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BHCHP Mission 
Since 1985, our 

mission has remained 
the same: to provide 
or assure access to 
the highest quality 
health care for all 

homeless men, 
women, and children 
in the greater Boston 

area.  
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Understanding our Patient 
Population 
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SDH Consortium 
• History of collaboration 

• MassHealth ICB grant 
enabled Organized Health 
Care Arrangement (OHCA) 
o Legal agreement that binds our 

organizations and enables 
sharing limited amounts of 
Protected Health Information 
(PHI) 

o Established formal governance 
procedures  

o Enabled link to City of Boston’s 
Continuum of Care  

o Positioned us to leverage 
partnerships to bid on 
proposals: 

1. HPC HCII grant 

2. MassHealth BH Community 
Partners 

 

 

• Boston Health Care for 
the Homeless Program  

• Bay Cove Human 
Services  

• Boston Public Health 
Commission  

• Boston Rescue Mission 

• Casa Esperanza  

• Massachusetts Housing 
and Shelter Alliance  

• New England Center and 
Home for Veterans  

• Pine Street Inn  

• St. Francis House 

• Victory Programs 
 



Source: Health Policy Commission Board Meeting, July 27, 2016 
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Funding streams 
$750K/2 years Massachusetts HPC HCII  

• $325 PMPM/18 months BHCHP pass 
through  to partner organizations 
based on 15:1 caseloads 

• $10,000/2 years to partner 
organizations for administrative 
support 

• $213,000/2 years BHCHP 
administrative support including 
director, RN navigator, data analyst, 
training, data platform, etc. 
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                  ❷  
 SHARED INFORMATION            
          TECHNOLOGY  

so you can contact & 

communicate with other agencies 

more easily 

shared care management platform 

(ETO)  

❶ DEDICATED RESOURCES 
15:1 client-to-staff ratio 

•Recognizes challenge of 

engaging highest-risk clients 

•Ensures that engagement can be 

focused and consistent over time 

•Special program requiring  

client consent for participation 

❺ DATA TO HELP YOU UNDERSTAND 
YOUR CLIENT’S NEEDS & SERVICE USE 
Information from Medicaid claims, health  

record & other social service agencies 

•Data about how to improve client’s connection  

      to care (e.g., when due for cancer screenings) 

•Data about recent hospitalizations/ED visits 

•Data about care management & housing from HMIS  

HEALTH POLICY COMMISSION (HPC) GRANT OVERVIEW 
Grant Objective: Coordinate care across 10 agencies  to better serve people experiencing 

homelessness, improving their access to services that address the social determinants of 

health and reducing their avoidable ED and hospital utilization by 20%.  

 

 

Timeline: 2-year grant: Planning Phase begins mid-December 2016.  

Implementation Phase begins June 2017. 

Target Population: To start, 60 homeless individuals with high costs/ 

high health care utilization.  

Supports for You as You 
Support Your Highest-Risk 

Clients 

❸ SHARED CARE PLANS 
so your client’s goals are created by 

him or her –  

and being supported by all of us 

❻ SUPPORT FROM HUB LEADERSHIP TEAM 
 Meets regularly to troubleshoot and strategize  

            about progress and “pain points” 

•Dashboard reviewed monthly so we’ve got all  

eyes on goal 

•May be able to prioritize housing, services, or other 

resources 

❹ CONNECTION TO PRIMARY 
CARE 

You’ll know your client’s health care 

team, and they’ll know you 

• Regular communication with  

     doctor/nurses 

• Joint training and case  

     conferencing 



1. DEDICATED RESOURCES 
 

•15:1 client-to-staff ratio 
o Recognizes the intensity of engaging highest risk 

clients 

o Need for face to face vs. telephonic  engagement 

o Increased expectations for documentation and 
coordination with primary care teams 

•Assignment to SDH organization 
based on existing robust relationships 

•Client consent for participation 



 
 

• City of Boston Department of Neighborhood 
Development (DND) Platform hosts Homeless 
Management Information System (HMIS) data 
warehouse 

• City enabled development of separate “Window” to 
warehouse to combine HMIS data with limited PHI 
supplied by BHCHP electronic health record for 
Consortium members only 

• Data (HMIS & PHI) refreshed daily 

• ETO (Efforts to Outcomes) care management software 
supplied by City to all Consortium members  
o Also includes Arizona Self Sufficiency Matrix (ASSM) 

assessment 

1.  

2. SHARED INFORMATION 
TECHNOLOGY 



Arizona Self Sufficiency Matrix 
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https://aspe.hhs.gov/report/toward-understanding-homelessness-2007-national-
symposium-homelessness-research-accountability-cost-effectiveness-and-
program-performance-progress-1998/case-study-arizona-evaluation-project 
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3.  SHARED CARE PLANS 
 

• Shared data platform hosts Integrated Care 
Plan (ICP) 

• Live document edited by all members of care 
team 

• Includes housing, medical, behavioral health, 
social goals approved by patient 

• ICP goals developed during case 
conferences 

• Expanded team effort to approach patient 
goals informed by patient priorities 
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4. CONNECTION TO PRIMARY 
CARE 

 • Integrating BHCHP patient centered medical 
home (PCMH) teams with community service 
providers 

•Contact info for members of the integrated 
care teams 

•Weekly calls with BHCHP RN Navigator and 
SDH case managers 

•Joint training and patient case conferences 

•Updates to Integrated Care Plan result in 
notifications between team members 

 
 



5. DATA TO UNDERSTAND 
PATIENT’S NEEDS, SERVICE USE, 

POP HEALTH 
 

• Shared data platform with Integrated Care Plan, dashboard—
patient-, case manager-, site-, pop health-level 

• Shared limited amount of PHI (med list, problem list, upcoming 
appts, etc.) with partner organizations—giving SDH case 
managers info to enhance care 

• Shared care management software (Efforts to Outcomes 
(ETO))—reducing case management redundancy 

• Notifications to Integrated Care Teams: real time communication 

• HMIS to locate where patients are sleeping, establish service 
baseline 

• Tracking systems: ASSM, engagement touches, HMIS, etc.  

• Hospital-based RNs to review daily census data to facilitate 
transitions, notify teams 

• Epic EHR in widespread use 

• Documentation standards 



Key Performance Indicators: SDH Coordinated Care Hub 

Health Care Utilization Metrics 

• % change in total # ED visits 

• % change in total # hospital admissions 

• % change in hospital all-cause readmissions 

• % change in average time to readmission 

 

Social Determinants of Health Metrics 

• Improvement in housing status 

• SDH service access measure 

• Initiation of alcohol/other drug 

treatment 

• Engagement in alcohol/other drug 

treatment 

• Improvement in patient self-sufficiency 

scores 

 

 

Health Care Quality Metrics 

• High blood pressure control 

• Comprehensive diabetes care: A1c control 

• Comprehensive diabetes care: blood pressure 

control 

• Screening for clinical depression & follow-up 

• Members with current opioid addiction who were 

counseled regarding psychosocial AND 

pharmacologic treatment options 

• Screening for breast cancer, cervical cancer, and 

colorectoral cancer (for relevant patient groups) 

 

 

Process Metrics 

• # case conferences completed 

• % target population enrolled in initiative 

• % patients that meet within 72 hours of 

enrollment with case manager 

• % patients that have PCMH appointment 

within 1 week post hospital discharge 

• # of weekly engagement touches 

• Patient retention rate 

• % of enrolled patients who have a care 

plan uploaded to portal within 60 days of 

enrollment 

 For further detail with data specifications, see HPC grant contract. 



6. SUPPORT FROM 
CONSORTIUM LEADERSHIP 

TEAM 
 • Standing monthly meetings to troubleshoot 

and strategize about progress and “pain 

points” 

• Dashboard (TBD) reviewed monthly  

•May be able to prioritize housing, services, 

or other resources 



Implementation successes 
• OHCA signed, BAA with City of Boston executed 

• Two managed care plans (BMCHP, Tufts HP) are sharing 
patient data 

• Joint Training Orientation June 7, 2017 

• Enrollment began June 8, 2017 

• Payments to partners for CM/participation began June 2017 

• Weekly case conferencing began June 9 

• Shared data platform phase in 

• Consumer Advisory Board launched 

• Harvard School of Public Health Agents of Change 

• BUSPH Texting Study 

• MassHealth BH Community Partners RFR submitted. Full 
consortium on board 

 



Implementation challenges 
• 3 Partners declined to provide CM (for now)  

• As always, finding patients—currently refreshing 
target patient list to update February 2017 data 

• Hiring staff 

o Full time navigator vs. part time 

o CM: hiring and reassigning 

• Communication with partner Case Managers  

• Shared data platform phase in 

• Different instances of ETO—some need to use 
paper forms for now 

• Additional costs (legal, translation, CAB incentives) 
 



It takes a village and more but the 
potential to improve care delivery for 

our patients is exciting 
 

• Complex, high costs chronically ill 
homeless men and women 
require integrated systems 

• Rethink the ways we work both 
within and outside our walls 

• Leverage what’s out there 

• Measure what we do to justify the 
need for existing and new 
resources and services  

• 60 to 1000 in a year building on 
the lessons learned in this pilot if 
selected as MassHealth BH CP. 

• Advancing our relevance in 
complex, dynamic health systems 

• Thank you HPC! 
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For more information:  

Barry Bock bbock@bhchp.org 

Mary Takach mtakach@bhchp.org 
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