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A Few Reminders

v Please introduce yourself and your organization in the chat

v'Recording and slides will be shared following this session of the Health Equity Learning
Collaborative

v Please keep yourself muted unless you have a question. We will have time for questions,
but feel free to raise your hand at any time.

v' A live transcript of the meeting is available. To turn on closed captioning, click on the
upward arrow next to Live Transcript and select “Captions.” The Captions option may also
be available under the icon labeled “More.”
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Agenda

. Welcome and Introductions

. Conversation with the Michigan Region |V Area Agency on
Aging

. Peer to Peer Learning Discussion
. Health Equity Capstone Event
. Next Steps



Conversation with
Michigan Region IV
Area Agency on Aging




Community of Care

Addressing health related social needs
(HRSN) through the integration of social
care and medical care in integrated
health system physician practices.

2023 RUNNER UP

Metrics, Evaluation Strategy 0%ce s e
and Outcomes
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Region IV
Area Agency on Aging

* Designated by the US Administration for Community
Living (ALC) as a planner and developer of coordinated
system of services to meet the needs of older adults (16
AAAs in Michigan; 622 in the US)

* Hub for connectivity to community-based services to
address SDoH and long-term care needs with more than Network
100 partners including credentialed network of 70+ LTSS
providers.

* Prepaid Ambulatory Health Plan (1915c Medicaid
Waiver), fully capitated at risk, managing LTSS for adults
age 18+ with nursing home level of care needs. (700+
members living in community.)

* Duals Demonstration contracts for LTSS Network/Case Campus for

Management transitioning to HIDE-SNP Creative Aging

* Health in All Policy Heath Equity framework
* Care transitions -Nursing Home/Hospital to home

* Wide array of HCBS services to meet the needs of older
adults and caregivers including the non-Medicaid
population.

* NCQA accredited Case Management for LTSS; AIRS
Certified information and access staff (Inform USA)

Partner & Provider

Integrated Care
& Care Transitions
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Corewell Healt

65,000+

Team Members

300+

Ambulatory/Outpatient
Locations

1.3+ Million
Health Plan Members

12,000+

Affiliated, Independent and
Employed Physicians and
Advanced Practice Providers

ACO

3 Entities in Partnership
Answer Health

Lakeland Care Network
Corewell Health West

© 000

9,000+
Employers Contracted by
Priority Health

15,500+

Nurses

5,000+

Licensed Beds

21

Hospital Facilities

4,000+
Attributable Lives

Corewell Health
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Contract/Partnership:

 Embeds AAA social care clinicians
in medical care teams to address
complex care needs of older
adults

* Targets patients age 60+ with
multiple chronic conditions high
utilizers of ED and inpatient
services

\ /

Area Agency on Aging, Inc.
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At our core, we are here to ensure that
older adults and people with disabilities
can live life as independently as possible
in the setting of their choice.

What guides us.

Mission: Offering Choices for
Independent Lives

Vision: Through choice and range of

service, every aging adult lives a quality

life.

Core Values:
— Dignity — Interdependence

— Empowerment — Person-centeredness
— Equity — Wisdom of age

— Independence

At our core, we are here to help people
be well so they can live their healthiest
life possible.

What guides us.
Mission: Improve health, instill
humanity and inspire hope.

Vision: A future where health is simple,
affordable, equitable and exceptional.

Values:

— Compassion Curiosity
_ Collaboration — Courage
— Clarity




Why this matters

Residents 65 and Older

9% Large population of medically complex older adults

 Berrien County is older than state and national

average:
| o 32,097 residents age 65+

 Older adults living with multiple chronic
| diseases:
MEBI | 16:8% o 48% of Berrien County adults aged 65-74

* Low-income adults with nursing home level of
care needs:

ol o o 1,312 persons aged 55+ with NFLOC
mBerrien WMl = US needs have incomes less than $25,000

« Seniors in Berrien County who have multiple
chronic conditions experience some of the
., — - Corewell worst health outcomes in the region often
> Yo Health resulting in increased disability and
| avoidable death.

20%

15%

10%

5%

0%

CoN9Ta2024

Dala sources: US Census Bureau, Centers lor Medicare and Medicaid



Health Related Social Needs

Food Insecurity
Transportation

Housing - Pests

Housing - Heating/Cooling
Housing - Disrepair
Housing - Accessibility

B

5 10 15 20 25

o

Major Life Stressors

Advanced Care Planning

Mental Health - Moderate/Recurrent
Limited Informal Supports

Health Literacy

Nutrition Education Needed
Caregiver Strain/Burnout

Loneliness

Personal Safety Concern

Financial Insecurity

Substance Use/Abuse

Cognitive Impairment

Mental Health - Severe and Persistent
Motivation to Change

Social Isolation

Mental Health - Situational
Stress/Conflict with Family

. Corewell
-~ Health

0 10 20



Health and social SHARED VISION:
care integration

Integrate social care into the delivery of health care and
unify the efforts of both medical and home & community-
based organizations to improve health & reduce health care
cost for older adults with complex care needs.

-_ | ALIGNED OBJECTIVES:
Corewell {'}
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Value & Impact Expectations

r— Socioeconomic Factors

I

Stabilized health for seniors with multiple
chronic conditions

Increased Caregiver and Social Support

e Reduced Cost of Care Overall: ey | | ﬁ_ﬂj
o Right Care, Right Setting, Right Time : 7: ""5-.::;'_:3:_. {J} ’"—- Health Behaviors Housing
 Sustainability and Capacity Building through |' o —i ' ‘_ T"_i £ >
f

establishment of Payment Model — -
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Community of Care Evolution

« Contracts developed with two primary care practices

for medical/social care integration
h 5 4
X 0 * Taps AAA network of 100+ community-based service
O [ 8‘3@ providers to meet HRSNs
% $€0 « Embeds AAA social care clinicians in medical teams
) ,ﬁ! — Weekly huddles
Network of 100+ \ — Shared Care Plan (one source of truth)
Commg?gﬁ:;eigns — Patient Centered - Caregiver Focused
— Blended and Braided Funds to Support Coordination of
Home and Community-Based LTSS Services
7 4 COrewe" Two Corewell South Physician Practices

_ w/development of payment sustainability model
» HouseCalls (home-based primary care)

'*-‘f;_—;-" Health » Southwestern Medical Clinic — Niles RHC




Integrated \Workflow

PERSON-CENTERED
ENGAGEMENT ASSESSMENT &
CARE PLANNING

» Strength, Change, and
Motivation-based

« Care Team Huddles Patient AND Caregivers

* Holistic
. Egt'ent,ANggaregé"er - Guided AND Collaborative - ooted
ucation cceptance -\ I v [Fer * |terative AND progressive

Community of Care Engagement

1974-2024
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Metric development, tracking and

Defining Metrics

e Importance of selecting appropriate metrics

e Types of metrics (clinical, operational, patient-
reported, caregiver, systems change, financial,
sustainability, provider/care manager...)

 Specific metrics for evaluating complex patient
care in a community of care ecosystem




Metric
development
tracking and
process

Institutional Research
Board (IRB) Approval
Engage University
Research Team

Stakeholder Engagement

Evaluation plan
development and
execution

Evaluation Groups and
Measurements

Data Collection

Freguency

Coreviell Primary Care Patient Evaluation

EPIC dats collection: collected by Jordan de-
identified data shared with Andrews
Universiny

baselme; & mo; 12 mo;”
1E mo

Diemographics - ape, gender, ethimicity, 2Tc.

-#of priFnary carevisits, ncuding walk in
care

- of ED vizits

=& pf hospital admissions

- # of A0-day readmizsions

- & of days of hospiiafization

- & E0oH barrisrs

SDoH Wheelzcore & A4A S0cH measure

—patient Compiexity Soore

poings for healih and 5004

CoC Patient Interview: Alliance; Activation;
Emotional Well-baing

telephone survey with Cot patiants

baseline; 12 mo: 18 mo

Kim dilfgnce Soole-Aewised [ AR

- -collzboration

- imtegration

- empowerment

- COmMMUMNiCation

The Sham Waorwick—EdimburgH
Mental Wei-teing Scole [FWEMWES)

Paotisa Anmration-Magsure [Pakd-14]

- takes gctive role in health care decizions

-~ undersignds health care processas

Hospicad Admission Rzl Monitoring System
{HARMS-F) #14.15.17 18

- medication knowledze and compliance

- challenges with 2ctivities of daily fiving

fADEs)




Metric
development

tracking and
process

Caregrver Evaluation

Surveys sent to caregvers of Col patents

baseline; 5 mo; 18 mo

Coreglver Burgen Seif-Assessmen

- cAregiver stress

- carsgiver burdan

Caregiver Patient dctivation Meéosure
{ Coregrver PAMN-13

- knowiedge of healthcare

- skifls i managing healthcare

- confidence i managing healthcare

Demographics - age, gender, ethnicity, etc

- caregiver use of supportive services

Create questions

-web accessfusage by caregivers & patients

adapt questions from CBO supvey

- barrrers 1o community senaces

create Qquestions

AAA B Corewel! Care Manager Evaluation

Survey and focus groups for AAS & House
Calis staff

Fmo; 18 mo

FOCUS GROUES

—[@Fe Manager ensSagement

- LM stratepies to maximize existing
STUCIUres

- | dpplicete eforts and streamiine
ev DT hflowes

- reate structural connectivity betwesn
Corzweall B AAL

- create mechanism forinpt discharge to
Abs B home-based care




Metric
development

tracking and
process

SYSTEMS OF CARE PROCESS EVALUATIONS

Ouantitative survey & focus sroups with
medical/ AaA staff

Smo; 18 mo

Surveys

- knowiedge of systems/zervices

- confidence in COMMUNITY SysiemEeSsenices

- extent of coliaboration

- changes to systems of cars

- ability to coordinate care

-imtegration of CBQ mto EPIC

Foous Groups

- barriers 1o systems integrataon

wiorking

-barrars to community. serices

-what needs changes

- how to acheve change




Impact & Outcomes - Improved Health, Lower Costs

86% reduction in unplanned
@ inpatient hospitalizations

63% reduction in ED to Inpatient

80% reduction in Length of Stay

100% reduction in ED to Nursing
Home Placement

feel supported in their caregiving role
[The majority of patients (61%) needed their caregiver to

@ 93% Caregivers indicate they now

regularly perform five to 10 tasks]

~ " Corewell :
% Health




Southwest Michigan Care Continuum Transformation

Final Report

Total Cost of Care Reduction= 63%
Total Savings 6 months post

intervention = $1.7 million ED Costs per
Patient
Pre-CoC
Enrollment 32,410

Study by Andrews University
Center for Community Research Post-CoC $1.052
Institute for Prevention of Addictions Enroliment '
Curtis VanderWaal, PhD

Shannon Trecartin, PhD
Morgan Williams, BSW Candidate Total Savings $1.358

e .'m'{_l?}
M3 Cy.

Percent

-  Corewell Sl
l;-r- Health

6-Month Adjusted Average, n=93
Cost Savings Summary

Total ED Costs Un?lqnnﬁd Total I_antnnmd
= v Inpatient Costs inpatient Costs.
6 month avg 6 month avyg
$238,6356 $24.944 $2,469 490
$104,126 $8,951 $886,153
£134,509 $15993 $1.583.337
56% B54% 64%

~ Total
Combined Cost
& month avg

$2,708,125

$990,280

$1,717,845

63%




Why partnership works

Melinda Gruber
VP Continuing Care Services

Corewell Health South  Allows providers and patients to prioritize care goals and create a
plan around chronic diseases that require more attention

« Utilizes subject matter experts on Health-Related Social Needs in
order to achieve disease related goals

‘ ‘  Provides for a more pro-active and tailored (personalized) approach
to complex needs

Utilizing a care model that integrates social and medical care
clinicians as one patient-centered team has generated significant
value to our patients, caregivers, and care teams.

» Improves patient & caregiver satisfaction

» Reduces TPCC by efficient use of community-based services and
reducing inpatient and emergency department utilization, SNF

With this model, each team member has a better understanding of o . .
admission, and outpatient services

the patient/caregiver’s goals and challenges. The care plans are
enhanced with needed perspectives that improve outcomes and

» Expands the team for team-based care and extends care beyond
reduce costs.

routine visits and into the home
, , * Increases touch with patients
* Reimburses team for non-face to face work

* Improves quality outcomes

f —~  Corewell
.3 k":f:.'x.-ﬂ' Health



(I;artlmpants have a greater
voice in their care.

Quotes from the Field

Previously they didn’t know
how to advocate for
themselves... | like that the
AAA Care managers ask the
patient what their goals are
and follow a plan to achieve
those goals.
Sometimes the patient’s #1
goal is not what we feel they
need medically; they may be

memus about somethlng else _)

The care needs of these complex patients are so vast, it's
like trying to catch a waterfall in a teacup.

The AAA care managers see the patient through different

eyes. Our [primary care] follow up visits are 3 months or

more so having the AAA care manager visits in between

Laura Wohler
Director of Clinical Services

Ruth McDowell

Physician Assistant

How has CoC
changed the way
services and care

are provided?

the AAA care managers are a safety net.

29

are critical...

Resion £
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Current State - FFS Billable Codes

Encounters documented in health system EMR

Billing Code Code Summary Requirements

Description

EMR flow sheet calculates minutes from start
= Palient enrolled in person

and stop times entered Comprehensive . 5 iuuutic assessient § care planning
HCPCS G0506 Assessment & personally performed by the billing provider
Care Planning *  Add-on code to the standard EAM code

« AAA generates monthly invoice based on report ISRIESAATON AN O RIE Wt vl

received by health system o (300¥ Telfuiing of ehck menRORTA Aot o
CPT 99490 Standard CCM office visits performed by clinical staff
. Lo = Care plon esiablished snd regularly reviewed
» AAA Social Care Clinicians enter codes and
i e Non * Additional 20 minutes of “non-complex™ CCM
related diagnosis in last encounter CPT 99439 compiex:  ° tvsp e Rmyiicis b
* Health system submits claims and reimburses * 60+ minutes of care management outside
i CPT 99487 office visits
AAA once Medicare pays St « Care plan created and/or significantly revised
S 'wer’i?.- CPT 99489 Complex i S e e e KO iae fof
3 Add-on Compiex CCM case

3 https://www.cms.gov/files/document/chronic-care-management-toolkit. pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mIn/minproducts/downloads/chroniccaremanagement.pdf



https://www.cms.gov/files/document/chronic-care-management-toolkit.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/chroniccaremanagement.pdf

Payment Evolution Journey

From Fee-For-Service to Value-Based Payment

shared strategy

Medicare FFS
Contracts with
RHC &
Primary Care
First Practices

Shared
Savings

Shared
Risk




Questions?

Christine Vanlandingham, CEO
Region IV Area Agency on Aging
cvanlandingham@areaagencyonaging.org

e Age
iy ;.

Sz v°

1974-2024
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Next Steps
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Reminder

* February HELC Sessions
" February 6 @ 2:00-3:30 p.m. ET, ECHO Session

" February 20 @ 2:00-3:30 p.m. ET, ECHO Session
Office Hours




(t O ECHO

Community-Driven, Multi-Payer Health REE N : g
Equity Solutions: An ECHO Collaborative I "'I,.E!?},I,l,\?’,,l,ltl:.}!.l ”

Learning Collaborative Resources

« HELC ECHO Sessions Recordings & Resources:
https://www.partnership2asc.org/healthequity/helc-resources/

« Partnership CHI/PIN Implementation Resources and Events:
https://www.partnership2asc.org/implementation-resources/

* Freedmen’s Health Consulting Implementation Resources:
https://communityintegration.info



https://www.partnership2asc.org/healthequity/helc-resources/
https://www.partnership2asc.org/implementation-resources/
https://communityintegration.info/

05 & ECHO,
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More Information About the HELC

* Qverview: www.partnership2asc.org/heathequity/

« FAQ: www.partnership2asc.org/FAQ

« Example: https://www.partnership2asc.org/healthequity/example-
participating-market/

 Health Plan Outcomes:
https://www.partnership2asc.org/healthequity/healthplanoutcomes/

* CHI Implementation:
https://www.partnership2asc.org/healthequity/chiimplementation/

30


http://www.partnership2asc.org/heathequity/
http://www.partnership2asc.org/FAQ
https://www.partnership2asc.org/healthequity/example-participating-market/
https://www.partnership2asc.org/healthequity/example-participating-market/
https://www.partnership2asc.org/healthequity/healthplanoutcomes/
https://www.partnership2asc.org/healthequity/chiimplementation/

"“'E:-!-'_!’@g.'; L

Thank you!
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