowa Wellness Plan: 0-100% FPL


Access to the same providers currently available with Medicaid


Ability to choose primary care physician


Primary care physician coordinates care for member
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Marketplace Choice Plan: 101-133% FPL


Family of one $11,671-$15,521





Family of two


$15,731-


$20,920





Individuals 101% FPL


up to


133% FPL
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Marketplace Choice Plan: 101-133% FPL


Members select a certain commercial health plan available on the Health Insurance Marketplace


• CoOportunity Health


• Coventry Health Care of Iowa





Uses the commercial plan’s statewide provider network – includes primary care, specialists, hospitals
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Marketplace Choice Plan: 101-133% FPL


Provides comprehensive health services





Coverage includes the qualified health plan required essential health benefits


			Benefit Categories Covered


			Physician services, including primary care


			Outpatient services


			Emergency room services and transportation


			Hospitalization


			Mental health and substance use disorder


			Rehabilitative and habilitative services and devices


			Lab services, x-rays, imaging (MRI, CT, etc.)


			Preventive and wellness services


			Home & community based services


			Prescription drugs


			Dental services
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Healthy Behaviors Program

















Healthy Behaviors Program


Helps waive any possible contribution (premium) for the next year of enrollment








Physical Exam








Health Risk Assessment








No Premium in 2015



































Healthy Behaviors Program


Members have 12 months to complete Healthy Behaviors


Enrolled in January 2014, have until January 2015


Enrolled in April 2014, have until April 2015


Contribution amount if activities not completed:


Wellness Plan (50-100% FPL): $5 per month


Marketplace Choice Plan (101-133% FPL): $10 per month

















Identify the member’s primary care provider


If unknown, member can:


Call Iowa Medicaid Member Services at 
1-800-338-8366 (8-5, M-F)


Member Services can share provider and phone #


Provider can:


Call ELVS or access portal online
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How To: Wellness Exam

















Health Risk Assessment


Wellness Plan Members


Using tool called Assess My Health


AssessMyHealth.com


Can be completed online or by phone


By phone through IME Member Services


Marketplace Choice Plan Members


Use health plan assessment or AssessMyHealth
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Information


General Medicaid Information:


http://dhs.iowa.gov/ 





Information on the Iowa Health and Wellness Plan:


http://dhs.iowa.gov/ime/about/iowa-health-and-wellness-plan 





New website for Iowa Health and Wellness Plan and Healthy Behaviors members: www.iahealthlink.gov
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lowa Health and Wellness Plan

* Focuses on population health and an earned benefits
approach which provides incentives for additional health
and dental care services and improves member awareness
about the importance of wellness, oral health and
compliance with treatment plans.

* Uses health and oral health risk-assessment tools to
facilitate data collection and improve understanding of the
health and oral health care status of the population.
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Opportunity for Improved Oral Health

* Estimated eligible population of 140,000 for the Iowa
Wellness Plan and the Marketplace Choice Plan options.

* Once enrolled in either plan option the Dental Wellness
Plan is informed by DHS that there is a new member.

* The Dental Wellness Program is administered by Delta
Dental under an Iowa Department of Human Services
contract until 2017.

* The Dental Wellness Plan is a 15t in the nation government
dental program with earned benefits and a risk assessment
to improve oral health for adults.
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lowa Health and Wellness Plan

[owa Health and Wellness Plan (IHWP) enacted during the
2013 Legislative Session with bipartisan support

Includes dental services under the Dental Wellness Plan
One plan, two options:

— lowa Wellness Plan: For adults age 19-64 with income
below 100 percent FPL

— Marketplace Choice Plan: For adults age 19-64 with
income between 100-133 percent FPL
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DENTAL WELLNESS PLAN DESIGN







Plan Design

* Delta Dental worked closely with the State of Iowa and key
stakeholders to create a plan design that focuses on
prevention and incorporate member responsibility.

Teach good oral health to members
Get the population to a healthier state

Accomplish this within 3 years prior to Federal government
changing program funding

Members must return for preventive care visits in order to be
eligible for additional benefits

Members continue with preventive care schedule to stay eligible for
all benefits.
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Core Benefits

Member has Core benefits as soon as they enter the
program.

Diagnostic and Preventive Services include:
— Exams and Education, Cleanings, X-rays and Fluoride treatments.

Emergency Services — primarily to relieve significant pain
or to relieve acute infections (unlimited subject to specific
criteria)

— Problem focused exams, extractions/oral surgery, surgical incision
and drain, anesthesia, palliative treatment, periapical x-rays, pulpal
therapy.
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Core Benefits Benefits

Stabilization Services - allows members to maintain basic
human functions or prevents a condition from
deteriorating in an imminent timeframe to a more serious
situation (subject to specific criteria)

— Restorations for large cavities on the pulp

— Scaling and root planing

— Stainless steel (posterior)/resin crowns (anterior) for fractured
teeth.

— Full mouth debridement

— Denture adjustment and repairs

— Complete dentures for edentulous and partial for replacement of
anterior teeth.
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Enhanced Benefits

* Member must return to their General Dentist for
preventive care between 6 and 12 months from 15t visit to
be eligible for Enhanced services.

* All Core benefits are still available plus Enhanced benefits
of:

— Restorations and other restorative services.

— Root canals, apexification, apiocoectomy and other endodontic
services.

— Non-surgical gum treatment.

— Denture adjustments, repairs, relines

— Non-surgical and surgical extractions and other oral surgery services.
— Designated adjunctive services.
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Enhanced Plus Benefits

* Member must return to their General Dentist for
preventive care between 6 and 12 months from 25t visit to
be eligible for Enhanced Plus services.

* All Core and Enhanced benefits are still available plus
Enhanced Plus benefits of:

— Crowns/Onlays - for anterior permanent teeth and extensive coronal
destruction/broken cusp and posterior teeth with root canal therapy and

cracked tooth syndrome.

— Tooth replacements - dentures (complete and partial) and bridges for
designated conditions.

— Gum Surgery
* Note: all Enhanced Plus services require Prior Authorization.
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Member Maintenance

* Member must continue to see a Dentist for preventive care
every 6 to 12 months to have Enhanced and Enhanced Plus
benefits available to them on an on-going basis.

* [f a member misses preventive care guideline, they start
the program from the beginning.

Delta Dental Presentation Page 11







DWP & EPSDT

Benefit Level Eligibility

* 19-20 year old members of the DWP program have access
to all covered services at time of enrollment, regardless of

what tier the fall into—since they are covered under
EPSDT

* All services are subject to review—especially Emergency
and Stabilization services - regardless of age

* Once member turns 21 years old, benefit level will be
determined by past utilization history and preventive
services received
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RISK ASSESSMENT







Oral Risk Assessment

» Risk Assessment facilitates data collection to demonstrate
population health improves.

* The tool for the Oral Risk Assessment (PreViser) provides
scores on both periodontal disease and caries.

* Oral Risk Assessment will be completed annually by
General Dentist.

* Assessment will provide results to assist Dentists with
creating a customized treatment plan.
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PROVIDER RECRUITMENT







Provider Recruitment

Specific contracting for the Dental Wellness Plan and not
associated with other Delta Dental networks.

Contracting with General Dentists, Specialists, CHC’s and
University of Iowa.

Recruitment packets mailed mid February and includes:

— Contract and Uniform Regulations
— Plan Design

— Fee Schedule

— Bonus Program

— Frequently Asked Questions

Additional questions dental offices can contact recruitment
team at 877-929-3815.
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Provider Reimbursement

Fee Schedule Reimbursement is similar to Commercial PPO
Reimbursement in the state of lowa.

Bonus Pool available to General Dentists.
— Paid annually in April.

— Requirement is to complete Oral Risk Assessment on
members annually.

Bonus Pool available to Specialty Dentists.
— Paid annually in April

— Requirement to have schedule time available to see
DWP patients.
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OUTREACH AND REFERRAL PLAN







Outreach and Referral Plan

Statewide member awareness and education

Working with local partners on member education and
care coordination and referral processes

Linkage with dental providers and Accountable Care
Organizations
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Interesting Data Related to Stabilization

Services

« 67 percent of member have received Diagnosis and Prevention
Services

* 17 percent of members have received Stabilization Services

* 16 percent of members have received Emergency Services
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DWP Administration

* Members Enrolled 109,506
* Members that have Received a Service 22,644
» Services Provided 115,492
* Dentist/Location Providing Services 796
* (Claims Processed YTD 51,409
* Claims Turn Around Time 11.80 Days
* PreViser Risk Assessments 9,592
* Customer Service Calls YTD 23,846
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Contact Information

Contact Information:

DWPoutreach@deltadentalia.com

Website
www.DWPIowa.com

Member Call in Number
1-888-472-2793
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http://www.dwpiowa.com/





Gretchen Hageman
515-261-5645

ghageman@deltadentalia.com
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CAReS and WHIS Service Note Review FFY15

Completing a review of CAReS and WHIS documentation is a quality improvement activity. The
purpose is to identify educational opportunities, determine service delivery adjustments, and identify
need for correction of inadequate or incomplete documentation through the evaluation of the written
documentation within Maternal and Child Health programs. These reviews apply to Presumptive
Eligibility, Informing/Re-informing, and Care Coordination services (including home visit for care

coordination) regardless of payer source.

A bi-annual review of up to 10 records of each type of service is conducted by an interdisciplinary
team of agency staff, as well as, Bureau of Family Health and Bureau for Oral and Health Delivery
Systems staff representing the Maternal and Child Health programs. Reviewers must have knowledge
of the program requirements, knowledge of the services, and access to the WHIS and CAReS databases.
Project Directors or Program Coordinators serve as the primary contact for the reviews at local agencies.

State contacts include Maternal, Child, and Oral Health team members.
Random Sample Selection

The Iowa Department of Public Health prepares the random samples for CAReS reviews, the agency
prepares the sample for WHIS reviews. IDPH provides the templates necessary for agencies to conduct

these reviews. Agency and state teams conduct the review using the same tool.







Compliance

The Service Note Review requirements for documentation for each service are listed for IDPH and
agency staff to ensure concistency and compliance. Agencies are expected to adhere to the CAReS and
WHIS Service Note Review requirements in programming, documenting services provided, training

staff, and changing practice if requirements are not met.

If 90% or more of an agency’s sampled documentation is in compliance, the agency will be eligible

for an incentive bonus. 90% compliance will be calculated by summing the total service records

submitted for review in both Child Health and Maternal Health as the denominator, with the number in

compliance as the numerator.

Review Schedule

Oct Service Provided to Client & Family
Nov Data Entry

Dec Agency Review of Documentation
Jan IDPH Review of Documentation

Mar Service Provided to Client & Family
Apr Data Entry
May Agency Review of Documentation

June IDPH Review of Documentation








Service Note Review Requirements

Presumptive Eligibility

Required Elements:

N kD -

Place of service (if not agency main address)

With whom staff member spoke (Child Health; Maternal Health if other than client)
Information/feedback from client/family (documentation of understanding, etc.)

NOA number / result of NOA

Documents kept on file and documents given to family

Document if a pregnant woman chooses to apply for full Medicaid (Maternal Health only)

Informed client/family member that the PE period allows for Medicaid coverage of outpatient
medical and dental services

First and last name of the service provider and their credentials if not entering their own data. If
entering own data, the CAReS/WHIS username may be used as long as a signature log is
maintained.

Informing/Re-informing

Review all components of the informing/re-informing process — the initial inform/re-inform , inform/re-
inform follow-ups, and inform/re-inform completions. The follow-up and completion notes in CAReS
must be reviewed, although these service notes do not appear in your document review template.

Initial Informing/Re-informing

Required Elements:

1.

2
3.
4

Place of service (if not agency main address)
Month and year the client appeared on the Informing/Re-informing List
Statement that an informing/re-informing letter or packet was sent

First and last name of the service provider and their credentials if not entering their own data. If
entering own data, the CAReS username may be used as long as a signature log is maintained.

Either follow-ups or completions are required in the month of the intial inform/re-inform.







Inform/Re-inform Follow up

Required Elements:

1. Place of service (if not agency main address)

2. Include the time of day the attempt to contact the family was made. This may be
entered into the Time in/Time out field(s) if desired. An actual time is necessary.

3. Description of the attempt to reach the family and the result of this attempt (no answer,
busy signal, phone disconnected, etc.) including any message left and the content of
that message.

4. If a follow-up letter is noted, this occurs only after experiencing failed phone
attempts.

5. First and last name of the service provider and their credentials if not entering their
own data. If entering own data, the CAReS username may be used as long as a
signature log is maintained.

Inform/Re-inform Completion

Required Elements:

Place of service (if not agency main address)

. With whom staff member spoke

3. Explanation of full benefits and services available under the EPSDT Care for Kids
program

4. Report status of medical and dental well child visits including:

a. Assessment of immunization status,

N —

b. Timeframe of past or upcoming medical and dental appointments, and
c. Identification of medical and dental providers

5. Information provided on other needed resources available in the community as
requested by client/family

Other issues addressed

Information/feedback from client/family (documentation of understanding, etc.)
Outcomes including referrals made and plans for follow up, as needed

First and last name of the service provider and their credentials if not entering their
own data. If entering own data, the CAReS username may be used as long as a
signature log is maintained.

AR SRR







Care Coordination* (Time in and time out is required for all types of care coordination.)
Required Elements For Child Healthand Initial Maternal Health Care Coordination:

1. Place of service (if not agency main address)
2. With whom staff member spoke (Child Health; Maternal Health if other than client)
3. The issues addressed and Medicaid related concerns that the client/family shared
4. Staff responses to client/family concerns and issues
5. If coordinating regular medical or dental care servcies, report the following:
a. Assessment of immunization status (Child Health),
b. Timeframe of past or upcoming medical and dental appointments, and
c. Identification of medical and dental providers
Specific information on referrals
Details on outcomes and plan for follow up as needed

Information/feedback from client/family (documentation of understanding, etc.)

A e S

First and last name of person performing the service & credentials if not entering own data. If
entering own data, the CAReS/WHIS username may be used as long as a signature log is
maintained.

Transportation Care Coordination

Required Elements:

1. Place of service (if not agency main address)

With whom staff member spoke

Type of Medicaid covered service for transportation (medical, pharmacy, dental, mental health)
Date of planned trip

Type of ride to be provided (cab, bus, volunteer, TMS)

A

First and last name of person performing the service & credentials if not entering own data. If
entering own data, the CAReS/WHIS username may be used as long as a signature log is
maintained.

*For targeted follow up care coordination notes, the date of last wellness exam, name of provider, and
assessment of immunization status is not required. Indicate in the note if it is a follow-up care

coordination service. Address any additional family needs.
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Minor Consent &
HIPAA Do’s, Don’t’s
and You Did What?!?

Jo Ellen Whitney
Kelsey A. Knutson
Davis Brown Law Firm

2014 DAVIS BROWN KOEHN SHORS & ROBERTS P.C.

DISCLAIMER

Due to limitations and the nature of this program please understand
that printed material and oral presentations or other data presented
are not intended to be a definitive analysis of the subjects

discussed. Users are cautioned that situations involving healthcare
and employment law questions are unique to each individual
circumstance, and the facts of each situation will dictate a different
set of considerations and varying results. Material contained on this
site or listed as a reference is a general review of the issues, and must
not be considered as a substitute for advice from your own attorney
on your own independent situations.

2014 DAVIS BROWNKOEHN SHORS & ROBERTS P.C.
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Jo Ellen Whitney
Kelsey Knutson

Jo Ellen is a senior partner at the Davis Brown Law Firm.
Ms. Whitney’s areas of practice include:
* Employment & Labor Relations
*  Health Law
*  Privacy & Security (HIPAA)
Kelsey is an Associate at the Davis Brown Law Firm.
Ms. Knutson'’s areas of practice include:
*  Litigation
*  Employment & Labor Relations
*  Health Law
Please see the contact information for Ms. Whitney and Ms. Knutson:
The Davis Brown Law Firm
215 10 Street, Ste. 1300
Des Moines, I1A 50309
515-288-2500
JoEllenWhitney@davisbrownlaw.com

KelseyKnutson@davisbrownla m

Minors May Consent To:

e STD/STI
* Mental Health
¢ Substance & Alcohol Abuse

* Victim Medical & Mental Health Services

Minors May Consent But

» Contraceptive Services
* Consent must be in writing
e HIV/AIDS
* Consent must be in writing

* The minor must be informed prior to testing that if the test result is
positive, the minor’s parent or guardian will be notified.

« Different process for pregnant minors
* Donating Blood
* Must be voluntary and not for compensation
* 17 years of age — May consent
¢ 16 years of age — If written permission from parent or guardian
* Abortion

* 48 hour prior notification must be provided to a parent (unless this
process is waived) 2014 DAVIS BHOWNKOEHN SHORS & ROBERTS ..

Minor Consent Laws and
Payment

¢ Minors often forget their

parent or legal guardian may

become aware of a certain

medical service received by the

minor through the minor’s

insurance.

— Inform the minor that he or she can avoid this
by paying for the medical service

2014 DAVIS BROWNKOEHN SHORS & ROBERTS P.C.
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PRIVACY OF TREATMENT

HIPAA Section 164.522, if an individual
requests privacy regarding certain
treatment and pays for that treatment
out-of-pocket, you must respect that
request and may not provide that
information even to the insurer.

SECTION 164.510

* Allows a covered entity to disclose
information to “family” members or
others who are involved in care
regarding the circumstances of the
resident/patient’s death unless this
has been prohibited by the
resident/patient’s prior expressly
stated wishes.

TREATMENT, PAYMENT
AND OPERATIONS

¢ TPO does not normally require consent or

authorization for the use of PHI

| Sl |

N

Treatment
 Continuity of care, referral to specialist,

internal consult. Can’t share two
psychotherapy notes.

O

Payment

¢ Data to insurance providers, data for
payment, contract review, collection
actions.

¢ Be careful of minimum
necessary standard.

¢ Be careful of self-pay
segregation under HIPAA.

surosgsre

Operations

¢ Peer review, utilization review, statistical
analysis and reporting

serongne
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Law Enforcement-Limited Exception

¢ Name, date of birth, general condition,
social security number, contact data-all ok

SHORS & ROBERTS P.C.
13

10/9/2014

Law Enforcement

¢ Test results for substances, genetics,
HIV/AIDS, blood tests — not ok

¢ Watch for Wounds of Violence Issues

HORS & ROBERTS P.C
14

Custody by Law Enforcement

¢ The issues are different if someone is in
custody or jailed/incarcerated than for
investigation. Custody presumes
payment by law enforcement.

sarongsre

Mental Health

¢ Complicated by Tarasoff and Ed Thomas
Law.

¢ lowa Code Chapters 228 and 229

[ 4
P

Pl

saroegsec

Public Health Exception
* Consent not required for HIV/AIDS

reporting, vaccination reporting and
other communicable disease reporting

sty

Research

¢ Certain uses are allowed
without consent
for research

orserongsre
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Marketing

* Consent required as well as clear opt out

\SHORS & ROBERTS P.C
19

Attorney Use

* Valid consent required or court order.

¢ HIV/AIDS, Mental Health, Substance
Abuse, Genetics, special categories

HORS & ROBEETS P.C.
20

NOTE

¢ Subpoena alone not enough for the “BIG
FOUR” '
\

serongisee

Work Comp-Chapter 88

* Not covered by HIPAA but pre-conception
to post death requests can be overbroad.

orsaromgsec

REGZILLA

HIPAA/HITECH Omnibus Rule was issued
on January 25, 2013.

Dates to be aware of:

March 26, 2013-Compliance date.
September 23, 2013-Enforcement.

BA-last chance September 22, 2014.

serongne

CHANGES

There are a number of significant
changes to the Rule which can be
broken down in various ways:

I AN
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HITECH, LOW TECH, NO TECH-ITS PEOPLE
THAT CAUSE THE PROBLEM

Recent questions answered:

Nurse tells the mother of a patient,

“Oh aren’t you glad to be a grandma again?”
Another nurse sees the patient out with her older
child and says, “How do you like your new sister?”
ONLY PROBLEM, NO ONE ELSE WAS AWARE OF
THE PREGNANCY AND THE CHILD WAS INTENDED
FOR ADOPTION.

NEW KEY LEGAL TERMS

e MENS REA-State of mind, what did you know, what was
your intent, what were you thinking?

¢ CONSTRUCTIVE KNOWLEDGE-Did you know or should
you have known that something was a breach?

NOTE: each of these terms places a significant
emphasis on being aware of what it going on in your
facility and heading off problems before they become
significant issues.

Also note, reasonable cause, reasonable diligence and
willful neglect, See 160.404.

SECTION 160.102

Makes HIPAA provisions, particularly
security and reporting provisions,
applicable to Business Associates.

erougsizec

YOU SAY TOMATO, | SAY TOMHATO

* Who exactly is a Business Associate?

— A Business Associate is a person or entity
who performs work on behalf of the covered
entity and is not a member of its workforce.
Such work or services must involve the use
or disclosure of PHI.

srongggec

DON’T FORGET

* Non BA may have access to information.
Contracts with non BA should also specify
security protocols and indemnification.

¢ You must minimize the non BA’s ability to
access such data.

FILING COMPLAINTS

These regulations also allow patients
and others affected by HITECH/HIPAA
issues to file a complaint directly
with the secretary of HHS or State AG
regarding a CE, Business Associate or
Subcontractor. This
includes complaints
of retaliation.

10/9/2014







SECTION 164.508

Changes regarding marketing have
occurred pursuant to 164.508. If you
have or will receive financial
payment or in kind payment, patient
authorization must be received for
use of PHI. :

WHAT IS NOT MARKETING

1) REFILL REMINDERS

- UNLESS YOU GET PAID TO SEND THE REMINDERS
MORE THAN IT COSTS YOU TO SEND THEM BY THE
PHARMACEUTICAL COMPANY
FOR TREATMENT, CASE MANAGEMENT, CARE
COORDINATION
TO RECOMMEND ALTERNATIVE TREATMENTS,
THERAPIES AND PROVIDERS
TO DESCRIBE A HEALTH RELATED PRODUCT OR
SERVICE (HEALTH PLAN).
UNLESS YOU GET PAID TO DO IT IN A DIRECT OR
INDIRECT WAY

SECTION 164.514(F)(1)

Marketing-(Foundations)

Business Associate/Institutionally related foundation
may use:

a) Demographic information (name, address,

contact information, age, gender, date of birth);

b) Dates of healthcare provided;

c) Department of Service information;
d) Treating physician;

e) Outcome information; and

f) Health insurance status.

eroggzec

FUNDRAISING

Fundraising must be listed in your Notice of
Privacy Practices

With each fundraising communication you
must provide the individual with an easy
opt out.

arongeec

BREACH

Major changes have occurred in how a
breach is identified. The prior rule states
that a breach occurred when there was
reputational or other specific harm
including potential identity theft.

A 9 O O W W W \

GUILTY UNTIL PROVEN
INNOCENT - BURDEN OF PROOF

The burden of proof has shifted from
showing that something such as identify
theft was not likely to a heavier burden of
proof on the entity to show that the
information was not in fact compromised.

10/9/2014







NEW STANDARD

Breach now means an assessment of

1) The nature and extent of the PHI involved,
including identifiers and likelihood of re-
identification;

2) Who may have had access to the PHI or to
whom disclosure was made;

3) Was the PHI actually acquired or viewed;
and

4) To what extent has the risk of disclosure
been mitigated.

ors & RoREETS P
37

COMMON BREACH ISSUES

1) X-ray shipped to wrong doctor office.
No-covered entity.
Maybe-covered entity
but how to remedy

2) Fed Ex packet lost with records being shipped.
Yes
Yes but no liability to Fed Ex

3) Laptop computer lost/stolen.
Encryption? D

If encrypted-no =

Depends on encryption and who could access.
4) Internal records which are “lost.”
No
Yes
0RS 4 ROBERTS P.C.
38

ENCRYPTION

Individuals generally must be notified if
“unsecured” protected health information
is breached.

“Unsecured” protected health information
is information not secured through the use
of technology or methodology specified by
the Department of Health and Human
Services as rendering the information
“unusable, unreadable or indecipherable to
unauthorized individuals.”

THE HURRICANE EXCEPTION

IN CASE OF AN EMERGENCY IF
CONSISTENT WITH PRIOR EXPRESSED
PREFERENCE OF THE INDIVIDUAL
AND IN THE INDIVIDUAL'S BEST
INTEREST.

JACKSON HEALTH SYSTEM

North Miami Beach

Loverson Gelmine volunteered at Jackson
Memorial North and stole more than 556
patient records by photographing their paper
records using a cell phone camera, the thief was
discovered in a local McDonald’s parking lot,
attempting to use the restaurant’s WIFI to file
fraudulent tax returns. Jackson has now

banned smart phones in patient areas.

srosppee

Parkview Health System
Fort Wayne, Indiana

¢ 71 cardboard boxes of documents were
“dumped” on Dr. Christine Hamilton’s
Drive.

*

* Fine $800,000 — 1 Year CAP

ooz
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Rhode Island
Women’s & Infant’s Hospital

¢ Disappearance of unencrypted back up
tapes of ultrasounds

* FINE-$150,000 Settlement CAP with
outside auditor

\SHORS & ROBERTS P.C.
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MINIMUM NECESSARY
BREACHES

 OCR DOES NOT “BELIEVE THAT ALL
MINIMUM NECESSARY VIOLATIONS
PRESENT A LOW PROBABILITY THAT THE
PROTECTED HEALTH INFORMATION HAS
BEEN COMPROMISED.” SECTION
164.502(B) AND 164.514(D).

- wiwm - -
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HOSPITAL
TELEPHONE MESSAGE

Hospital employee left a telephone
message on a patient’s home number
detailing diagnosis and treatment.

¢ Patient had asked for use of work number

¢ Too much information was left

sarongsre

DENTAL RED FLAG

Dental practice physically flagged files
with a red sticker “AIDS” and other
patients could see the files. All stickers
moved to inside cover and the practice
met with the effected patient to
apologize.

e

A Security Culture

¢ Do you lock your car door?

¢ What about your house?

surosgtyre

How Do You Remember
Your Passwords?

¢ Write them down?
¢ Where?

¢ Use same one for everything?
¢ Just remember them?

serongpre
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MOST COMMON
TYPE COMPLAINT

Impermissible use and disclosure
Lack of safeguards
Lack of patient access

More than minimum necessary
information released

Lack of administrative safeguards

2014 DAVIS BROWN KOEHN SHORS & ROBERTS P.C.
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Social Media Policy: Non Negotiable Terms

[

. Keep Confidential Information Confidential:

¢ Protected company information should not be shared outside the
company.

¢ Patient information should not be posted online or shared in any
way.

2. Be Respectful

¢ Do not post defamatory content about others for any reason.

¢ Make it clear that views expressed online are yours alone, and do
not represent the views of your employer.

3. Do Not Break the Law

¢ Do not post pictures or other information about your

participation in illegal activities, or that imply you engage in such

conduct.

2014 DAVIS BROWNKOEHN SHORS & ROBERTS P.C.
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. Protect Privacy Rights of Yourself and Others

Be cautious about how you share personal information.

Do not post pictures of or personal details about co-workers that
may be considered an invasion of privacy without express
permission.

Stay mindful of privacy laws such as HIPAA.

Do not destroy, even personal media, without approval if it has
been used to create, transmit or store work-related data.

. Standards of Conduct Still Apply
Any conduct that would be grounds for dismissal at work will be
grounds for dismissal if done online.
What belongs in the medical record goes in the medical record.

Thank you

Jo Ellen Whitney
Kelsey A. Knutson
Davis Brown Law Firm

10/9/2014
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MCH 3.0 — Transforming
Title V

Marcus Johnson-Miller
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Purpose of MCH 3.0

O Find common vision for the future of
the block grant.

O Recalibrate Title V In response to
the ACA.







What is the purpose of 3.0?

Triple Aim

OReduce Burden of reporting on
the state

OMaintain flexibility

OImprove accountability







Mission of Title V

OTo improve the health
and well-being of all of
America’s mothers,
Infants, children and
youth, including CYSHCN,
and their families







Vision of Title V

OWe envision a nation where
all mothers, infants,
children and youth,
Including those with special
health care needs and their
families are healthy and
thriving.







Title V Changes

O The public health system for MCH
systems in all states and
jurisdictions.

O Payer of last result (no change)

OPublic health system carrying out core
public health functions and essential
services







Title V Changes

O New MCH
Pyramid







Title V Changes

O Three-tiered Performance Measurement System

National Outcome Measures

6 Domains
Maternal/Women’s Health
Perinatal and Infant Health
Child Health
Adolescent Health
Children and Youth with
Special Health Care Needs
» Life Course

National Performance Measures (7)
State Performance Measures (5)

Structural/Process Measures glenuliaiz e vl Hglelle
. themselves accountable to
(Action Plans) move the needle for NPMs,

SPMs and NOMs







How Is lowa preparing for 3.0?

O Title V Needs Assessment

O MCH Workforce Development Project
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Service Note Desk Reference #1.pdf

Documentation Prompts:
For Full Requirements See Guidance Document

Presumptive Eligibility

A

Place of service (if not main agency)

With whom staff spoke (CH; MH if not client)
NOA number / result of NOA

Documents kept on file & given to family
Pregnant woman application for full Medicaid
or not (MH only)

Client informed coverage for outpatient
medical & dental services only

Feedback from client/family

Staff providing service (if not entering own)
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Presumptive Eligibility

SANE I

Place of service (if not main agency)
With whom staff spoke (CH; MH if not client)

NOA number / result of NOA

Documents kept on file & given to family
Pregnant woman application for full Medicaid
or not (MH only)

Client informed coverage for outpatient
medical & dental services only

Feedback from client/family

Staff providing service (if not entering own)
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Documentation Prompts:

For Full Requirements See Guidance Document
Care Coordination

. Place of service (if not main agency)

. With whom staff spoke (CH; MH if not client)
. Medicaid related concerns & issues

. Staff response to concerns & issues

. If coordinating medical/dental care:

O Assess immunizations (CH)
O Timeframe of past or upcoming appts
O Names of providers

. Specific information on referrals

. Outcome & plan for follow up as needed
. Feedback from client/family
. Staff providing service (if not entering own)
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Transportation Care Coordination
1. Place of service (if not main agency)
2. With whom staff spoke (CH; MH if not client)
3. Medicaid service for trip
4. Date of planned trip
5. Type of ride to be provided
6. Staff providing service (if not entering own)

Care Coordination

. Place of service (if not main agency)

. With whom staff spoke (CH; MH if not client)
. Medicaid related concerns & issues

. Staff response to concerns & issues

. If coordinating medical/dental care:

O Assess immunizations (CH)
0 Timeframe of past or upcoming appts
O Names of providers

. Specific information on referrals

. Outcome & plan for follow up as needed
. Feedback from client/family
. Staff providing service (if not entering own)
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Transportation Care Coordination
1. Place of service (if not main agency)
2. With whom staff spoke (CH; MH if not client)
3. Medicaid service for trip
4. Date of planned trip
5. Type of ride to be provided
6. Staff providing service (if not entering own)







Documentation Prompts:
For Full Requirements See Guidance Document

Initial Inform/Re-inform

1.

Place of service (if not main agency)

Month & year client on Informing/ Re-
informing List

Informing/re-informing letter or packet sent
Follow-ups or completion in initial inform/re-
inform month

Staff providing service (if not entering own)

Inform/Re-inform Follow-ups

Place of service (if not main agency)

Time of day contact made

Description of attempt. Phone message
summary.

Follow-up letter sent only after failed
attempts.

Staff providing service (if not entering own)

Documentation Prompts:
For Full Requirements See Guidance Document

Initial Inform/Re-inform

1.
2.

Place of service (if not main agency)

Month & year client on Informing/ Re-
informing List

Informing/re-informing letter or packet sent
Follow-ups or completion in initial inform/re-
inform month

Staff providing service (if not entering own)

(if not entering own)Inform /Re-inform Follow-

ups
1. Place of service (if not main agency)

. Time of day contact made

Description of attempt. Phone message
summary.

Follow-up letter sent only after failed
attempts.

Staff providing service (if not entering own)

Inform/Re-inform Completion

1.
2.
3.

O 0N o

11.

Place of service (if not main agency)

With whom staff spoke

Explanation of full benefits & services of
EPSDT

Timeframe of past or upcoming
appointments

Names of providers

Immunization status

Community resources for client needs
I[ssues addressed

Feedback from client/family

Specific information on referrals, outcomes &
plan for follow up

Staff providing service (if not entering own)

Inform/Re-inform Completion

1.

O 0N o w

11.

Place of service (if not main agency)

With whom staff spoke

Explanation of full benefits & services of
EPSDT

Timeframe of past or upcoming
appointments

Names of providers

Immunization status

Community resources for client needs
I[ssues addressed

Feedback from client/family

Specific information on referrals, outcomes &
plan for follow up

Staff providing service (if not entering own)











Service Note Desk Reference #2.pdf

Documentation Prompts:

For Full Requirements See Guidance
Document

Care Coordination

1. Place of service (if not agency)
2. With whom staff spoke (CH)
3. Medicaid related concerns &
issues
4. Staff response to concerns &
issues
5. If coordinating medical/dental
care:
0 Assess immunizations(CH)
O Timeframe of past or
upcoming appointments
O Names of providers
6. Specific information on
referrals
7. Outcome & plan for follow up
8. Feedback from client/family
9. Staff providing service

Transportation Care Coordination
1. Place of service (if not agency)
. With whom staff spoke (CH)

. Medicaid service for trip

. Date of planned trip

. Type of ride to be provided

. Staff providing service
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Presumptive Eligibility
. Place of service (if not agency)
. With whom staff spoke (CH)

. NOA number / result of NOA

. Documents kept on file & given

to family

5. Pregnant woman application
for full Medicaid or not (MH)

6. Client informed coverage for
outpatient medical & dental
services only

7. Feedback from client/family

8. Staff providing service
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Documentation Prompts:

For Full Requirements See Guidance
Document

Care Coordination

1. Place of service (if not agency)
2. With whom staff spoke (CH)
3. Medicaid related concerns &
issues
4. Staff response to concerns &
issues
5. If coordinating medical/dental
care:
0 Assessimmunizations(CH)
0 Timeframe of past or
upcoming appointments
0 Names of providers
6. Specific information on
referrals
7. Outcome & plan for follow up
8. Feedback from client/family
9. Staff providing service

Transportation Care Coordination

1. Place of service (if not agency)
2. With whom staff spoke (CH)
3. Medicaid service for trip

4. Date of planned trip

5. Type of ride to be provided

6. Staff providing service

Presumptive Eligibility

1. Place of service (if not agency)
. With whom staff spoke (CH)

2

3. NOA number / result of NOA

4. Documents kept on file &
given to family

5. Pregnant woman application
for full Medicaid or not (MH)

6. Client informed coverage for
outpatient medical & dental
services only

7. Feedback from client/family

8. Staff providing service

Documentation Prompts:

For Full Requirements See Guidance
Document

Care Coordination

1. Place of service (if not agency)
2. With whom staff spoke (CH)
3. Medicaid related concerns &
issues
4. Staff response to concerns &
issues
5. If coordinating medical /dental
care:
0 Assess immunizations(CH)
0 Timeframe of past or
upcoming appointments
0 Names of providers
6. Specific information on
referrals
7. Outcome & plan for follow up
8. Feedback from client/family
9. Staff providing service

Transportation Care Coordination
1. Place of service (if not agency)
2. With whom staff spoke (CH)
3. Medicaid service for trip
4. Date of planned trip
5. Type of ride to be provided
6. Staff providing service

Presumptive Eligibility

. Place of service (if not agency)
. With whom staff spoke (CH)

. NOA number / result of NOA
. Documents kept on file &
given to family

5. Pregnant woman application
for full Medicaid or not (MH)

6. Client informed coverage for
outpatient medical and dental
services only

7. Feedback from client/family

8. Staff providing service
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Documentation Prompts:

For Full Requirements See Guidance
Document

Initial Inform/Re-inform

1. Place of service (if not agency)

2. Month & year client on
Informing/ Re-informing List

3. Informing/re-informing letter
or packet sent

4. Follow-ups or completion in
initial inform/re-inform
month

5. Staff providing service

Inform /Re-inform Follow-ups

1. Place of service (if not agency)

2. Time of day contact made

3. Description of attempt. Phone
message summary.

4. Follow-up letter sent only
after failed attempts

5. Staff providing service

Inform/Re-inform Completion

1. Place of service (if not agency)
2. With whom staff spoke
3. Explanation of full benefits &
services of EPSDT
4. Timeframe of past or
upcoming appointments
5. Names of providers
6. Immunizations status
7. Community resources for
client needs
8. Issues addressed
9. Feedback from client/family
10. Specific information on
referrals, outcomes & plan for
follow up
11. Staff providing service

Documentation Prompts:

For Full Requirements See Guidance
Document

Initial Inform/Re-inform

1. Place of service (if not agency)

2. Month & year client on
Informing/ Re-informing List

3. Informing/re-informing letter
or packet sent

4. Follow-ups or completion in
initial inform/re-inform
month

5. Staff providing service

Inform/Re-inform Follow-ups

1. Place of service (if not agency)

2. Time of day contact made

3. Description of attempt. Phone
message summary.

4. Follow-up letter sent only
after failed attempts

5. Staff providing service

Inform/Re-inform Completion

1. Place of service (if not agency)
2. With whom staff spoke
3. Explanation of full benefits &
services of EPSDT
4. Timeframe of past or
upcoming appointments
5. Names of providers
6. Immunizations status
7. Community resources for
client needs
8. Issues addressed
9. Feedback from client/family
10. Specific information on
referrals, outcomes & plan for
follow up
11. Staff providing service

Documentation Prompts:

For Full Requirements See Guidance
Document

Initial Inform/Re-inform

1. Place of service (if not agency)

2. Month & year client on
Informing/ Re-informing List

3. Informing/re-informing letter
or packet sent

4. Follow-ups or completion in
initial inform/re-inform
month

5. Staff providing service

Inform /Re-inform Follow-ups

. Place of service (if not agency)
. Time of day contact made
. Description of attempt. Phone
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message summary.

4. Follow-up letter sent only
after failed attempts

5. Staff providing service

Inform/Re-inform Completion

1. Place of service (if not agency)
2. With whom staff spoke
3. Explanation of full benefits &
services of EPSDT
4. Timeframe of past or
upcoming appointments
5. Names of providers
6. Immunizations status
7. Community resources for
client needs
8. Issues addressed
9. Feedback from client/family
10. Specific information on
referrals, outcomes & plan for
follow up
11. Staff providing service
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Managing Secondary
Traumatic Stress

Extending the Shelt

those who work with

Ife of

Traumao







http://www.youtube.com/watchev=Xf
MVBMDKLZI





http://www.youtube.com/watch?v=XfmVBmDKLZI


http://www.youtube.com/watch?v=XfmVBmDKLZI





Secondary Traumatic Stress

What is it¢
What does it look like?

What can we do about it¢




Presenter


Presentation Notes


We are going to talk about STS, what it is, how it manifests itself and what we can do about it both individually and organizationally








Secondary Traumatic Stress

WHAT IS ITe
AKA: vicarious trauma, compassion fatigue

It Is the resulting effects of chronic exposure to
traumatic material

Symptoms are the same as those experienced
by direct exposure

First noticed Iin ER nurses who had “lost their
ability to nurture” goye, 201







It's just like regular trauma

Hyper vigilance

Abnormal responses to normal situations
(triggers)

Withdrawal

Avoidance







Trauma

A person has experienced frauma If:

Must tfeel fear, helplessness or horror (APA,
2000)

QOur response to tfrauma is innate-our body
IS bullt fo respond to tfrauma

“A normal reaction to an abnormal event”
that can result in...
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Presentation Notes


When we see a snake, when we are in a crash, when we are in a dangerous situation (CPI and in home workers, LE response, raids) when we are exposed to the trauma of others: narratives about child abuse, witnessing injuries, crime scenes, photos, testimony…we are exposed to sensory information as it is recounted to us by those that lived it. Even harder if it is a child. 








An abnormal reaction to a normal
sifuation














Abnormal Responses to Normal Situations

hitp://www.youtube.com/watchev=3sOXN
30ohM





http://www.youtube.com/watch?v=3sOXN_80ohM


http://www.youtube.com/watch?v=3sOXN_80ohM


http://www.youtube.com/watch?v=3sOXN_80ohM


http://www.youtube.com/watch?v=3sOXN_80ohM





“Most of us are abnormal in one way or
another. The thing that separates us is
not the presence or absence of
abnormality but rather the depth at
which our abnormalities control our
ives”

Dr. Greg Moftatt, Survivors, p.50







So about trauma: It's ©
biology/chemistry thing








Trauma

It Is subjective

And It messes with our thinking














Fight-Flight-Freeze
How do we responde

http://www.youtube.com/watch2v=0dOOIxcUj
As





http://www.youtube.com/watch?v=OdOOIxcUjAs


http://www.youtube.com/watch?v=OdOOIxcUjAs





“The expectation that we can be
iImmersed in suffering and loss daily
and not be touched by it is As
unrealistic as expecting to be able to
walk on water without getting wet.

This sort of denial is no small matter”

Rachael Naomi Remen, M.D.




Presenter


Presentation Notes


RNRemen is a clinical professor of family and community medicine at the UCFS School of Medicine- belief that physicians should recognize the role of the spirit in human healing








Recognizing STS

MANIFESTATIONS

Emotional
Intellectual
Physical
Social
Spiritual
Work







Recognizing STS

Emotional:

Anger
Apathy
Cynicism
Desensitization
Discouragement
Irritability
Lessened Enthusiasm
Hopeless

Sarcastic
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Presentation Notes


There are emotional, intellectual, physical, social, spiritual and work manifestations of STS.








Recognizing STS
Intellectual/Cognitive
Ditficulty concentrating
Weakened attention to detail

Disorderliness
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Presentation Notes


Might these be important in our jobs...Research on CPS workers and reduced ability to detect risk factors








Recognizing STS
Physical.

Increased somatic complaints

Gl, headache, insomnia

Lack of energy/endurance
More prone to accidents

Weariness, fatigue, exhaustion







Recognizing STS

e Social:

Callousness Loss of interest In
activities once
Feelings of enjoyed
alienation,
estrangement, Unresponsiveness
Isolation

. Withdrawal from
Indifference family &/or friends
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Feeling isolated, estranged…mirrors direct trauma survivor “no one understands me”








Stress & Immunity

32 men

1 fime paced memory test (active coping)

1 "gruesome’

coping

' surgical video (passive

1 control TV show

OSU Researc

ners measured their saliva for

levels of S-|9A. . .immunoglobin that regulates

Immune and inf

ammartory responses and protecting

mucosal surfaces against invasion by parasites







What they found

1. Taking the test increased the output
of S-IgA

2. Within 10 minutes of watching the
video- output of S-IgA decreased.

“We conclude that acute stress can have both enhancing and

suppressive effects on secretory immunity, the IgA1 subclass
in particular”

(Bosch,J. et al; 2001)

Type of stress maftters.







Recognizing STS

o Spiritual:
Decrease Iin discernment

Disinterest in infrospection
Spiritual awareness

Poor judgment














Recognizing STS

e Work
Absenteeism/Tardiness

Avoidance of intense client/victim/patient
situations

Desire to quit
Diminished performance

Stereotypical/impersonal communication







e Negative bias, pessimism

e|Loss of perspective and crifical thinking
skills

e Threat focus — see clients, peers,
SUPeEervisor as enemy

(Tullberg, 2012)
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Erika Tullberg MPA, MPH Administrative Director, ACS-NYU children’s trauma institutie ny,ny (Administration of Children’s Services collaboration with NYU) Created the Reslilience alliance to address STS in the Child Welfare Staff in NY
Notes that Child Welfare staff are at particular risk; notes growing literature that STS is linked to attrition and  difficulties identifying risk factors among simulated child welfare cases








“My glass Is not only half-
empty, 'm convinced
someone spit in it.”

— Judy Nichols, Sportsman's Bet





http://www.goodreads.com/author/show/765650.Judy_Nichols


http://www.goodreads.com/work/quotes/20415301





System-Level Impact

Distrust among collaborators/co-workers

(Hyperarousal)

+
Decreased motivation/increased absenteeism

(Withdrawal)

_I_

Compromised abllity to manage clients’ trauma
reactions

(Avoidance)

+
Loss of perspective and critical thinking

(Hyperarousal)
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Distrust due to constant search for danger HYPERAROUSAL, decreased motivation due to WITHDRAWAL, inability to manage others trauma due to AVOIDANCE, loss of critical thinking/perspective due to HYPERAROUSAL---cognitive ability limited to survival 








System Level Impact

Professionals that don’'t show up 100%
&
Poor outcomes
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We do not provide our best service, kids, clients, patients don’t get good service…don’t do as well as they could. We could miss something, an opportunity, an intervention








So now whatee







Resilience

1: the capabillity of a
strained body to
recover its size and
shape after
deformation caused
especially by
compressive stress

2: an ability fo recover
from or adjust easily
to misfortune or
change

(Merriam-Webster, retrieved 2012)
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We want more resilient professionals Not that stress does not impact them or phase them but that they are able to bounce back and function.








Resilience

Resilience is not a trait that people either
have or do not have.

It involves behaviors, thoughts, and
actions that can be learned and
developed In aNYONE e rerievea 2012







Individual Level

Compassion Satistaction
Social Support
Positive emotions

Intentional Optimism
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These factors contribute to resilience








Managing STS

Compassion satisfaction

A sense of reward,
efficacy and
competence in the
role of helping others

Killian (2008)
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 “I got this”, “I really helped them” “I’m good at this; I have expertise”; resilient people have high self efficacy. Killian (2008) Over 100 clinicians that worked with victims of child sex abuse in TX 100% were negatively affected; social support was the most significant factor in compassion satisfaction








ProQOL

hitp://progol.org
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ProQOL- Pro quality of life test. Measure of your compassion satisfaction/compassion fatigue





http://proqol.org/ProQol_Test.html


http://proqol.org/ProQol_Test.html


http://proqol.org/





®)
Social Support

Check in with colleagues

- they understand your
language/humor

- confidentiality

Have “normal” friends
- reciprocate

Formulate an “A-Team”
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You do not always have to talk about your job, Find YOUR PEOPLE those who love you most and no matter what and enjoy time with them. This may take effort, but it is essential








Positive Emotions

They are developed in times
of safety and rest

Positive emotions have the
ability to undo the
negative effects of

traumatic stress

-decrease heart rate,
vasoconstriction, blood
pressure

-increases cognitive ability
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Barbara Fredrickson’s- + emotions an undo cardiovascular effects of negative emotions (increased heart rate, vasoconstriction, blood pressure); they are restorative;  broaden and build theory: negative emotions engage the fight or flight system. Attention, cognition is narrowed to focus on the activity at hand (survival). Positive emotions quell this automatic arousal because thinking is broadened,  greater acceptable behavior options;  possible link to the release of dopamine; in short: they improve the ways people cope. Wider cognition=taking a broader perspective on problems, seeing beyond the immediate stressors, generation of multiple courses of action YOU THINK BETTER WHEN YOU ARE CALM/SAFE.  Count to 10? Take a breath before?








Positive emotions

JOY







Positive Emotions

GRATITUDE
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Barbara F. found that students, while experiencing negative emotions such as anger, sadness and fear they also experienced gratitude for their own safety of that and their loved ones








Positive Emotions

SERENITY







Positive Emotions

INTEREST
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Students in Fredrickson’s study also experienced gratitude following 9/11. they were “keenly interested in the attacks…and also in the world’s unfolding reactions to them








Positive Emotions

AMUSEMENT








Positive Emotions

INSPIRATION







Positive Emotions

AWE







Positive Emotions

PRIDE







Positive Emotions

HOPE







Positive Emotions

LOVE
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Students in the fredrickson study reported feeling “newfound love for friends and family and the urge to express it. “








Intfentional Optimism

To interpret situations
INn the best possible
ight

Anticipate the best
possible outcomes

On purpose







Perspective is everything

“Everything can be taken from a man
but one thing: the last of the human
freedoms- to choose one's own
attitude In any given set of
circumstances, o choose one'’s own
way."

Viktor Frankl, 1945







Intfentional Optimism







Train Your Brain

Practice intentional
optimism

Anticipate the best
possible
outcomes...

On purpose.







Louis CK on perspective:

hittp://www.liveleak.com/view<ei=aba 13

32656862





http://www.liveleak.com/view?i=aba_1332656862


http://www.liveleak.com/view?i=aba_1332656862


http://www.liveleak.com/view?i=aba_1332656862


http://www.liveleak.com/view?i=aba_1332656862





Perspective is everything

“Everything can be taken from a man
but one thing: the last of the human
freedoms- to choose one’s own
attitude in any given set of
circumstances, 1o choose one’s own
way."

Viktor Frankl, 1945







And one more thing...

Mindfulness is good for your brain.

http://www.youtube.com/watchev=L-
IZAFQHOO





http://www.youtube.com/watch?v=L-IZArfQHOo


http://www.youtube.com/watch?v=L-IZArfQHOo





Supervisor Level







Organizational Level

Change in work culfure
Top level *buy In”

Ditficult case processing/ formal &
Informall

Trauma Informed Care
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Rugged individualism= our belief in personal freedom, self reliance, personal independence= pull yourself up by your bootstraps mentality. If you do well it is on you and if don’t-your fault. We have responsibility to “show up 100%” however if we as a community want our helpers to show up 100% we must change our thoughts about mental health. Calls for a new look at working in traumatic environment. Not just individual charastics but the nature of the work “nuclear power plant)

Changing the culture to appreciate the impact this information has on us.

Coming in ill, martyrdom, single savior attitude HUMILITY








Organizational Level

e Why should they care?
« What can they doe







How does your organization
SUPPOrt you wWith your stresse







Stress Reduction Kit

Drirections:
|. Place ket on FIRM surface

2. Follow directions in cirele of kit

3. Repead step 2 as necessary, or until unconscious
1. Il unconsdious, cease stress reducton admaly,







Impact on Organizations

» Prevent worker furnover

o Costs of hiring and fraining new
employees

e Long-term effects on the mental and
physical health of people







Impact on Organizations

o Addressing the occupational hazard
of STS is In the best interest of all
iInvolved:

— Vulnerable children

— The organizations responsible for their
care and protection

— The workers doing the work
— Society







Organizational Risk Factors

Extraordinary high caseloads

High administrative burden

Difficult clients

Conflicts with co-workers or supervisors
Climate of pervasive, ongoing change

Excessive emphasis on efficiency, cost-
effectiveness and competition

Unforgiving enviornment. “If you can’t
handle it, move aside....you'll be replaced”







Organizational Strategies for
managing STS

Work-related stress is accepted as real and legitimate

Problem is owned by organization (not merely “problem”
workers)

Secondary trauma responses are recognized as normal
responses

Focus is on solutions (not blaming)
Support and tolerance clearly expressed to worker

Other “climate” issues (caseloads, official policy, EAP)
» Source: Sexton, 1999







Other Organizational
Responses

In-service training
Policy on secondary trauma
Ongoing program to manage secondary trauma

Regular supervision, consultation and support
groups

Professional development opportunities
Rotation in caseload and job responsibility

Health care plan with adequate health care
coverage

» Source: Nelson-Gardnell & Harris, 2003








Other Organizational
Responses

Enhance the physical safety of staff
Workplace self-care groups
Flextime scheduling

Creating external partnerships with STS
INnfervention providers

Train organizational leaders and non-clinical
staff on STS

Provide ongoing assessment of staff risk and
resiliency

» Source: National Child Traumatic Stress Network








e Nitps.//www.dmgov.org/Depariments/
Police/Pages/DMPDPeerSupport.aspx





https://www.dmgov.org/Departments/Police/Pages/DMPDPeerSupport.aspx


https://www.dmgov.org/Departments/Police/Pages/DMPDPeerSupport.aspx





» hitp://safecallnow.org/





http://safecallnow.org/





e Nttp://www.youtube.com/watchefeat
ure=player embedded&v=97/vAlk? IN

Q





http://www.youtube.com/watch?feature=player_embedded&v=9ZvAjk9_lNQ


http://www.youtube.com/watch?feature=player_embedded&v=9ZvAjk9_lNQ


http://www.youtube.com/watch?feature=player_embedded&v=9ZvAjk9_lNQ



















Final thoughts

Questions?







Contact information

Brenda Bash, MS
Polk County Crisis & Advocacy Services
515.286.2020
Brenda.bash@polkcountyiowa.gov

Darci Patterson
Department of Human Services
515.725.2719
dpatterl@dhs.state.ia.us

Jennifer Sleiter MSN, ARNP
Blank Children’s Hospital
515.241.4311
Jennifer.sleiterQunitypoint.org





mailto:Brenda.bash@polkcountyiowa.gov


mailto:dpatter1@dhs.state.ia.us


mailto:Jennifer.sleiter@unitypoint.org
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What is the HIPP Program?

The HIPP program is a Medicaid savings program.  

The HIPP program is available to individuals or family members who have Medicaid (Title XIX) or The Iowa Health and Wellness Plan, and have “other insurance available”.   The other insurance can be from a job or a private policy. 

The HIPP program helps people get or keep health insurance they already have by paying for the premiums when it is “cost-effective”.  

The purpose of the HIPP program is to save taxpayer dollars by purchasing employer health insurance to work as a primary insurance coverage.  















What is “Cost-Effective”?

Cost-effective means it will cost less for the Department of Human Services to pay all or a portion of the health insurance premium to help pay the members medical bills than for Medicaid to pay the full cost of the members medical bills.  

Cost-effective is a formula.  The HIPP program compares the services covered under the health insurance plan, the premium cost to cover the Medicaid eligible members, plus the deductibles, and then  we compare all of this to the average cost of  Medicaid spent on a comparable member to make a determination.   If the state saves money, then the HIPP program will pay the health insurance premium. 










Benefits of the HIPP program


Providers are reimbursed at commercial insurance rates. 





The Medicaid program saves money when they are not the primary payer.





The Medicaid household is reimbursed the cost of their commercial insurance premiums to cover Medicaid-eligible members. 





Medicaid savings equals savings to all tax payers!








Qualifying for The HIPP Program

To be eligible for the HIPP program, the following must apply:
1. Someone in the home must be enrolled in Medicaid or The Iowa Health and Wellness Plan.
2. There must be health insurance available 
3. The health plan must be cost-effective.

(The HIPP program does not you find health insurance)








For questions or to apply for The HIPP Program:

Local Number 515-974-3282 or Toll Free 888-346-9562 staff may assist with completing an application.

Applications are available at our Internet address: www.dhs.state.ia.us/hipp

Send completed Applications to:
			Fax: 	515-725-0725
			E-mail: 	HIPP@dhs.state.ia.us
			US Mail: 	HIPP Unit
               				PO Box 36476
               				Des Moines  IA  50315-9907
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