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Today’s goals:
e Review RFR Outline focusing on key areas
e Weigh in on final data elements and priority interventions
e Learn about:
e E-referral system DPH is developing to support grantees
e Evaluation plan and expectations of grantees
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Approve minutes of July meeting



Commonwealth of Massachusetts

‘ Department of Public Health

Helping People Lead Healthy Lives In Healthy Communities

Review and Discussion of RFR Outline
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RFR Highlights:

Number of awards and size of average award

Priority (required) and optional health
conditions

Required Letter of Intent

Partnership requirements

Benchmarks to move to implementation
Sustainability

Scoring
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Number of awards: 6 to 12

Average Size of Awards:

e Year 1: ~5250,000 per awardee (capacity-building)

e Year 2:~5$1,100,000 - $2,200,000 per awardee
(implementation phase)

e Year 3:~5$1,200,000 to $2,500,000 per awardee
(implementation phase)

e Year 4:51,100,000 - $2,200,000 per awardee (transitioning
to sustainability phase)
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Health Conditions

Priority Conditions

(All 4 are required.)

Optional Conditions
(Not Required)

Other Conditions
(not specified)

Tobacco use
Asthma (pediatric)

Hypertension

Falls prevention (older adults)

Obesity
Diabetes
Oral health

Substance abuse

To be proposed by
applicant
No additional points.

Focus on Vulnerable Populations

Plans to address the conditions listed above should also include specific strategies
to reduce disparities in the burden of these conditions. Mental health
conditions such as depression may be viewed as co-morbid to any of the
above. Interventions may be proposed that include populations impacted by

mental health conditions.
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Required Letter of Intent due September 19th
Coordinating partner will complete:

e Name and contact information for coordinating partner

e Checkboxes to verify minimum requirements for
application

e Preliminary list of partner organizations (subject to
change)
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Partnerships

Partnership requirements :

e Any partner may be the coordinating partner submitting the application.
Minimum members include:

— a municipality (each municipality can only participate in one application)
— a community-based organization
— a clinical health provider

Evidence of strong partnerships include the following :
e Demonstrated history of past collaboration among any of the partners
e Defined roles and responsibilities of each organization
e C(Clearly documented process for joint decision-making

e Agreement on preliminary milestones and timelines for 6-month capacity-
building phase

e Budgets demonstrate equitable funding distribution among partners
commensurate with level of effort
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Benchmarks to move to implementation:

e Build and maintain a partnership and supporting
infrastructure including a partnership infrastructure plan

e Develop two-year strategic plan for each of the 12
interventions

Priority Conditions Community | Clinical | C-C Linkage
Pediatric Asthma \ \ \
Hypertension \ \ \
Falls Prevention \ \ \
Tobacco \ v v
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Benchmarks to move to implementation (continued):

e Develop and maintain a staffing plan

e Develop and refine a budget for implementation
e Develop e-referral plan and conduct initial pilot
e Develop annual workplan

e Develop a Continuous Quality Improvement plan to assess
and adjust community and clinical resources

e Develop a sustainability plan
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Sustainability:

e Policy, System and Environmental Changes for each of the
four priority conditions

e Partnership Sustainability

e Plan for continuing successful interventions: should contain
specific outcomes needed to obtain funding for successful
interventions beyond 2017
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Scoring:

e At least two levels of review

— Technical: quality, clarity and completeness of responses

— Senior level: strength of proposal, plans to address health

disparities, geographic distribution, past performance,
budget
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Scoring Applications: Technical Review

e Partnership and Population Section (communities that will
be served): 65% of total score

—  Partnership: 25%

— Population (Including Burden of Health Conditions;
History and Plans to Serve Vulnerable Populations): 40%

e Health Interventions and Partnership Infrastructure

Activities (planned activities to address diseases) : 25% of
total score

—  Partnership Infrastructure: 5%
— Health Intervention Proposals: 20%

e Sustainability and Budget: 10% of total score
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Questions for Board Members

DPH is hosting a bidders’ conference for potential applicants on September 12.

J Based on the information you’ve just seen, what kinds of questions do you
anticipate from attendees of this conference?

J What additional information should DPH be prepared to deliver at this
conference?

J What materials should DPH prepare to help the attendees to complete an
application?

o Other concerns of Board Members?
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PWTF and E-Referrals
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Community-Clinical Linkages: e-Referral system

Create
e-Referral requires a bi-directional electronic as well as organizational
conversation to initiate community-clinical linkages

Evaluate
e-Referral system can provide baseline reports on # of referrals, # of services
received, # of pounds lost

When integrated with the EHR, health systems can evaluate the impact of these
community programs on population health

Sustain
Once installed, the e-Referral system can be modified to add additional types of
community resources

Using the e-Referral software and EHRs, community-based organizations can
make the case for clinically and cost-effective programming
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Community-Clinical Linkages: eReferral system & PWTF

Create
PWTF is focused on creating community-clinical linkages

Evaluate

e-Referral when linked to medical records and ultimately insurance claims can
reveal if these linkages result in improved health outcomes and a ROl — two
outcomes mandated to be evaluated

Sustain

e-Referral can help sustain organizational relationships by facilitating
communication between organizations (e.g., patients not showing, patients
not enrolling)

e-Referral evaluation can serve as the basis for which programs should be
supported by ACOs and other alternative payment methods
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CMS State Innovation Model Testing Award

In April 2013, MA was awarded the a SIM Testing Award. Part of this award was to
create an open-source, bi-directional electronic referral program that would
enable electronic community-clinical linkages

The Massachusetts League of Community Health Centers are our primary clinical
partners

Funding provides IT support and evaluation support for both clinical and community
resources

Our initial pilot sites will be CHCs affiliated with the Mass League who are on CHIA
DRVS and four community resources: Tobacco Quitline, Councils on Aging, VNAs,

YMCAs

Part of grant includes a roll-out plan to make software available state-wide
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Outbound Transaction
Clinical Setting Transmission from EHR Community Resource

CHC e-Referrals from Provider to

Tenh mare el (1) Quitline & (2) Council on Aging
diagnoses Jane Smith with

Contact Information: Address, Phone
Other Health Data: Current smoker and
Type 2 Diabetes

Inbound Transaction ‘

Clinical Setting Transmission to EHR Community Resource

Tobacco Quitline &
Local Council on Aging

Jane is contacted by Quitline and starts
counseling program to quit smoking.
Jane is also contacted by Senior Center
and begins 6 class CDSMP program.

Progress report from community
resources to provider
(Standardized HL7
Formatted Transaction)

Jane Smith
Smoking status at 6 months
post referral, CDSMP sessions
attended, and improvement

in FV intake and exercise ’

Quitline calls back 6-months post

At next appointment, health care
provider is able to see the update
of Jane’s progress in Jane’s own
electronic health record.
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EPIC

eClinical Works

AllScripts

NextGen

GE Centricity

MassHIlway Node

Referral
Data
Items

ﬁ
—

Feedback
Data

Helping People Lead Healthy Lives In Healthy Communities

Information Exchange

Network

Public Domain-e-link
-Secure transmission
-HIPAA compliant
-Universal Translator
-Vendor Agnostic

Referral
Data
ltems

ﬁ
—

Feedback
Data

Resource #1
(Tobacco Quitline)

Resource #2
(YMCA)

Resource #3
(Councils on Aging)

Resource #3
(local VNA)

Resource #5
(walking groups)

Additional Resources
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Use-Case Development
e Massachusetts League of Community Health Centers
e Azara Healthcare
e MassHIway
e Executive Office of Elder Affairs
e Healthy Living Center for Excellence
e NICHQ

Site Visits
e Joseph M. Smith CHC
e Brockton Neighborhood Health Center
e Southcoast Physicians Network
e Hockomock Area YMCA
e QOld Colony YMCA
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Smokers Quitline

e Tobacco cessation

YMCA

e Y Diabetes Prevention
Program

e Fitness programs for
childhood obesity

e General fitness, nutrition

Visiting Nurses Association

e Transitions of Care
services

e Wound care

Council on Aging

e CDSME programs
e Falls prevention
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Information transmitted with each referral:

Four ‘buckets’ of information that need to be transmitted with
each referral

Patient Information
e Referring Provider Information

e Referred to Provider Information

Referral-Specific Information
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Initiating a referral using the e-Referral system

For health care providers with an EHR who are on the MassHIway:

Fully automated referral via the Hiway

e EHR contains all required data

e EHR initiates the e-Referral and delivers it to the MassHIway
e MassHIway delivers it to the universal translator (UT)

e UT translates the e-Referral to meet CBO requirements

e UT delivers the e-Referral to the CBO
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Initiating a referral using the e-Referral system

For health care providers with an EHR who are not yet on the
MassHIway, do not have a compliant EHR:

Fully automated referral

e EHR contains all required data

e EHR initiates the e-Referral and delivers it to the UT translates the e-
Referral to meet CBO requirements

e UT delivers the e-Referral to the CBO
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Initiating a referral using the eReferral system

For health care providers with an EHR where not all information is contained in
the EHR

Partially automated referral

*EHR contains some required data

*EHR initiates the e-Referral and delivers it to the UT
*E-Referral is STAGED for completion in the UT

*Sending provider completes the e-Referral using the eRG
*UT translates the e-Referral to meet CBO requirements
*UT delivers the e-Referral to the CBO

For health care providers without an EHR or for health centers with a referral
specialist:

Web-based referral
*E-Referral is manually entered and delivered via the e-Referral Gateway (eRG)
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Falls Prevention Partially-Automated Use Case

Clinical Setting

4 O

Provider notes that Jane is
eligible for falls prevention
offered at a local Council on
Aging (CoA). Provider sends
referral in e-Referral Gateway
to be completed by office staff.
Jane gives consent for the
referral and agrees to be

Referral initiated in EHR

EHR = eReferral Gateway (eRG)

=)

Referral staged in
e-Referral Gateway

Provider, MA, or other staff member
asks Jane about her ideal location for
class out (near work or near home),
enters geographic preferences as well
as any special notes (physical
limitation due to sprained left wrist).
e-Referral form complete and
submitted to CoA.

Provider populated information:

Patient preferred location
Special Notes

=)

Council on Aging

Referral retrieved in e-Referral
Gateway

CoA referral manager logs onto
eRG to retrieve referrals.
Opens referral for Jane and
contacts her to enroll her in the
most convenient class for her.
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Falls Prevention Partially-Automated Use Case

Council on Aging eReferral Gateway (eRG)>EHR Clinical Setting
Feedback report initiated in e- Feedback report staged in Feedback report incorporated
Referral Gateway e-Referral Gateway into EHR
CoA can send multiple Healthcare provider organization
feedback reports to be determines if they would like tl.1e Healthcare provider can choose
reviewed by the provider: feedback staged or to be automatically to accepts referrals into the

integrated into the EHR

Structured Data:

Client contacted Provider/Referral Manager
Client enrolled
; Opens feedback report

Sends them on to EHR if accepted
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e-Referral Evaluation

Suggested Process Measures

# of CHCs enabled to send electronic
referral

# of unique EHR platforms enabled to
send electronic referrals

# of community resources enabled to
receive electronic resources

# of community resources that can
successfully return information about the
referral

# of electronic referrals made

# of referrals that had information
returned & embedded into the EHR

Suggested Interim Measures

Proportion of referrals where patient is
contacted

Proportion of referrals where patient
engages in referred activity

# of visits to evidence-based program(s)

# of pounds lost

# of attempted smoking quits

A1C values

Blood pressure

Fasting LDL values

Suggested Health Outcome Measures

Pre-diabetes diagnosis reversed

Prevented incidents of CVD

Reduction in primary care ill-visits

Prevented ED visits
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e-Referral Evaluation

e-Referral can help with PWTF evaluation:
*Will accurately identify who received what services through a community-

clinical linkage

*Will allow us to evaluate both efficacy and effectiveness of community-based
interventions

*For providers using fully or partially automated referrals, we can link health
outcomes, identify reductions in health disparities (by race/ethnicity, preferred
language, gender)

*Has the potential to link to claims data to evaluate cost-effectiveness and ROI
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Evaluation Approach
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Outcome measures are explicitly defined by Chapter 224:

e Prevalence of preventable health conditions

e Extent of health care cost savings and/or reduction in growth of health care cost
trends

e Whether costs were reduced and who benefited from the health care cost
reduction

e Employee health, productivity and recidivism through workplace-based wellness
or health management programs

Evaluation must also provide recommendations on whether:

e Programs should be discontinued, amended or expanded and a timetable for
implementation of these recommendations

e The funding mechanism for the Prevention and Wellness Trust Fund should be
extended beyond 2016, or whether an alternative funding mechanism should be
established

e DPH to prepare annual reports to MA legislature on effectiveness of funded
activities
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DPH responsibilities to grantees include:
e Coordinating cross-site evaluation activities with outside evaluator

e Providing data collection instruments and performance indicators for all
community and clinical initiatives

e Developing a data system that connects community and clinical data

e Providing technical assistance for programmatic initiatives and data
collection

e Convening funded agencies regularly to increase forums for communities
to learn from each other
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Must contract with an outside organization with expertise in
analysis of health care financing

Must evaluate activities in all 3 domains:
e Community

e C(linical

e Community-Clinical Linkages



Community: policy, systems, and
environmental changes improving access
to opportunities for healthy behaviors

— T—
Community-Clinical Linkages:
improving access to high-quality
preventive and chronic care
services and promoting healthy
behavior

Clinical: policy and systems
changes improving quality and
coordination of care
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Evaluation Questions



Community: policy, systems, and
environmental changes improving access
to opportunities for healthy behaviors Has self-management of
chronic conditions
improved?

Is there improved access
tohealthy options for all
community residents?

Is there improved
reporting of client

Have health behaviors
improved for all

community residents? Progressin community-
based programs back to
clinical providers?

Has social capital and
well-being improved for
all community residents?




sthe quality of data & ‘\

enteredinto the medical

record improved? e e N
Has management of

chronic conditions
/ improved?

Has the quality of clinical \

ncounters improved?

community
Clinical: policy and systems organizations improved?

changes improving quality and
Isthereincreased ac nordinaton ol care

to preventive servic




Improved client
follow-through on
referrals?

Improved
coordination of
care and care
transitions?

lmproved
health

outcomes?

Community-Clinical Linkages:
improving access to high-quality
preventive and chronic care

services and promoting healthy
behavior

Decreased
health
disparities?

Lowered
health care
costs?

Increased access to
health-improving
resources in both
community and
clinical settings?

Improved screening
of patients for
chronic conditions?
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Linking Data



Data Linkages

* |ncreased physical activity; increased consumption of healthy foods; increased social capital (self-report: community
surveys)

# Additional policies passed in community increasing access to healthy options; community conditions improving in all
community neighborhoods (daota from community reports combined with community sureys)

* Additional purchase of healthier foods; greater availability of healthy options in a person's neighborhood; use of
community-based resources increasing (geo-coded dota combined with confirmatory dote and community-based data)

"-,‘.

* Providers asking about tobacco use at every visit; measures of control of conditions such as A1C and blood pressure
improving {EMR)

* pedical claims and costs changing for patient populations over time compared to baseline; comparing results to simila
areas matched on demaoeraphics fAPCHY)

r

A

Linkages

* Arereferrals to community-based resources increasing, and what information on patient progress has been received in
the EMR?

* |5 there greater improvement in control of chronic conditions, better health outcomes, and reduced costs among
patients using these community resources? [Community dota, EMR, APCD)

+ Disparities in health outcomes narrowing by race/ethnicity; insurance status; neighborhood (EMR, APCD, geocoded
community data and demographics)

-'l,‘.




Example: Falls Prevention in Older Adults

= Opportunities for older adults to engage in physical activity in the community
= Condition of local sidewalks, streets, and parks
» Results of baseline and follow-up home safetyassessments

= Percent of visits for clder adults at risk for falls where medications were reviewed and discussed
= Percent of visits for older adults where medical providers conduct risk assessments for falls

= Percent of older adults who have been hospitalized for falls, including breakdowns by race/ethnicity
(and associated claims)

= Percent of older adults referred for home assessments by community health worker

= Percent of older adults who followed through on referrals to community programs

= Data onbarriers to participation in community-based falls reduction programs

= Data onfindings and/or patient progress in community-based falls prevention programs
« Data from community health workers on how older adults are responding to the program

Linkages
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e Next meeting:
— Thursday, September 26, 2013
— 1:00PM - 4:00PM
— Public Health Council

Agenda items include:
e Review and present analysis of bidders conference

e Recruit members of Board to participate in 2nd level
application reviews



