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HSCRC Regional Partnership Transformation Grant

FY 2019 Report

The Health Services Cost Review Commission (HSCRC) is reviewing the following for FY 2019: this Report,
the Budget Report, and the Budget Narrative. Whereas the Budget Report distinguishes between each
hospital, this Summary Report should describe all hospitals, if more than one, that are in the Regional

Partnership.

Regional Partnership Information

Regional Partnership (RP) Name

RP Hospital(s)

RP POC

RP Interventions in FY 2019

Trivergent Health Alliance Regional Partnership

Western Maryland Regional Medical Center, Frederick Memorial
Hospital, and Meritus Medical Center

Kristie Carbaugh, Project Management Director
Raymond Grahe, CEO

1. Behavioral Health:
1.1 Community Based Behavioral Health Case Management
1.2 Integration of Behavioral Health Professionals in Primary Care

2. Complex Care Management:
2.1 Implementation of Community Health Worker Service
2.2 Expansion of existing outpatient care management platforms
to address multidisciplinary clinical and care coordination needs of
identified high utilizers, and the under-served, population at-risk
to become high utilizers.
o FMH: Expansion of CARE Clinic Services and Mobile
Integrated Health Pilot Program
o MMC: Embedded Case Management Services added to
Specialty Care
o WMHS: Union Rescue Mission Clinic and Hometown
Healthy Program

3. ED PAU*:

3.1 Improved care coordination and transitions by increasing
integration with CRISP and creation of Care Alerts in alignment
with Maryland Hospital Associate/CRISP/HSCRCs state wide goal
to improve care coordination.

3.2: Reduction of PAU will inherently be achieved through
implementation of the CCM and BH interventions as described
above
3.3: Implementation of Mobile Integrated Health program as
funding sources are identified and in alignment with state and
county EMS regulatory compliance.
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Total Budget in FY 2019
This should equate to total FY 2018
award

Total FTEs in FY 2019 = 38.65

Program Partners in FY 2019
Please list any community-based
organizations or provider groups,
contractors, and/or public partners

*These interventions are carried out simultaneously in conjunction
with the CCM and BH interventions detailed through 1 and 2
above. The primary focus of the CCM intervention work is to
decrease preventable inpatient utilization and secondarily focuses
to decrease ED PAU. The BH interventions primarily focus to
decrease ED PAU. ED PAU measurement is incorporated into the
BH and CCM process and outcome measures. Reporting for 3.2
and 3.3 will be inherently embedded within the BH and CCM
specific intervention sections. Reporting associated with 3.1 will
be addressed within the CRISP Key Indicators section of this
narrative template.

4. Create a Regional Care Management Education Center
(RCMEC)

Implement standardized, evidence based, case management
education and training regionally.

Initial Award: $3,100,000; distributed equally among the three
member hospitals.

FY 2019 Award: $2,480,000 in total, distributed equally among the
three member hospitals:

$826,667- Western Maryland Regional Medical Center,
$826,667- Frederick Memorial Hospital, and
$826,667- Merits Medical Center

Employed: 26.15 Regional Total

Contracted: 12.5 Regional Total

To view grant funded FTE by role per strategy reference the separately
attached submission file titled: 2. THA RCT FY 19 Budget

Narrative Final 9.2019; Table 2. Regional Care Transformation Grant
Funded FTE; page 8.

Potomac Case Management Service, Inc. (PCM);
Lighthouse, Inc.;

Archway Station, Inc.;

Washington County Commission on Aging;

Asian American Center Frederick County;

Emergency Medical Services (EMS): Frederick County and
Allegany Counties;

Allegany County Health Department;

Allegany County Department of Social Services (DSS);
Union Rescue Mission

Maryland Area Health Education Center West (AHEC);
Allegany County Human Resources Development Commission
(AHRDC);
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Western Maryland Food Bank;
Associated Charities;

Local Management Board;
CRISP

Overall Summary of Regional Partnership Activities in FY 2019
(Free Response: 1-3 Paragraphs):

- During Fiscal Year (FY) 2019 a total of 12,199 patients were engaged through the Regional Care
Transformation grant funded interventions. The table below lists the number of patients
engaged by intervention. Hospital specific values are provided within Figure 1, appendix, page
28.

o Based on lessons learned in FY 2018, not all interventions focused on programmatic
growth to exceed prior volumes. For some interventions, it was determined necessary
to decrease caseloads thus creating capacity for care team members to heighten the
depth and quality of the intervention with the patient; thus facilitating longer lasting
clinical outcomes.

Table 1: FY 2019 total number of patients engaged through the Regional Care Transformation
(RCT) program by intervention type.

FY 18- RP Number FY 19- RP Number

of Engaged of Engaged
RCT Program Intervention: Patients Patients
Behavioral Health- Strategy 1:

1.1 Community Based Behavioral Health Case Management 1,868 1,459
1.2 Integrated Behavioral Health Professional in Primary
Care 2,574 3,031
Complex Care Management- Strategy 2:
Number of Targeted High Utilizers Engaged in CCM services 470 664
2.1 Community Health Worker Service:
- Inpatient CHW 923 2,697
- Outpatient CHW 926 1,477

2.2 Expansion of Care Management existing infrastructure
to include the following services:
- URM clinic and Hometown Healthy Partnership (new

FY 19) 310 750
- Care Clinic 379 1,488
- Embedded Care Management services in specialty care

practices 220 633
Total # of patients engaged in RCT Interventions * 8,146 12,199
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# OF NEW HU ENGAGED EACH YEAR
WITH THE TOTAL # OF NEW HU IDENTIFIED

EACH YEAR
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# of NEW HU Engaged in Interventions Total # NEW HU Identifed by RP

- Within the graphic above, the number of “new” high utilizers identified each year are displayed
via the orange values. (These “new” high utilizers had not met the criteria previously, yet now
meet the RP’s initial targeted high utilizer definition.) The blue columns serve to communicate
the total number of new high utilizers the partnership has been able to engage each year.
Effective management of the high utilizers is difficult but critically necessary to make lasting
change that will ultimately drive the cost curve to decrease overall.

o Calendar year (CY) 2016 the Regional Partnership (RP) engaged 577 (or 55%) of the 1044
High Utilizers identified from calendar year 2015 data analysis.

o Calendar Year (CY) 2017 the RP engaged 49% of the 951 new High Utilizers identified
from calendar year 2016 data analysis.

o Calendar Year (CY) 2018 the RP engaged 71% of the 929 new High Utilizers identified
from calendar year 2017 data analysis.

- While our program continues to identify new high utilizers each year, there are some current
high utilizers that graduate from specific interventions, and others that continue to require
engagement in services (albeit to a lesser degree in most circumstances, yet- not always).

- Impact of interventions on PAU (as quantified to date by two of our three hospital members):
o Calendar year (CY) 2017 Engaged High Utilizers had 1,049* less PAUs in calendar year
2018 than calendar year 2017.
= Of the 1,049 PAU eliminated:
e 680 were PAU Readmissions ($9.8M in total charges)
e 369 were PQls ($3.7M in total charges)
o This reduction in PAU represents $13.5M of the total reduced charges.

- We emphasize the need for a mechanism to be available to support the continuation of the
care management programs implemented via the initial regional partnership grant program.
The value of this work has been demonstrated to the benefit of the patients, care partners,
health systems, and the Medicare Demonstration Project.
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The resources deployed are finite, and these resources are not sufficient to engage all
eligible patients into these care management services. It is important to acknowledge:

o Medicare population has increased further demonstrating that just as quickly as we
are able to graduate patients from our programs, we are replacing them with new
high utilizers and those with rising risk Medicare beneficiaries, many of whom have
chronic conditions.

o Patients graduate from programs, but will still need engagement to a lesser degree
to ensure they do not return to the HU list.

o New High Risk Patients and Rising Risk are being identified continuously
Addressing populations with rising risk requires longer term intervention; potentially yields
greater impact, and results are harder to measure.

Hospitals have created and sustained the infrastructure that provides the launch for these
grant initiatives. The infrastructure is not funded by the grant program and has been more
fully developed over the last 3 years. Without the infrastructure the grant program would

not be nearly as successful.

Intervention Program

Please copy/paste this section for each Intervention/Program that your Partnership maintains, if more

than one.

BEHAVIORAL HEALTH STRATEGY of Regional Care Transformation Program

Intervention 1.1 Community Based Behavioral Health Case Management (BH CM)

Intervention or Program Name

RP Hospitals Participating in
Intervention

Please indicate if All; otherwise,
please indicate which of the RP
Hospitals are participating.

Brief description of the
Intervention
2-3 sentences

Participating Program Partners
Please list the relevant community-
based organizations or provider
groups, contractors, and/or public
partners

Patients Served

1.1: Community Based BH Case Management

All RP Hospitals are participating.

Implementation of Community based Behavioral Health Case
Management (BH CM) leverages the best practice model at
WMHS, as it provides patients upon discharge from the ED with
specialized behavioral health case mgmt. resources to bridge the
gap from discharge until connected with appropriate community
based services. This service has reduced readmissions and ED
revisit rates for program participants.

BH CM: Potomac Case Management Service, Inc.
Lighthouse, Inc.

Archway Station, Inc.

Union Rescue Mission

# of Patients Served as of June 30, 2019: 1,459
(Value is equal to the # of unique patients served in FY 2019.)
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Please estimate using the Population
category that best applies to the
Intervention, from the CY 2018 RP
Analytic Files.

HSCRC acknowledges that the High
Utilizer/Rising Risk or Payer
designations may over-state the
population, or may not entirely
represent this intervention’s
targeted population.

Feel free to also include your
partnership’s denominator.

Pre-Post Analysis for
Intervention (optional)

If available, RPs may submit a
screenshot or other file format of the
Intervention’s Pre-Post Analysis.

Intervention-Specific Outcome
or Process Measures
(optional)

These are measures that may not
have generic definitions across

Denominator of Eligible Patients: 489,799

(Source of denominator # 1, as requested by HSCRC:

RP Analytic file for 01Jan 2018-31Dec18_yearly downloaded from
CRISP on 8/13/19; 3+ IP or Obs>=24 visits; Column C- Population.)

RP Denominator (intervention specific): 6,558
Source: Unique number of patients discharged from BH inpatient
unit or the ED with primary BH ICD-10 codes F10-F69, F80-F99.

Community based BH CM targets to support behavioral health
patients after inpatient or emergency department (ED) discharge
to prevent ED revisits and/or readmission.

FMH: A copy of the calendar year 2018 CRISP Pre/Post report
results demonstrated via FMH’s BH CM in partnership with
Potomac Case Management, Inc. is provided as Figure 2:
Community Based Behavioral Health Case Management: CRISP
Pre/Post report for patients engaged in services calendar year
(CY) 2018; Frederick Memorial Hospital, appendix pg. 29.

Key impact summarized from this CRIPS Pre/Post report includes:
- Change in Pre/Post Total Charges at the 12 month mark
guantifies that patients engaged in this service generated
$2,480,123 less in charges after engagement, than required prior
to engagement. This reduction is charges is the result of reduced
utilization, as the patients engaged need 153 less visits after
engagement then they had required prior to engagement.

- Visits per 10 members reduced at the following rates:

3 month mark: -9.8 (less visits)
6 month mark: -8.7 (less visits)
12 month: -6.1 (less visits)

- While this intervention is aimed to reduce ED avoidable
utilization through providing BH patients needed care
transition and coordination, the results demonstrate the
impact extends out to the 1 year mark post engagement.

Community Based BH Case Management:

e The Regional Partnership’s ED revisit rate of program
participants, met or outperformed the target 89% of the
time during Fiscal Year 2019.
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Partnerships or Interventions and
that your Partnership maintains and
uses to analyze performance.
Examples may include: Patient
satisfaction; % of referred patients
who received Intervention;
operationalized care teams; etc.

Successes of the Intervention in
FY 2019
Free Response, up to 1 Paragraph

Lessons Learned from the
Intervention in FY 2019
Free Response, up to 1 Paragraph

Regional Partnership readmission rate of program
participants, met or outperformed the target 75% of the
time during Fiscal Year 2019.

Fiscal year 2019 a total of 1,459 unique patients were
engaged in the Behavioral Health Case Management
intervention.

A copy of the actual readmission and ED revisit rates for program
participants are provided in Figure 3: Community Based BH Case
Management Process Metric Results; FY 2019, appendix page 29.

Community based BH case management:

Results/impact to Readmission and ED Revisit rates as
detailed within Figure 3, appendix pg. 29.

Continuation of collaborative work with other disciplines.
Ability to engage clients in the program and see impact in
their subsequent utilization.

Community based BH case management:

Year over year, a higher population of eligible patients
in need of this service is present.

It is of vital importance to address social determinants
of health (transportation, housing, and food); as
addressing these needs is key to admission/readmission
prevention.

With the increased incidence of opioid and alcohol
addiction, there is greater need for the services provided
by peer recovery specialists than can be met with existing
resources.

Use of this intervention for patients with a prior high use
of BH services versus, engagement of patients upon first
presentation to ED for an “avoidable” encounter requires
two different approaches to measurement approaches
when trying to capture impact beyond readmission and
ED revisit rates.

o FMH: Program enrollment is initiated for
patients with an established utilization pattern
and has found the CRISP pre/post report useful in
guantifying impact for patients enrolled in the
service.

o MMCand WMHS: Patients that present with BH
conditions, that typically if effectively managed in
a community based setting, do not require ED or
inpatient treatment are referred to participate in
the program. Thus, aimed to avert the start of
high utilization patterns and does not require a
prior utilization pattern to refer the patient for
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Next Steps for the Intervention
in FY 2020
Free Response, up to 1 Paragraph

Additional Free Response
(Optional)

engagement in the program. Without prior
utilization patterns, use of pre/post utilization
analysis is not a meaningful way to measure
impact. Our Partnership is still working to
articulate an effective process to quantify the
outcomes gained financially.

e Secure a funding source to implement BH Virtual Visits,
as this program would expand access to resources timely
in crisis, and increase outpatient focus and outpatient
psychiatry capacity.

e FMH CARE Clinic is looking to add a Behavioral Health
Nurse Practitioner.

e WMHS is working to open a crisis house in late spring of
2020, which will serve as another Behavioral Health
Community Based Case Management referral source.

e Exploration of how to further leverage collaborative
efforts with local law enforcement divisions and the BH
Community Based CM service.

Intervention 1.2 Integration of Behavioral Health Professionals in Primary Care

Intervention or Program Name
RP Hospitals Participating in
Intervention

Please indicate if All; otherwise,
please indicate which of the RP
Hospitals are participating.

Brief description of the
Intervention

2-3 sentences

Participating Program Partners
Please list the relevant community-
based organizations or provider
groups, contractors, and/or public
partners

1.2 Integration of Behavioral Health Professionals in Primary Care
All regional partnership hospitals are participating.

Implementation of standardized depression screening tool to
screen all adults within health system employed practices for
depression. Grant resources have been utilized to create or
expand access to Behavioral Health Professionals (BHPs)
embedded in Primary Care among regional partnership members.
A standardized approach to depression screening leads to early
detection and early intervention, allowing BHPs and primary care
providers in coordination to develop collaborative treatment
plans with the patient. These efforts support early detection and
treatment to ward off escalation and crisis, which often lead to
avoidable ED and inpatient utilization.

Lighthouse, Inc.

Archway Station, Inc.

Union Rescue Mission

10
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Patients Served

Please estimate using the Population
category that best applies to the
Intervention, from the CY 2018 RP
Analytic Files.

HSCRC acknowledges that the High
Utilizer/Rising Risk or Payer
designations may over-state the
population, or may not entirely
represent this intervention’s targeted
population.

Feel free to also include your
partnership’s denominator.

Pre-Post Analysis for
Intervention (optional)

If available, RPs may submit a
screenshot or other file format of the
Intervention’s Pre-Post Analysis.

Intervention-Specific Outcome
or Process Measures
(optional)

These are measures that may not
have generic definitions across
Partnerships or Interventions and
that your Partnership maintains and
uses to analyze performance.
Examples may include: Patient
satisfaction; % of referred patients
who received Intervention;
operationalized care teams; etc.

# of Patients Served as of June 30, 2019: 3,031
(Value = # of unique patients engaged with Integrated Behavioral
Health Professional fiscal year 2019.)

Denominator of Eligible Patients: 489,799

(Source of denominator # 1, as requested by HSCRC:

RP Analytic file for 01Jan 2018-31Dec18 yearly downloaded from
CRISP on 8/13/19; 3+ IP or Obs>=24 visits; Column C- Population.)

RP Denominator (intervention specific): 9076

Value is derived using the following logic:

(# Adult MMC, FMH, and WMHS patients of employed PCP
practices in calendar year 2018 + # of eligible adult FMH Care
Clinic patients + # of eligible adult WMHS Clinical Resource Center
patients) times 20%.

Note: MRNs are cross referenced to ensure a unique patient
count. Next, a factor of 20% is applied to account for the
incidence of depression in the United States.

This intervention aims at early detection to provide early
intervention to prevent escalation and progression of needs.
Provided high utilization is not part of this programs engagement
criteria, pre/post analytics yield null results and would not be an
effective method to measure impact.

RP Integration of BHP in Primary Care Process Metric Results for
Fiscal Year 2019 Summarized for the Regional Partnership:
% of hospital employed Target of 80% has been
PCPs utilizing std. exceeded every month
depression screening tool throughout FY 19.

(PHQ 2/9).

Total #- PHQ 9's
administered (adults) within
Employed Primary Care
Providers

# Unique adult patients who
were screened via PHQ 2 or
9 in prev. 12 mos.

# of unique pt. visits in
previous 12 mos.

% of unique adult patient
within RP screened FY 18

8,878

45,257

78,229

58%; which exceeded the
baseline of 24% twofold,
and steady increase from
the fiscal year 2018 value of
46% screened.
12,334

Total # of interventions
completed by BHPs in FY 19

11
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(Intervention= telephonic,
face to face, or home
support for WMHS, FMH,
and MMC)

Successes of the Intervention in Integration of BHP in Primary Care

FY 2019 °
Free Response, up to 1 Paragraph

Lessons Learned from the °
Intervention in FY 2019
Free Response, up to 1 Paragraph °

# of adult patients screened for risk of depression has
increased by 19% among the partnership.

Patients are receptive to engaging with the integrated BH
specialist embedded in primary care; as receiving care from
within their primary care providers office is not seen with the
same stigma associated with walking into a branded
behavioral health care center. Thus allowing patients in need
of BH counseling to ultimately receive the care needed.

After engaging with the Integrated BH specialist, if it is
determined longer-term BH services are needed, clients are
more susceptible to engaging (i.e. evidence the stigma that
once prevented their engagement is being overcome- as the
benefits of such care is experience).

Patient’s that screen positive for significant risk of depression
are being referred to Integrated BHP in primary care where
available.

Awareness of depression continues to increase.

Embedded BH case management continues to facilitate many
patients to be managed by their PCP on mental health
medications and avoid long waits for mental health services
in the community. The communication between the PCP and
the mental health medication prescribing provider has
increased.

Primary Care practices embrace having access to embedded
Behavioral Health Specialists.

Opportunity remains to increase the overall % of unique
adults patients screened.

Calendar year 2018, MMC was heavily focused on preparing
to replace their Meditech inpatient EHR and outpatient
Allscripts based ERH to a seamless EPIC EHR (inpatient and
outpatient). Go-Live of the new EHR occurred in Sept. of
2018. Before, during, and after implementation, clinical
resources were focused providing high quality care and
execution of a prioritized approach to system problem solving
to optimize use of the new EHR and its capabilities. Users are
now familiar with the new EHR and new work flows that
commenced post EHR implementation. Efforts are now
focused on improving the visibility of the depression
screening assessment tools embedded within the EHR to re-
center efforts on depression screening to assess patient risk

12
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Next Steps for the Intervention

in FY 2020
Free Response, up to 1 Paragraph

Additional Free Response
(Optional)

for depression to facilitate early detection of at-risk adults
within the Primary Care Practices.

Integration of BHP in Primary Care:

Focused improvement efforts to increase the overall
percentage of all adult patients screened for depression.
FMH will be onboarding a second Integrated Behavioral
Health Specialist to support the community providers.

RP is actively working to identify a viable funding source to
deploy a pilot program to conduct Behavioral Health virtual
visits within the ED and inpatient units using a shared
Advanced Health Collaborative BH virtual provider group.
Once implementation funding is secured, the AHC outcomes,
the Advanced Health Collaborative (AHC) BH work team is
planning to expand the virtual visit platform to support
additional phase, one of which would allow this platform to
be utilized by the embedded Integrated BHP clinicians to
expand their reach to patients with identified need/risk.
Currently this work is pending financial feasibility aspects to
be addressed.

COMPLEX CARE MANAGEMENT STRATEGY of Regional Care Transformation (RCT) Program:

Intervention 2.1 Addition of Community Health Worker Service Program

Intervention or Program
Name

RP Hospitals Participating in
Intervention

Please indicate if All; otherwise,
please indicate which of the RP
Hospitals are participating.

Brief description of the
Intervention
2-3 sentences

Community Health Worker Service

All RP Hospitals are participating.

2.1: Community Health Worker (CHW) service implemented as an

extension of existing outpatient care management infrastructure to
provide high touch care to increase patient engagement, assess for
social determinants of health needs, and connect patients with
appropriate community based resources. The outpatient Community
Health Workers are supported by a clinically strong, multidisciplinary
team to address clinical patient needs.

13
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Participating Program
Partners

Please list the relevant
community-based
organizations or provider
groups, contractors, and/or
public partners

Patients Served

Please estimate using the
Population category that best
applies to the Intervention,
from the CY 2018 RP Analytic
Files.

HSCRC acknowledges that the
High Utilizer/Rising Risk or
Payer designations may over-
state the population, or may
not entirely represent this
intervention’s targeted
population.

Feel free to also include your
partnership’s denominator.

Pre-Post Analysis for
Intervention (optional)

If available, RPs may submit a
screenshot or other file format
of the Intervention’s Pre-Post
Analysis.

All RP Hospitals are participating. WMHS repurposed FTEs to expand
their existing outpatient CHW service to now reach inpatients, with
identified high and moderate risk for readmission, prior to discharge.
WMHS’s inpatient CHW service facilitates scheduling of outpatient
follow up appointments and ensuring roadblocks to attending the
follow up appointments are mitigated. MMC partnered with
Commission of Aging to implement an outpatient CHW Service
targeting high utilizers. FMH partnered with Asian American Center to
implement a hybrid model through which CHW representatives can
make a warm connection with the patient prior to discharge from
inpatient status, and then follow up to address need via the
outpatient CHW service

Washington County Commission on Aging

Frederick County Asian American Center

Western Maryland Health System had an existing CHW program which
has been expanded using grant funded resources.

# of Patients Served as of June 30, 2019: 664
Value = Number of targeted high utilizers “engaged” within Care
Management Platform.

Denominator of Eligible Patients: 489,799

(Source of denominator # 1, as requested by HSCRC:

RP Analytic file for 01Jan 2018-31Dec18_yearly downloaded from
CRISP on 8/13/19; 3+ IP or Obs>=24 visits; Column C- Population.)

RP Denominator: 929 High Utilizers
Value = Number of targeted calendar year (CY) 2017 new high utilizers
that meet our initial target population inclusion criteria.

Summarized results quantified CRISP pre/post utilization analysis of
calendar year (CY) 2017 New HU engaged with Care Management
Services are displayed in Table 3 (next page).
* Hospital Specific CRISP Pre/Post reports for the Engaged calendar
year 2017 (CY 17) High Utilizes are provided with the Appendix:
*  Figure 4 — WMHS; appendix pg. 30
*  Figure 5 — MMC; appendix pg. 31
*  Figure 6 — FMH; appendix pg. 32
* The goal, as stated within the grants RFP documents and our
approved program, to reduce inpatient utilization, readmissions,
and PQls was achieved and exceeded initially projected
thresholds.

14
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Intervention-Specific
Outcome or Process
Measures

(optional)

These are measures that may
not have generic definitions
across Partnerships or
Interventions and that your
Partnership maintains and uses
to analyze performance.
Examples may include: Patient
satisfaction; % of referred
patients who received
Intervention; operationalized
care teams; etc.

Table 3: Complex Care Management calendar year 2017 High Utilizer:
CY 2017 to CY 2018 Utilization Comparison Results

CY 17 HU Utilization in CY 18

# of Engaged High Utilizers by RP:
# of Engaged High Utilizers- Insurance
Type: Medicare

Total Pre
Total Post
Total change in utilization: Savings of:

Readmission
Pal
Total Change in PAU (reductions)

Engaged Patients- Aggregated
664
440
Encounters Charges
5913 $ 46,367,852
3183 $ 19,772,328
# of
Reduced Reduction in Total
Occurances Charges
680 $9,821,252
369 $3,720,560

* 71% of identified CY 17 High Utilizers were engaged in services

by the RP in CY 18.

* CCM program quantified $26.6M less in charges as the CRISP
pre/post report tabulates that the post engagement in patients
utilized 2700 visits less than they had consumed pre-

engagement.

*  Program participants had 1,049 less PAU after engagement in

services.

Outpatient CHW service (MMC and FMH)

Process Measure

RP Aggregated Value

Total # of unique patients care
for through the CHW Service in
fiscal year 2019

926

Total # of referrals made by
CHW to connect patients’ to
additional services based on
need

1,814 *footnote inserted within
the “additional free response”
section on page 17.

Quality of life assessment
scores completed pre and post
CHW service engagement

Patients engaged with the CHW
service at each member hospital
demonstrate a higher quality of
life score after engagement in
the service, in comparison to
their pre-engagement self-
assessment score. Actual results
are detailed per hospital member
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Successes of the
Intervention in FY 2019
Free Response, up to 1
Paragraph

via Figure 7: Quality of life
Pre/Post Engagement with CHW
service assessment questions
results; appendix pg. 33.

Total # graduated from Fiscal Year 2019 = 241
program

Inpatient CHW service (WMHS)

# of patients engaged with
Inpatient CHW service fiscal 2,697
year 2019

Patients assessed with High or Very-High risk for readmission who
engaged with inpatient CHW service, and attended their follow up
appointment within 7 days, and readmitted, had a significantly
lower readmission rates for 10 out of the 12 months in FY 19.

out of 12 months in FY 19.

Program Process Metric Performance; appendix page 33.

Patients assessed with Moderate risk for readmission, engaged with
the CHW service and attended their follow up appointment within 7
days, and readmitted, had a significantly lower readmission rates 12

e Actual monthly results are provided in Figure 8: Inpatient CWH

CHW Service:
e Improvement/refinement of referral criteria, and the articulation

of program “graduation” criteria.
e One of the community based partners has completed the

certification requirements to be a “CHW Trainer”. This resource is

now capable of training new “CHW” recruits.
e Patients assessed to have moderate risk, high risk, or very-high

risk for readmission that engaged with the inpatient CHW service

and attended their follow up appointment within seven days
demonstrated significantly lower readmission rates than those

patients who did not engage with the service and did not attend

their follow up appointment within seven days.

e FMH has successfully transitioned a portion of the contracted
CHW service to be delivered by the health system. This
reconfiguration of how the resources are deployed enables the

CHWs fulfilling these roles to be eligible for health benefits, and

affords the CHWs to work more closely with multidisciplinary care

coordination team members.
e Number of referrals CHW are able to process and facilitate in
order to connect patient to needed community based services.
e Ability of CHWs to develop trusting relationships with patients.
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Lessons Learned from the e Importance of having the CHWS be on site to effectively build up
Intervention in FY 2019 their knowledge and skill base, and foster the trust needed for
Free Response, up to 1 multidisciplinary teams to highly function.

Paragraph e Having connection with patient prior to discharge increases

patients’ willingness to participate in the program.

e Found the need to decrease the overall CHW caseload to foster
deeper more meaningful connection with clients in order to more
completely address each engaged client’s need.

e Implications of contracted vs employed service.

e To continuously improve based on fiscal year 2018 lessons
learned, during fiscal year 2019 one RP member changed the
configuration of the CHW contracted resources. As of Jan. 2019,
3.5 CHW full time employees (FTE) have on boarded with FMH
and two FTEs remain contracted. This transition from contracted
to employed allows for expansion of hours the resources are
available, helps with administrative challenges, ensures resources
are focused to serve the target population, and allows for the
employed CHW to have health insurance and benefits not
available to them as a contracted position.

e During the first quarter of fiscal year 2019 MMC executed a plan
to increase the quality of the interactions between CHW and
patients to ensure that upon graduation from the program, all
needed goals were met. The impact of conducting this re-training
resulted in more in-depth care and better coordination of care,
yet required a decrease in overall caseload per CHW FTE. MMC
has confirmed that the investment in a higher quality service
yields greater benefit to the patient and is evident in clients post
engagement reduction in avoidable utilization.

Next Steps for the CHW:

Intervention in FY 2020 e WMHS- Sustainment of CHW deployment in alighment to disease
Free Response, up to 1 processes/service lines: Diabetes, COPD, and Heart Failure. With
Paragraph this model CHWs receive focused disease specific training.

e FMH- Monitoring and tracking of CHW performance metrics to
monitor effects and drive outcomes desired post programmatic
changes made in fiscal year 2019.

e MMC- Increased ability to extract performance data from within
EPIC.

e MMCand FMH: Provided the Washington County Commission on
aging, as of the fiscal year 2019, now has a resource qualified to
train new CHW’s, this resource’s new skill set will be leveraged to
on board new CHW’s. Both CHWSs programs will monitor the
quality of the education provided to ensure all CHWS are well
prepared to engage with patients as referred.
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Additional Free Response
(Optional)

*Total number of referrals made by outpatient CHW to connect
patients’ to additional services is only representative of the referrals
place by FMH and their partner. Asian American Center of Frederick
County. With the implementation of EPIC at MMC during FY 2019, a
newly configured EPIC based report will be created. Once the report
is configured and validated this volume will resume being tracked and
available to report.

Intervention 2.2 Expansion of existing outpatient care management platforms.

Intervention or Program
Name

RP Hospitals Participating
in Intervention

Please indicate if All;
otherwise, please indicate
which of the RP Hospitals are
participating.

Brief description of the
Intervention
2-3 sentences

Expansion of existing outpatient care management platforms.

Each hospital is participating in this initiative via the following complex
care management platform expansion programs:
o FMH: Expansion of FMH’s Care Clinic and implementation of a
Mobile Integrated Health Pilot in collaboration with Frederick
County EMS.
o WMHS: Union Rescue Mission Clinic and implementation of
Hometown Healthy Partnership
o MMC: Expansion of embedded Care Management Services into
specialty care practices.
All RP Hospitals are participating in the intervention but expanding
upon existing resources and infrastructure to speed impact of grant
resources via shovel ready interventions without duplicating existing
programs.

CARE Clinic: Expansion of access to the existing multidisciplinary
outpatient CARE Clinic focused on providing disease based follow up
care and care coordination from 2 days a week, to 5 days a week.

A Mobile Integrated Health pilot program has been implemented in
collaboration with Frederick County EMS to provide proactive home
visits for ED and/or EMS high utilizers. A paramedic initially meets with
referred client. Subsequent visits are conducted with the paramedic
and any additional disciplines (Pharm, RN, SW, Dietitian, etc.) deemed
appropriate. Additional community resources are engaged based on
identified need (i.e. Behavioral Health Case Management, Hospice,
Home Health, Community Health Worker Service, etc.).

Union Rescue Mission Clinic: Sustainment of this service supports
both the BH and CCM strategy while increasing access to primary care,
(a challenge found specific to Allegany County during the data analysis
in the planning phase), by extending the reach of the existing
multidisciplinary outpatient Clinical Care Resources (CCR) clinic.
Sustainment of this service enables pro-active engagement with the
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Participating Program
Partners

Please list the relevant
community-based
organizations or provider
groups, contractors, and/or
public partners

Patients Served

Please estimate using the
Population category that best
applies to the Intervention,
from the CY 2018 RP Analytic
Files.

HSCRC acknowledges that the
High Utilizer/Rising Risk or
Payer designations may over-
state the population, or may
not entirely represent this

underserved population in need of connection with a primary care
provider, screening for early detection of issues that need attention
and management, and resources capable of providing assessing and
addressing needs related to social determinants of health.

Hometown Healthy Partnership: This strategy aims to meet the
community members where they are. HH Partners will attend
established community events (steak and chicken dinners, summer
festivals, bingo nights, etc.) in areas where the Social Determinants of
Health are prevalent. Joining these established events with community
leaders, be they elected officials or informal leaders from that area;
targets building trust and rapport with community members. WMHS is
hoping that over time these trust building measures will increase the
likelihood of community engagement and participation in health &
wellness activities.

Embedded Care Management in Specialty Care: Expansion of existing
Integrated Care Management services in primary care to include two
specialty practices (Pulmonary and Cardiology). Integrated Care
Management team provides multidisciplinary care coordination, and
care transition support from the primary or specialty care outpatient
office in collaboration with the provider and their office based team.

Emergency Medical Services (EMS): Frederick County and Allegany
Counties;

Allegany County Health Department;

Allegany County Department of Social Services (DSS);

Union Rescue Mission

Maryland Area Health Education Center West (AHEC);

Allegany County Human Resources Development Commission (AHRDC);
Western Maryland Food Bank;

Associated Charities;

Local Management Board;

# of Patients Served as of June 30, 2019: 2871

Denominator of Eligible Patients: 489,799

(Source of denominator # 1, as requested by HSCRC:

RP Analytic file for 01Jan 2018-31Dec18_yearly downloaded from CRISP

on 8/13/19; 3+ IP or Obs>=24 visits; Column C- Population.)

RP Denominator (intervention specific): 16,005
Value is = Sum of MMC + WMHS + FMH Eligible patients
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intervention’s targeted
population.

Feel free to also include your
partnership’s denominator.

Pre-Post Analysis for
Intervention (optional)

If available, RPs may submit a
screenshot or other file
format of the Intervention’s
Pre-Post Analysis.

Care Clinic: CRISP Pre/Post Analysis report for CARE Clinic patients
guantifies significant reduction in visits at the 1 month, 3 month, and 6
month intervals. In alignment with this interventions objective to
reduce avoidable utilization, the Pre/Post report quantifies significant
decreases in following post engagement with CARE Clinic services: the
rate and average charge per member, rate of visits per 10 members,
and average charge per visit.

The fiscal year 2019 internally calculated readmission rate for program
participants is only 6%.

CARE Clinic Pre/Post Report excerpt is presented in Table 4. Care Clinic
CRISP Pre/Post Summary of Results to summarize the outcomes

quantified.

Table 4. Care Clinic CRISP Pre/Post Summary of Results

Time Total # | Total # Total Total

period Visits Visits Charges | Charges
Pre Post Pre Post

1 Months 1,502 590 $9.6 M $2.3M

3 Months 2,464 1,515 $14.5M $7.1M

6 Months 3,334 2,535 $18.1M $11.6M

12 Months | 3,253 2,696 S179M $12.7M

CARE Clinic Pre/Post reduced charges summarized from Table 4 above:
1Month: $7.3M
3 Moth: S 7.4M
6 Month: $6.5M
12 Month: $5.2M

A copy of the entire CRISP report summary is provided as Figure 9:
FY 2019 CRISP Pre/Post Analysis Results for patients engaged with CARE
Clinic appendix, pg. 34.

Union Rescue Mission Clinic: Internal Pre/Post Analysis are posted in
Table 5. MCR Pre/Post analysis results for program participants by
comparing calendar year 2017 utilization to that of calendar year 2018.
Reduction in utilization is demonstrated for inpatient, ED, OBS visit, and
readmissions counts; indicating shift from higher cost, more complex to
lower level need!
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Table 5: Union Rescue Mission Clinic Pre/Post Analysis Results

Calendar Calendar % of
Utilization Year 2018 Year 2017 Change
Metric Value Value (Reduction)
Total
S 186,023 | S 349,082
Charges
Total Visit 29 141
Count
Inpatient
14 23

Visit Count
D Viei

Visit 61 110
Count
OBS Visi

isit A 8
Count
R —
fe:i\dmlssmn 1 5

Visit Count

2016 — 2019 year over year, Union Rescue Results are provided within
Figure 10, appendix page 35.

Hometown Healthy Partnership:

Hometown Healthy Partnership is a collaboration between local health
and social service providers in Allegany County and community leaders
to help improve the health and well-being of the community. During
fiscal year 2019 eight Hometown Healthy Partnership events were
conducted collaboratively by more than eight agencies, engaging a
combined total of 705 unique community residents.

Embedded Care Management in Specialty Practices:

CRISP Pre/Post Analysis Results for patients engaged with Embedded
Care Management in two Specialty Practices are summarized in Table
6.

Table 6. Embedded CM in two Specialty Practices: CRISP Pre/Post
Summary of Results

Time Total# | Total# | Total Total

period Visits Visits Charges | Charges
Pre Post Pre Post

1 Months | 426 172 $5.0M $852K

3 Months | 616 363 $6.3M $2.1M

6 Months | 587 402 $5.2M $2.6M
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Intervention-Specific
Outcome or Process
Measures

(optional)

These are measures that may
not have generic definitions
across Partnerships or
Interventions and that your
Partnership maintains and
uses to analyze performance.
Examples may include:
Patient satisfaction; % of
referred patients who
received Intervention;
operationalized care teams;
etc.

Successes of the
Intervention in FY 2019
Free Response, up to 1
Paragraph

Embedded Care Management CRISP Pre/Post reduced charges
summarized from Table 6 (on previous page):

1 Month: S 4.1M
3 Month: $4.2M
6 Month: $2.6M

A copy of the CRISP Pre/Post report summary is provided in Figure 11:
CRISP Pre/Post Analysis Results for patients engaged with Embedded
Care Management within two Specialty Practices, appendix page 36.

CARE Clinic Process Metrics:

- Fiscal year 2019 average number of CARE Clinic scheduled visits per
month increased to 314 per month from FY 18 average value of 257 per
month.

Mobile Integrated Health (MIH) Process Metrics:

- July 2016- July 2017: MIH application written and submitted.

- July/Aug. 2017: Application approval notification received and
implementation work began.

- Nov/Dec. 2017: On boarding/orientation of Paramedic.

- Jan/Feb 2018: Began enrolling participants. Slow ramp up,
problem solved challenges and determined initial paramedic
was not the best fit for the program, new candidate search
commenced.

- July 2018: New paramedic on boarded. Ramp up of program
demonstrated through increased participation and engagement
of clients identified by EMS and hospital (high utilizers). EMS
embedded a referral mechanism into the EMR enabling all
paramedics to refer potential participants into the program.

- June 2019- Current paramedic promoted, recruitment of 3"
paramedic is under way.

- July 2019- Successful on board of new paramedic. Work
continues to stabilize and grow the program.

e The fiscal year 2019 total number of unique patients engaged in
this series of interventions almost double from fiscal year 2018
totals. (Fiscal year 2018: 1487 patients were engaged in services;
fiscal year 2019: 2871 patients engaged in services.)

e Reduced utilization achieved through all 3 initiatives: Union Rescue

Mission Clinic, CARE Clinic, and embedded case management in
specialty care.

e Collaborative working relationship between embedded Case

managers and specialist, which facilitates providers to refer
patients in need of CM services.
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Lessons Learned from the
Intervention in FY 2019
Free Response, up to 1
Paragraph

Next Steps for the
Intervention in FY 2020
Free Response, up to 1
Paragraph

Additional Free Response
(Optional)

e Near the end of fiscal year 2018 WMHS confirmed need to

reconfigure their mobile clinical resources intervention into a
Hometown Health Partnership program. This change in focus was
determined necessary align the programs service offering with that
of the patient need which gathered from the community through
various surveys. The program and resource reconfiguration
planning work was executed during the first half of fiscal 2019, and
the Hometown Healthy Partnership program was deployed mid FY
20109.

e As mentioned previously, it would be of great value to add a
behavioral health nurse practitioner’s skill set to the CARE Clinic in
fiscal year 2020 to expand capacity to address BH specific need
beyond that which can be addressed by the existing integrated
behavioral health specialist.

Expansion of CCM Programs:

e CARE Clinic is looking to expand access to BH professionals, expand
access to NP and multidisciplinary access based on patients’ needs-
dietician access for example, as their schedules are fully booked
and additional need exists.

e MMC Embedded CM in specialty practices: Sustainment of existing
program. ldentify and pursue opportunities for improvement.

e Mobile Integrated Health: Programmatic growth and measurement
of performance measures.

e Union Rescue Mission Clinic and Healthy Hometown Partnership:

o Promote growth and reach of Hometown Healthy
Partnership activities to expand connection to community
members through which to promote community health and
wellness activities

o WMHS continue to utilize shared database to assess for
social determinants of health (Aunt Bertha), and make
referrals for additionally needed support and services

4. Regional Care Management Education Center (RCMEC).
Objective: Establish a regional center to offer standardized and
responsive care management education programs serving the regional
partnership’s interdisciplinary care management team working with
high utilizing patients, and at-risk patients.

-Regional Partnership members contracted with Compass to
implement access to evidenced based American Case Management
Association training material that are updated yearly to ensure the
content is relevant and current. Access to this educational material is
key in ensure our team members across our partnership are current
with best practices, have access to relevant continuing education for
growth, and are aware of applicable regulatory changes.
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Core Measures

Please fill in this information with the latest available data from the in the CRS Portal Tools for Regional
Partnerships. For each measure, specific data sources are suggested for your use— the Executive
Dashboard for Regional Partnerships, or the CY 2018 RP Analytic File (please specify which source you
are using for each of the outcome measures). Trivergent Regional Partnership utilized the RP Analytic
File dated 01Jan18_31Dec18 which was retrieved via download on Aug. 13, 2019 from CRISP.

Utilization Measures

Measure in RFP
(Table 1, Appendix
A of the RFP)

Total Hospital
Cost per capita

Total Hospital
Discharges per
capita

ED Visits per
capita

Measure for FY 2019 Reporting

Partnership IP Charges per
capita

Analytic File:
‘Charges’ over ‘Population’
(Column E / Column C)

Total Discharges per 1,000

Executive Dashboard:

‘Regional Partnership per Capita
Utilization’ —

Hospital Discharges per 1,000,
reported as average 12 months of FY
2019

-0or-

Analytic File:
‘IPObs24Visits’ over ‘Population’
(Column G / Column C)

Ambulatory ED Visits per 1,000

Executive Dashboard:

‘Regional Partnership per Capita
Utilization’ —

Ambulatory ED Visits per 1,000,
reported as average 12 months of FY
2019

-or-

Analytic File
‘ED Visits’ over ‘Population’
(Column H / Column C)

Outcomes(s)

CY18 RP Analytic File, 3+IP or OBS >24 =visits
(5284,198,069.94 / 489,799) = $580

CY18 RP Analytic File, 3+IP or OBS >24 =visits
(13,762 / 489,799) *1000 = 28.097

CY18 RP Analytic File, 3+IP or OBS >24 =visits
(9,337 / 489,799) *1000 = 19.063
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Quality Indicator Measures

Measure in RFP
(Table 1 in
Appendix A of the
RFP)

Readmissions

PAU

Measure for FY 2019 Reporting

Unadjusted Readmission rate by
Hospital (please be sure to filter
to include all hospitals in your
RP)

Executive Dashboard:
‘[Partnership] Quality Indicators’ —
Unadjusted Readmission Rate by
Hospital, reported as average 12
months of FY 2019

-or-

Analytic File:

‘IP Readmit’ over
‘EligibleforReadmit’
(Column J / Column 1)

Potentially Avoidable Utilization

Executive Dashboard:

‘[Partnership] Quality Indicators’ —
Potentially Avoidable Utilization,
reported as sum of 12 months of FY
2019

-0or-

Analytic File:
‘TotalPAUCharges’
(Column K)

CRISP Key Indicators (Optional)
These process measures tracked by the CRISP Key Indicators are new, and HSCRC anticipates that these
data will become more meaningful in future years.

Measure in RFP
(Table 1 in
Appendix A of the
RFP)

Measure for FY 2019 Reporting

Outcomes(s)

CY18 RP Analytic File, 3+IP or OBS >24 =visits

(3116/9,627) =0.324

CY18 RP Analytic File, 3+IP or OBS >24 =visits

(Column K) = $74,690,562

Outcomes(s)
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Portion of Target = Potentially Avoidable Utilization
Population with

Contact from Executive Dashboard:
Assigned Care ‘High Needs Patients — CRISP Key
Manager Indicators’ —

% of patients with Case Manager
(CM) recorded at CRISP, reported as
average monthly % for most recent
six months of data

May also include Rising Needs
Patients, if applicable in Partnership.

Self-Reported Process Measures

Please describe any partnership-level process measures that your RP may be tracking but are not
currently captured under the Executive Dashboard. Some examples are shared care plans, health risk
assessments, and patients with care manager who are not recorded in CRISP, etc. By-intervention
process measures should be included in ‘Intervention Program’ section and don’t need to be included
here.

e Al RCT process and outcome metrics have been communicated and populated into either the
pre/post or process metrics section with the Intervention section of this template.

Return on Investment — (Optional)
Annual Cost per Patient as calculated by:

Total FY 2019 Expenditures (from FY 2019 budget report) / Total Patients Served (all interventions)
$ 3,560,492 (FY 19 RP Total Expense) / 12,199 patients served (sum of all interventions) = $292.

Trivergent Regional Partnership projected to actual outcomes summary.

Trivergent Regional Partnership FY 17 FY 18 FY 19
Projected to Actual Projected Actual Projected Actual  Projected Actual
a|Grant Award $3.1M S3.1M $3.1M
Reduction in Charges (Pre
post change in utilizationfor | $6.2M| $12.8M $7.8M| $14.9M $8.64M| $26.6M
b|targeted engaged HU)
c|Variable savings Factor 30% 40% 40%
d|Variable Savings (b*c) S1.9M| $3.84M $3.1M| $5.96 M $3.4M| $10.64 M
e|Program Expense (FY) S3.1M| S2.1M $3.1M| $3.08M S3.1M S3.6M
f[ROI (d/e) 1.58 1.83 1.61 1.93 1.78 2.94
Accrual to Payors- shared
g|savings - - $ 310K $ 620K
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The ROI calculation detailed above year-over-year is in alignment with the initial RFP ROl calculation
except that it factors in total FY programmatic expenses for the interventions serving all payers, and
utilizes the variable savings factor detailed above, as was initial provided within the partnerships
awarded proposal. The variable savings factored utilized is in alignment with the typical percentage of
charges for which costs are actualized by the health system in relation to charges. A high fixed rate cost
is associated with the RCT work as the impact actualized diffusely across the health system continuum
for each of the RP members, as opposed to being actualized by a singular business unit, organizational
division, or office.

The reduction in charges has been quantified via the delta for engaged high utilizers via the CRISP
pre/post report. Program expense total detailed in the table have been derived from the year-end
expense report submission total.

Conclusion

Please include any additional information you wish to share here. As a reminder, Commissioners are
interested in tying RP annual activities to the activities initially proposed in the RFP. Free Response, 1-3
Paragraphs.

- Trivergent regional partnership has strongly demonstrated the effectiveness of the of RCT
interventions deployed in alighment with the initial approved grant program.

- Within the past three fiscal years, $9.3M has been awarded to the Trivergent Regional Partnership
members, $930K has been held back from the award to share savings with the payers. Through our
Regional Partnership, member hospitals have engaged the targeted high utilizers- supporting them
intensively and changing their healthcare consumption rates through coordination of care, care
transition support, and teaching self-management techniques. The three year-cumulative gross
reduction of charges totals $54.3M, (three year sum of reduced charges for engaged HU as
measured by pre/post engagement in services utilization analysis). The net variable savings is equal
to $20.44M. These results demonstrate is it possible to engage this target population and make a
difference in their utilization pattern, which ultimately improves the quality of life experienced by
these patients/clients residing in our communities.

- Asevidenced by the table below, (referenced at the beginning of this year), each year: hundreds of
new high utilizers are identified; demonstrating a need for the maintenance of services targeting
identified high utilizers. Without intervention, the high rates of consumption evidenced by this
population cannot be mitigated.

# OF NEW HU ENGAGED EACH YEAR
WITH THE TOTAL # OF NEW HU IDENTIFIED

EACH YEAR
1200
1044
1000 951 929
800 664
577
600 470
400
200
0
CY 16 CY 17 CY 18
# of NEW HU Engaged in Interventions Total # NEW HU Identifed by RP
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APPENDIX

Figure 1: FY 19 total number of patients engaged through the Regional Care Transformation
(RCT) program per hospital by intervention type.

FY 18- RP
# of FY 19-RP #

RCT Program WMHS MMC FMH Engaged WMHS MMC FMH of Engaged
Intervention: FY18 FY18 FY18 Patients FY19 FY19 FY19 Patients
Behavioral Health- Strategy 1:

1.1 Community
Based Behavioral
Health Case
Management 736 906 226 1,868 803 386 270 1,459
1.2 Integrated
Behavioral Health
Professional in
Primary Care 557 | 1,563 454 2,574 652 | 1,522 857 3,031
Complex Care Management- Strategy 2:

# Targeted High
Utilizers Engaged in

CCM services 102 107 261 470 182 271 211 664
2.1 Community Health Worker Service:
- Inpatient CHW N/A | N/A N/A 923 2,697 | N/A N/A 2,697
- Outpatient
CHW 479 544 379 1,402 551 246 680 1,477
2.2 Expansion of Care Management existing infrastructure to include the following services:
- URMclinic &
Hometown
Healthy
Partnership;
New FY 19 N/A N/A N/A 310 750 | N/A N/A 750
- CARE Clinic N/A | N/A 379 379 N/A | N/A | 1,488 1,488
- Embedded
Care
Management
services in
specialty care
practices N/A 220 N/A 220 N/A 633 N/A 633

Total # of patients
engaged in RCT
Interventions * 8,146 12,199
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Figure 2: Community Based Behavioral Health Case Management intervention: patients engaged

in services CY 18; FMH

Pre/Post Analysis - Summary
The analysis is based on admissions before and after the enrollment date.
Program Name Chronic Conditions . .
Potomac Case Management (210005) Il Patiente Total Number of Members on Panel that could contribute to analysis
Chronic Condition 1 Month 3 Months. 6 Months. 12 Months.
it NiA Operator
Most Recent Payer \isit Type ® AND Total Number of Patients in Panel 20 270 0 25
' Oor that could contribute to analyss
NA
Percent of Members on the Panel with 1 or more Visits Rate of Visits per 10 Members
Total Number of Total Number of Total Number of Total Number of
# . - - . by Change in Number of N Total Number of Total Number of Rate of Visits per 10 Rate of Visits per 10
Time Period Plhenlsmlvlslt- Fmeﬂlspwggansn- P&uvtsp::l;a wisit - F:nenl's,mh:wsn- Patients Time Period Visits - Pre Visits - Post sents - Pre patients - Past Visits Rate change
1 Month 49 a0 92.2% 206% -828% 1 Month 435 146 16.1 54 -10.7
3 Months. 257 136 95.2% 04% 44.8% 3 Months. 645 380 230 141 28
& Months 262 160 97.0% f28% M5 & Months. 878 44 s 2 a7
12 Months. 245 188 97 68% T41% -235% 12 Months 1178 1,023 469 408 81
Average Charge per Member Average Charge per Visit
Total Number of R R R Total Charges
PTII!E Patients with at least Total ch: Pre Tnhl;har(n!s Average C:ﬂx Aveﬂqe Ch:‘;ps( T:Q Clﬂ'[g‘!s per P'I;l"l:d I'MGISNU":!( J'D?\';unph!( Total L:::m!s Tﬂta\::p; Amxgsi‘ch:r"pg Am!p Cl;:g.e per Visit
eriod 3 gk pre or post rges os per patient - per patient - ‘atients change its - Fre. fisits - Fost ‘o per visit - per visit - ‘change
1 Month 252 $3,004 827 $313.840 $12,087 3023 ($8.144) 1 Month 436 146 $3.004,827 $313840 $6,007 52,150 (34.758)
3 Months 259 $3,858572 $1.003 888 $14.238 $7.837 ($8.508) 3 Months 845 380 $3,858,572 $1,038 668 35672 52733 (32.830)
& Months 263 $4.556.552 $1.897.703 317 s1.zm {36.162) & Months. 878 644 $4.556,552 $1.807.703 $5.190 52047 (32.243)
12 Months. 25 $5,850.352 $2.370.20 sz818 $18.168 (85743 12 Months 1178 1023 GE503E  S3ITRIH 4@ 53303 (51.878)
Casemix Data - MDH and HSCRC, 2016. Tableau dashboards developed by CRISP.
Through: - Data source:
- Panel information provided to CRISP by ENS
03/31/2018 - HSCRC data includes all inpatient discharges and outpatient hospital visits at Maryland acute care hospitals
- Individual patients identified using CRISP EID
ENS Panels - CRISP suppressed cells with counts of 10 and under
Last Updated: - Depending on the number of months selected, some participants might not be included in the analysis if they do not have dats for the entire period before and after the analysis
- Months of Analysis is not based on calendar days or 30 days but calculated by getting the same date, months in advance. eg. 1 Month before Feb 28th is Jan 26th and 1 Month before June 15th is May 15th and so on.
04/28/2019 - Data for post enroliment (after) also includes the data for the day of enrcliment in addition to Months of Analysis data.
Figure 3: Community Based BH Case Management Process Metric Results; FY 19
Community Based BH Case M Fiscal Year
. . R
ED revisit rate for pt's in the
program; Baseline: Avg. 20%;
Target: Ator below 20% Jul Aug Sep Oct Nov Dec Jan Feb March April  May June
MMC| 50.00% 32.00% 44.83% 24.00%

Readmission rate for pt's in the
program (inpt. re-hospitalization);
Baseline: Avg- 12%;

Target: Ator below 12% Jul Aug Sep Oct Nov Dec Jan Feb March April  May June
WMHS 12.09% 12.09% 12.65% 14.70% 13.33% 15.27%
FMH
MMC 12.82% | 30.23% 28.00%
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Figure 4: WMHS- Hospital specific CRISP Pre-Post Results for Engaged CY 17 HU

Pre/Post Analysis - Summary

The analysis is based on admissions before and after the enroliment date.

Average Charge per Member

R -
1 Month a7 18213 §647.232 §14,964

3 Months 138 $3,091,882 $1813916 §24,155

& Montha 160 §5.678,291 $3.013.304 $37.605

12 Months 149 §11,300.925 §5425.841 §75.906

Casemix Data

12212019

- MDH and HSCRC, 2016. Tableau dashboards developed by CRISP.

Program Hamse Chronle Conditions
2017 Engaged &_5_189 [210027) All Patierts
Chronic Condition
HiA Oparator
Most Recent Payar Viglt T: (&) AND
me yel it Type @® AND
N Oor
Percent of Members on the Panel with 1 or more Visits
Total Number of Total Number of Total Number of Total Number of
TimePeriod Paflents wiinavisit-  Patisnta winavislt-  Paflenizwithavisit-  Patlentswithavist-  C'onde 1t Nemberof
Pra Paat Pre % Poat %
1Month 73 5= 43.4% EIES -11.5%
3 Months 128 105 T03% 5% -128%
& Months 151 124 E30% 5E.1% -14.8%
12 Montha 143 125 7% a2.5% 15.5%

Average Charge  Total Chargss per
per t-Post  Patlsnts changs

511,153 (53.805)
517275 (56,580)
524,301 (513.304)
543407 (532,400

Through: - Data source:
; - Panel information provided to CRISP by ENS
05/31/2019 - HSCRC data includes all inpatient discharges and outpatient hospital visits at Maryland acute care hospitals
- Individual patients identified using CRISP EID
EMS Panels - CRISP suppressed celis with counts of 10 and under
Last Updated:

Total Number of Members on Panel that could contribute to analysis

1 Month 3 Monthe & Months
Total Numbsr of Patients In Pansl
that could contribute to analysis &2 1&2 18z
Rate of Visits per 10 Members
Total Number of  Totsl Numberof  Ratsof Visits per 10 Rate of Viaits per 10
Time Perlod \ialta - Pra Visits - Post patients - Fra patiants - Poat
1 Month 141 a4 77 45
3 Mantha 415 266 =9 145
& Montha ) 538 455 284
12 Months 1593 Erl 1055 845
Average Charge per Visit
Tims  Total Number Total Number

Period of Visits - Pre  of Visits - Post pervisit-Pre  per visit - Py
1 Month 141 84 §1.182131 §647.232 $6.384 $7.705
3 Months 416 266 $3.091,852 $1.813.916 §7432 6319
& Months 828 535 $567E2 33013304 56,858 §5532

12 Montha 1592 a9 $11.309.925 SE425.841 57,100 35542

Total charges -  Tofal charges -  Average Charge Average
Pre Post

- Depending on the number of months selected. some participants might not be included in the analysis if they do not have data for the entire period before and after the analysis
- Months of Analysis is not based on calendar days or 30 days but calculated by getting the same date, months in advance. eg. 1 Month before Feb 28th is Jan 28th and 1 Month before June 15th is May 15th and so on.
- Diata for post enroliment (after) also includes the data for the day of enrcliment in addition to Months of Analysis data.

12 Montha

Viglts Rate changs

-31
42
-16.1

-7

Tatal Charges
par Visit
changs

(SE79)
(5613}
(51.225)

(51.558)
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Figure 5: MMC- Hospital specific CRISP Pre-Post Results for Engaged CY 17 HU

Program Mams
WTZ_HU_2017_Engaged (210001)

Moat Recant Payar
Al

Through:
01/21/2010

ENS Panels

i

2010

Vialt Type
Al

Pre/Post Analysis - Summary
The analysis is based on admissions before and after the enrollment date.

Chronic Conditions
Al Fatienis

A

A

Percent of Members on the Panel with 1 or more Visits

TrmaPeron Pabeal WISV Pabi WSVt Paboris WSVt Pt WO St -
Pre PPoat Pra % Poat %
1 Month =] 7 B 252%
3 Months 124 123 T1LE% 458%
& Months 243 143 }T% s28%
12 Monng m 164 1000% B15%
Average Charge per Member
oy PV Bt Tra e e OISO S
1 Montn 127 52,242,856 $5E2,150 22555 =158
3 Months 28 56,089,342 52343734 531440 513055
& Months 245 s11.41353 S4780617 545,358 533,151
12 Months i 520,924 255 $8513465 $T7211 $51.942

Casemix Data - MDH and HECRC, 2016 Tableau dashboards developed by CRISP.
- Data source:

- Panel information provided to CRISP by ENS

- H3CRC data includes all inpalent discharges and outpatient hospital visits at Manydand acute care hospitals

- Individual patients identified using CHISP EID

- CRISP suppressed cells with counts of

Last Updated: - Depending on the number of months selected, some participants might not be included in the analysts # they do not have data for the entire period before and after the

Monthsofkuysls is not based on calendar days or 30 days but calculated by getting the same date, months in advance. eg. 1 Month before Feb 23th is Jan 28th and 1 Month before June 15th is May 15th and so on_

- Data for post enrollment {after) also includes the data for the day of enrollment in addition to Menths of Analysis data.

10 and under

Chronic Condttion
Operator

(&) AND

QO oR

Changs In Numiber of
Patiants

-103%
-262%

-369%

Avarags Chal Total Chal
= L el

Patients changs

{514,456)

512,385

{$13.516)

(52528

Total Humber of Members on Panel that could contribute to analysis
& Montna

Total Mumber of Patients In Paned
tnat could contribute to anatysls

Total Number of
Time Perlod isits -Pra
1Month 164
3 Months 563
& Montha 1,181
12 Montha 2420
Time

1 Month

mn

3 Months

mn

Rate of Visits per 10 Members

Visits - Poat

Total Numbsar of mm‘\mmww
patisnta

327

661

1,188

6.1

208

436

83

Average Charge per Visit

Tofal Number  Tofal Number  Total Dﬂm

Perlod  of Vislts -Pre  of Visits - Post

1 Month 164 1 52,242,356
3 Monihs 583 27 6,099,342
& Monihs 1,481 £61 11413532
12 Monthe 2420 1185 520,924,258

m

Rate of Visits per 10
petients - Foat

41

121

87

12 months

m

Vizits Rate changs

Tolal sharges - Average Charge Average Char Total ¢
pervisit-Pre  per vislt - Post mﬂw
$552,150 513578 5525 (53431}
24373 10834 7167 (53,666}
54740517 so68 772 [s2452)
EREES 58555 5712 (51458)
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Figure 6: FMH- Hospital specific CRISP Pre-Post Results for Engaged CY 17 HU

Pre/Post Analysis - Summary
The analysis is based on admissions before and after the enrollment date.
Program Name Chronic Conditions Total Number of Memb Panel that Id tribute t lysi
Pop Healtn 2017 Engaged (210008) ‘All Patients otal Number of Members on Panel that could contribute to analysis
Chronic Condition 1 Month 3 Months & Months 12 Months
. NA Operator
Mfs' Recent Payer ‘A:Is“ Type @ AND Total Number of Patients in Panel o 11 211 211
O or that could contribute to analysis
NA
Percent of Members on the Panel with 1 or more Visits Rate of Visits per 10 Members
Total Number of Total Number of Total Number of Total Number of - o
Time Period  Patients with a visit - Patients withavisit-  Patients with avisit- Patients witha visit . C"an0g i1 Number of Time perion 1Ofaumperor - Toltumberofl - Rate ol Mensper 10 Rate SVt et 10 visits Rate change
re Post Pre % Post %
1 Month o0 68 42.7% 322% -10.4% 1 Month 153 109 73 52 21
3 Months 149 112 70.6% 53.1% -75% 3 Months 434 270 206 128 78
6 Months 194 138 91.9% 65.4% -265% 6 Months 949 553 450 262 -188
12 Months 21 149 100.0% 706% -294% 12 Months 1,900 1019 900 483 418
Average Charge per Member Average Charge per Visit
Time I“““' "“"';‘m[' I“' + Totalen pre Totalcharges.  Average Charge  Average Charge  Total Charges per Time  Total Number Total Number Total charges- Total charges- Average Charge Average Charge 0! C\:'“'[“"ﬁ
Periog  PAIENts with ot ledst Total charges - Pre Past per patient - Pre  per patient - Post  Patients change Period  of Visits - Pre  of Visits - Post Pre Post pervisit-Pre  pervisit-post  PerVist
it pre or post change
1 Month 13 1,169,732 590,133 $12.997 58,678 (54,319) 1 Month 153 100 $1,169,732 590,133 $7,645 $5.414 (52,231)
3 Months 163 $3,400,003 §1,541,762 $22819 $13.766 (89,054) 3 Months 434 270 3,400,003 1,541,762 §7,834 $5,710 (52,124)
6 Months 196 57,068,764 53,063,662 $36437 22,200 (514,236) & Months 049 553 7,068,764 $3,063,662 §7.449 $5,540 (51,909)
12 Months 211 514,133,669 55,828,021 66,984 39,114 (527,870) 12 Months 1,000 1,018 14,133,669 55,828,021 $7.439 95,719 ($1,719)
Casemix Data - MDH and HSCRC, 2016. Tableau dashboards developed by CRISP.
Through: - Data source:
- Panel information provided to CRISP by ENS
02/28/2019 - HSCRC data includes all inpatient discharges and outpatient hospital visits at Maryland acute care hospitals
- Individual patients identified using CRISP EID
ENS Panels - CRISP suppressed cells with counts of 10 and under
Last Updated: - Depending on the number of months selected, some participants might not be included in the analysis if they do not have data for the entire period before and after the analysis
- Months of Analysis is not based on calendar days o 30 days but calculated by getting the same date, months in advance. eg. 1 Month before Feb 28th is Jan 28th and 1 Month before June 15th is May 15th and so on.
03/31/2019 - Data for post enroliment (after) also includes the data for the day of enroliment in addition to Months of Analysis data.
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Figure 7: Quality of Life Metric Scores- Pre/Post Engagement with CHW Service

Fiscal Year 2019

CHW Quality of Life Scores (Scored

on Spt scale; 5 highest) July Aug Sept Oct Nov Dec Jan

WMHS *Avg. Pre -Score 1.8 o prescorq  1.67 n/a
*Avg. Post- Post 2.5
*Avg. Pre -Score 2.13 2.35 2.2 1.67 3 1.5 2.2 1.5 2.4 3 3 3

MMC
*Avg. Post- Post 3 3

EMH *Avg. Pre -Score 2.94 3.25 2.72 2.77 3.3 3 2.46 2.9 2.76 3.21 3.43 2.42

*Avg. Post- Post

Figure 8: Inpatient CWH Program Process Metric Performance

Fiscal Year 2019

% attended their appt and
readmitted
% Appt outside of 7 days

Inpatients to be
at: High or Very

High Risk for
Readmission

or notatalland

28%

16%

18%

29%

23%

24%

33%

33%

37%

22%

29%

42%

readmitted

% attended their appt and
readmitted

% Appt outside of 7 days
or not atall and

Inpatients to be
at: Moderate
Risk for
Readmission

14% 24% 20% 23% 6% 11% 18% 16% 32% 17% 18% 12%

readmitted
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Figure 9: FY 2019 CRISP Pre/Post Analysis Results for patients engaged with Care Clinic; FMH

Pre/Post Analysis - Summary

The analysis is based on admissions before and after the enroliment date.

Program Name Chronic Conditions

Care Clinic (210005) All Patents
i

Most Recent Payer Visit Type

Al Al
i

Percent of Members on the Panel with 1 or more Visits

Total Number of Total Number

Total Number of Total Number of

Chronie Condition
Operator

@® AND

Oor

Change in Number of

Time Period  Patients with avisit-  Patients withavisit - Patients with a visit- Patients with a visit - e
Pre Post Pre % Post %

1 Month 20 5% 253% 408%

3 Months 1066 513 843% e 4%

& Months 1022 654 a74% s5.0% -31.5%

12 Months 28 518 216% 0% -23.6%

Average Charge per Member

A et A o A Al o
1 Month @ $2.772 500 510,094 37,102 (32022)

3 Months 1,107 514474438 $7.050.854 $13573 51200 (8577)

& Months 1,058 518,080,342 §11,560.852 $17.672 517,680 318

12 Months it 517.808.274 $12.681.235 525,639 524,481 $1.158)

Casemix Data -MDH and HSCRC, 2016. Tableau dashboards developed by CRISP.

Total Number of Members on Panel that could contribute to analysis

1 Month 3 Months & Months
Total Number of Patients in Panel 1
that could contribute to analysis = 1234 1188
Rate of Visits per 10 Members
Time Peri Total Numberof  Total Number of  Rate of Visits per 10 Rate of Visits per 10
Visits - Pre Visits - Post patients - Pre patients - Post
1 Month 1502 500 18 47
2 Months 2461 1515 105 120
& Manths. 334 2535 85 217
12 Months 325 268 427 54
Average Charge per Vi
Time  Total Number Total Number Total charges - Total charges - Averape Charge Average Charge
Period  of Visits -Pre of Visits - Post Post pervisit-Pre  per visit - Post
1 Month 1502 580 50578118 6378 33,852
3 Months 2464 1515 514474488 §7.060.854 5,674 34,660
& Months 3334 2535 516060343 $11.569.852 55417 54564
12 Months 3253 2608 517888274 312681235 $5.501 4700

- Months of Analysis is not based on calendar days or 30 days but caleulsted by getting the same date. manths in advance. eg. 1 Month before Feb 28th is Jan 28th and 1 Manth before June 15th is May 15th and so on.

Through: - Data source:
- Panel information provided to CRISP by ENS
08/30/2018 - HSCRC data includes all inpatient discharges and outpatient hospital visits at Maryland acute care hospitals
- Individual patients identified using CRISP EID
ENS Panels - CRISP suppressed cells with counts of 10 and under
Last Updated: - Depending on the number of months selecied, some participants might not be included in the analysis if they do not have data for the entire period befors and afier the analysis
08/05/2010 - Data for post enrollment {after) also includes the data for the day of enroliment in addition to Months of Analysis data.

12 Months

TE2

Visits Rate change

Total Charges
per Visit
change

5

526)

(31214

(s853)

(sa01)
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Figure 10: 2016 — 2019 YTD (year over year) Union Rescue Results; WMHS

Union Rescue Mission Total Charges
2016 2017 2018 2019 YTD
Total Charges $403,967 $349,082 $186,023 $81,088
Union Rescue Mission Total Charges
$450,000
$400,000
$350,000
$300,000
$250,000 I
$200,000
$150,000 I
$100,000
$50,000 -
S0
2016 2017 2018 2019 YTD
m Union Rescue Mission Total Charges
Union Rescue Mission Visits
2016 2017 2018 2019 YTD
Total Visits 126 141 79 13
Inpatient Admissions 38 23 14 5
Emergency Visits 83 110 61 8
OBS Visits 5 8 0
Readmissions 12 5 1 1§
Visits from Union Rescue Mission
160
140
120
100 :
80 , j,
60 E }
40 il ; ,
20 { ‘ 1
0 . | El A — [ ] N .. N
2016 2018 2019 YTD
m Total Visits  m Inpatient Admissions = Emergency Visits OBS Visits m Readmissions

Source: WMHS Internal Analytics Platform
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Figure 11: CRISP Pre/Post Analysis Results for patients engaged with Embedded Care

Management within two Specialty Practices; MMC

Pre/Post Analysis - Summary

The analysis is based on admissions before and after the enrollment date.

Program Name Chronic Conditions
OCM Pulm Hag Heart 2018 (210001) Al Patients

Casemix Data - MDH and HSCRC. 2016 Tableau dashboards developed by CRISP.

Chronic Condition
erator

WA
Most Recent Payer Visit Type ® Ao
Al Al -
NA Qor
Percent of Members on the Panel with 1 or more Visits
Total Number of Total Number of Total Number of Total Numbar of
Time Period  Fatienta witha vislt - Fatlents with avisit - Pafients witha visit - Patients with a viait - C1ang2 It Humbar of
Pra. 08t Post
1 montn 290 27 50.2% 220% -282%
3montns F=h 13 62.3% 38.8% -236%
&Montns 205 150 65.5% 50.2% -184%
12 Montha <1 <t
Average Charge per Member
Total Numbar of
Tima Total cnarges - Average Charge  Average Charge  Total Charges per
Patiants with at lsast Total chargss - Prs
Pariod " wisit pre or poat o Post perpatient -Pre  per patlent - Fost  Patlents changs
1 Montn 325 54,334,251 sas1.368 $17.222 a0 (510.513)
3 Montha 330 $6.273,085 $2,067,610 $21,557 $11.423 ($10.134)
& Montha Xt 55,168,132 52502973 25210 517353 (57.857)

Total Number of Members on Panel that could contribute to analysis

1 Monin 3 Monine & Montne 12 Montne

Total Humber of Patients In Pansl

that could contributa to analysis e a7 = =i

Rate of Visits per 10 Members

Total Numberof  Tofal Numberof  Rats of Visits pr 10 Rate of Vialta par 10
Tima Feriod Vialts - Pra Viaits - patients - Pra patlants - Fost Visks Rats changs
1 Montn a5 m 4 ) s
3monte 615 = 132 e 54
e montne sa7 a 136 B4 52
12 Monits <1 <11

Average Charge per Visit

Time  TotsiNumber TotsiMumber Totalcharges- Totslcharges - Average Charge Aversge Charge 013 Cnarpee
Period  of Vislfs -Pre  of Visits - Poat Pra Poat pervisli -Fra  per vialt - Poat m’,:‘;':

1 Month 26 12 54,304,281 sas1.368 stigae 54953 (56,770}

3 Montha £16 s 55,273,085 $2,067,610 $10.184 s (54.438)

& Months ss7 a2 $5.168.132 52602373 3,804 56.475 (s2.329)

- Months of Analysis is not based on calendar days or 30 days but calculated by getting the same date. months in advance. eg. 1 Month before Feb 26th is Jan 28th and 1 Month befors June 15th is May 15th and so on.

Through: - Diata source:
- Panel information provided to CRISP by ENS.
063072018 - HSCRC data includes all inpatient discharges and autpatient haspital visits at Maryland acute care hespitals
- Individusl patients identified using CRISP EID
ENS Panels - CRISP suppressed cells with counts of 10 and under
Last Updated: - D=pending on the number of months sslected. some participants might not be included in the analysis if they do not have data for the sntire period before and after the analysis
08122018 - Data for pest enrallment (after} also includes the data for the day of enrallment in addition to Months of Analysis data.
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