Welcome!

Reducing Emergency Department among MI Population Learning Series-
Systems Improvement- What CCOs Can Do-
Virtual Learning Collaborative

The session will start shortly!

Best Practices:

» Please keep your mic muted if you are not talking

* Please rename your connection in Zoom with your full name and organization
« We want these sessions to be interactive! Please participate in the polls, ask

your questions and provide your input
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Systems Improvement-

What CCOs Can Do

Welcome to Session 3!

Maggie McDonnell, ORPRN
Susan Kirchoff, OHLC
Liz Whitworth, OHLC
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Participation Best Practices

* Please type your guestions and comments into the chat box

* Please stay on mute unless you intentionally want to ask a
guestion or make a comment

* Please rename your connection in Zoom with your full name
and organization you work for

o All sessions will be recorded and shared on the OHA website

Please actively participate in the sessions! We want to
hear from you
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Systems Improvement-

What CCOs Can Do

The goal of today’s session is to learn about Columbia
Pacific CCO’s emergency department reduction strategy,
Including a focus on the disparity metric. The High Risk
Huddle team will share how it is organized and operates, as

well as how huddle structures can support other priorities.
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ColPac CCO High Risk Huddles:

A Tool to Support ED Reduction

Systems Improvement Virtual Learning

Collaborative- What CCOs Can Do

February 25, 2019
Keshia Bigler, CareOregon
Kathy Belwood, CareOregon
Jessica Dizon, CareOregon
Miriam Parker, Columbia Community Mental Health
Marika Shimkus, CareOregon
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_earning ODbjectives

* Learn about ColPac CCO ED reduction strategy including
a focus on the disparity metric

* Learn how the High Risk Huddle team is organized and
operates

« Learn how the huddle structure can support other

focused population health initiatives
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Background

Columbia Pacific CCO is a non-
profit, wholly-owned LLC of Care
Oregon

« QOperates in three counties:
Clatsop, Columbia, Tillamook "

e Serves ~23,700 Medicaid

members
e ~9,200 Columbia Co
« ~8,400 Clatsop Co Nothotk Coonisad
« ~5.800 Tillamook Co _—
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High Ri

sk Huddle Introductions

Kathy Belwood: High
the county huddles anc

RIsk Triage Coordinator; organizes and facilitates
case conferences

Marika Shimkus: Hea

th Resilience Specialist; community-based

behavioral health support
Jessica Dizon: Ambulatory Care Clinical Coordinator, telephonic

pharmacist support

Miriam Parker: Transitions of Care Manager, community mental health
provider (Columbia Community Mental Health)

Other huddle participants:

* Primary care clinicians

« Community mental health providers and peers
« Community paramedics

Health
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Goals of the Regional Care Team Huddle

* Proactive outreach to members needing more support

* Preventative approach to member care — thinking more
upstream

* Ensure access to services and care that most
appropriately address member needs and gaps in care

* Address physical and behavioral health needs
collaboratively, and social needs
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Triage
Coordinator
(Kathy)*

Provider Network

*Primary Care Telephonic RN-

Primary Care: *Behavioral ENCC (Sherry)
v Case managers Health

v' Care coordinators

v" Social workers — Health Resilience

v" Nursing/MA team Health Worker* Specialist (BH)*

Community Mental Health: «TBD — Clatsop *Marika — Clastop
v’ Transitions care «Hydee — Columbia
coordinator Single Collaborative

Community Care Plan
v' Peer mentors Paramedic Telephonic

v" Clinical manager : . Health Care
*Nina — Columbia T

v' Engagement specialist *TBD — Clatsop (Shanitra)

Telephonic
Pharmacy
Support (Jessica)

*Care Oregon community-based supports Regional Care Team
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ED Strategy (Includes general ED reduction & Disparity Metric)

Inpatient: PreManage : 5 Chronic Managed Priority Logic:
- COPD, CHF, Diabetes, Wound (Reactive Response Population Segme ntation Tool - Hospital Dominant Count:
Care, Chronic Pain, (Proactive Response) Frailty, SUD, Schizophrenia/
read missions Bipolar, septice mia
ED Utilization: . ED Disparity Metric
[=e o 3 visits in 90 days, 1 visit for Denominator
._g amendable condition
= List sent to:
i— - Primary Care
g Populat_lon S_egmentatlor_\s covered: - Behavioral Health Primary Care &
© . High Risk Uncoordinated, & o Pharma cy Behavioral Health
© Chronic Uncoordinated .
SEa for Chart Review
Program criteria met:
L Community Paramedicine, HRS,
TCO, Disparity Metric
2
=
==
=
=

ED Utilization with l
tenuous to no

relationship with
PCP and/or CMHP

Unmet Behavioral
Health Needs and/or

baseline

Behavioral Health needs prevents
patient from mana gingchronic
conditions or chronic conditions
decompensate patie nt below

Community

Health Resilience Mental Health

I

P

Physical Health
needs not being met

Specialist Provider

Intervention Assignments

Primary Care

Physical Health Education, in-
home medication review, wound
care (Community Paramedic only)

Community
Paramedic/ Clatsop
RN




HIGH RISK HUDDLE TEAM
Huddle Date: mm/dd/yyyy,

Region 1 D Region 2 D

[Aﬂ but “Next Steps” filled in prior to Huddle Date by Huddle Triage Coordinator using PreManage and other available systemsf

Mame

DMAF/MRMN

DOB & Age

NEXT STEPS

Action Items Person Responsible

Primary Care

Current referral to
Pharmacy?

Current referral to
BH/MH/SUD?

Drivers of
Utilization

Needs/Concerns

Current

Ereldanags Care

Recommendation

Health

Mo prepare for Huddle, Huddle Triage Coordinator adds
here a current snapshot of recent ED & IF utilization and
other relevant medical and behavioral diagnoses and
compiications.]
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Running the Weekly Huddle

1. Triage Coordinator sends via secure email prepared huddle sheets a
week before the huddles

. At huddle start time, participants dial into phone line

All huddle participants have computers up and running for data questions
and note taking

Triage coordinator starts the huddle with patient #1
Huddle discussion occurs

Next steps determined and documented in huddle sheet
Team moves on to patient #2

W N

N o ok

Huddle time per patient. ~15 mins Each huddle hour covers 4-5 patients.
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Huddle Demonstration
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Health

kegiunal Care Team
Huddle Date: 11/30/18

CLATSOP D COLUMBIA

Mame inmi
Minnie Mouse NE.KT S‘TEPS‘
DMAP KOO Action Items Person Responsible
DOB 02/12/1990 (Age: 26)
Primary Care OHSU Scappoose- No Utilization
Referral to Y¥es —is Mbr,on any PH/MH Meds? Consistent fills?
Pharmacy
Referral to Yes — DX: SI and attempts (overdose), Bipolar,
BH/MH/SUD Anxiety DO, Psychotic DO, Substance Abuse
(stimulants), lack of expected development in
childhood
Dr_iu_rers_ of SUDS, MH, Pregnancy, New dx of MS during 9/15/18 Legacy Emanuel
Utilization IF stay Legacy (Good Samaritan
Mew to EPCCO 113.,."2.1{ 18 I? wg,_(,cgnnected to PCP? Erovidence Milwsulde Hospits!
Needs/Concerns EEE;;;:;I?. BH/MH? Living situation? Support Providence 5 Vingant Meccal Cerer
7/01/18 Kaiser: Minnie is vulnerable when on the Dmfu" Flesith and Ede”_ne Hriversity
streets and may need assistance accessing Frovidence Fortland Medical Center
resources beyond just hearing about them. PesczHealth St. John Medical Canter
Examples: Calling and reserving shelter space, Total
assisting with transportation or obtaining a
community detox bed would be helpful
interventions that help with recidivism to the ED. 2 IP Stays in last 12 months:
Prelapage, Care 12 day IP stay 9/15/18, PeaceHealth, UTI, Psychotic DO

Recommendation

If Minnie is having delusional thinking {poisoning,
paranoia gig) it is helpful to give her some time to
stabilize in the ED and reach a state closer to
baseline so that aftercare and D/C plans have a
chance to stick. We see that D/C before she is
near baseline leads to her returning, as she is
sometimes less capable of connecting to
community resources than she presents.

5 dav IP stay 3/12/18, Providence ST V, Psychosis not due to substance
and Stimulant use.

Adm: 9/15,/2018, DfC:

HFI: 27 yip female CHIEF COMPLAINT: Suicidal, confused, psychotic.

presented to the hospital describing thoughts of self-harm and suicidality. She was found
to be psychaotic and demonstrated fear of drinking water and being poisoned with anthrax.
At the time of my evaluation, she was noted to be pacing naked back and forth in the
Emergency Department, yelling and screaming inappropriately. UDS found no substances.
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Regional Care Team CLATSOP | COLUMBIA
Huddle Date:
Bame Harry Pofter EXT
Bction e " STEPS Parzon Resporaible
s
DOR 02/25/1961 (Age: 55)
Frimary Care | Cogstal Family Health — very little utilization, 3
visits this year
Referral o Yes — Are rnecimtinnm:urrectfnrmﬂreﬂlsl
PhasTnacy consistent?
Referral to Yes — Stimulant Dependence
BHTH SO
Drivers of C0OPD, Emphysema, CHF, Kidn Failure,
ILHilization Cavars Fl"tltE'll-Gh:l'iE- ITEII'ILtI'i:i-I:I:Er":..r Prirmary Pravidencs Saaside Hospital by
Hypertension, Acute Hep C, Pravidences 51, Vincer Medical Canber 2
All ED visits due to MF. Connected to Colimbia Memaial Hospilal 5
Neads/Corcesns | Pulmonclogist? Cardiologist? Food Insecurity? Mid-ColLimiia Madical Canbat i
Homeless
X ” Tzl +7
PreManage Cane Mo current Recommendations in PreManage.
o oermurmse: recd avtion

B IP Stays in last 10 months due ta O0PD, OHF

11MEA01E 19:12
1 1AIEA0 TS [ 5
11ME01E 01:12
11AE01E 2143

11M2A01E 1552
12ETHI1E 04292

1II2EAI1RE 268

G rribsias e i | e itaal
Pravidenca Saaside Hospital
Pravidenca Seaside Hospital
Pravidenca Saaside Hospital

Pravidence Saaside Hospital
Pravidencs Saasids Hospital

Pravidence Saasids Hospital

Mo

SEASIDE
SEASIDE
SEASIDE

SEASIDE
SEASIDE

SEASIDE

OR
OR
OR
OR

OR
OR

OR

Esrme rgpencly
Eirrea rgeEncy
o npEnci
Eirrea rgeEncy

Esrme rgpencly
Eirrea rgeEncy

o nepEncly

Esrme ngpencly
Eirrea ngency
Esrrios npEnciy
Eirrea rgeEncy

Esrme ngpencly
Eirrea ngency

o nepEncly

l

Chiaf Camplaint: DIFF BREATHING
Chranic abstructive pulmonary disease, unspacifiad
Chranic abstnictive pulmonany diseate, urspecified

Chranic abstructive pulmonany disease with [acie)
et rhartion

Chest EaRbrseasHanmein

Chranic abstructive pulmonany diseasse with [acute)
et fhartion

Heart failure, urspecified
Chranic abstructive pulmonary diseass

ORPRN
/ Oregon Rural Practice-Based
Research Network
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What We Learned

Consistent attendance Is key to success—community mental health
providers and primary care clinicians

Huddles that occur in person are more effective/higher level of
engagement vs. telephonic
Having the “right people”
« Makes a difference when the person can directly connect people to the
appropriate programs or resources.

« Clinical expertise to identify if a person is an appropriate referral
(physical and behavioral)

Continued learning Is inherent

* Reduces silos between physical health and behavioral health

 Increased interdisciplinary collaboration leads to understanding the
scope, needs, and limitations of the other partners
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What’s Next

Care Oregon has adopted the regional care team model and shifted
the way care coordination is delivered at an enterprise level

Triage
Coordinator
Provider Telephonic
Network RN-ENCC
o
o Single Collaborative °
Care Plan
Community :
_ Telephonic
Paramedic HCC
Telephonic
RX

Regional Care Team

Health UREGON HEALIH o ¥

Research Network OHSU

Health Resiliency

Program

Transitions of Care

Siloed
Programs

Exceptional Needs
Care Coordination

Housing

Food
RX




What’s Next for CPCCO?

Alignment with our CCO population health strategy major areas of focus:

* Rising Risk members — specific focus on uncoordinated population

« Average 5+ ED visits, less likely to engage with primary care clinician (PCP),
30-40% have a substance use disorder (SUD) diagnosis

« Goal: multidisciplinary care team work with member on getting connected to
SUD treatment and/or PCP, and appropriate community resources

« SUDs - specific focus on opioid use disorder (OUD)
« ~28% with an OUD diagnosis are not engaged in treatment

« Goal: multidisciplinary care team work with member to engage in treatment
services as appropriate

 Palliative Care

« Goal: triage referrals to community-based palliative care program, focus on
engaging providers to refer earlier to prevent unnecessary hospital visits

Health @ ¥
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Presenter Contact Information

Keshia Bigler, CareOregon biglerk@careoregon.org
*Keshia contact for questions across Huddle team*

Kathy Belwood, CareOregon
Jessica Dizon, CareOregon

Miriam Parker, Columbia Community Mental Health
Marika Shimkus, CareOregon
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Thank you!

Please complete the post-session evaluation.

Next session is on Monday, March 4 from 1:00-2:00 p.m.

— We will discuss approaches to community collaboration and participants will have an
opportunity to share their efforts to address the emergency department disparity metric
population.

Susan Kirchoff, OHLC, susan@orhealthleadershipcouncil.org

Liz Whitworth, OHLC & CareOregon, liz@orhealthleadershipcouncil.org

For more information on ED MI metrics support, visit
www.TransformationCenter.org

Health REGON HEALIH ., ¥

Research Network OHSU


mailto:susan@orhealthleadershipcouncil.org
mailto:liz@orhealthleadershipcouncil.org
http://www.transformationcenter.org/

