ALL-IDN MONTHLY B1 LEARNING
COLLABORATIVE
JUNE 7, 2019

MEETING GOALS
• Identify and discuss approaches and workflows
that IDN partners are using to administer the
CCSA in their practices.
• Learn from your peers and in a facilitated panel
discussion, strategies to address challenges
when implementing the CCSA.
• Ensure awareness of technical assistance
materials developed and available to support IDN
staff.
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AGENDA
• Spotlight
• Action Item Follow-up
• Comprehensive Core Standardized Assessment
• Panel Discussion
• Topic for August Meeting
• Technical Assistance Update
• Next Steps
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DSRIP SPOTLIGHT
IDN2 - Epsom Family Medicine
•

Conducted a case review of one patient that was identified through
Collective Medical (CM) as having more than 5 Emergency
Department (ED) visits in the past 3 months.

•

There was an opportunity to drill down in the CM portal and
present data to the provider.

•

As a result, follow up will now be conducted on patients with 3+ ED
visits with their individual provider and planning on reviewing one
case each month with the provider team for a patient with excess
number of ED visits over the past year.

•

Concord Family Medicine is also beginning these meetings. Both
practices will loop in with the Complex Care Coordinator
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COMPREHENSIVE CORE STANDARDIZED
ASSESSMENT(CCSA)
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• Let’s continue to connect the dots…..
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CONTRIBUTORS TO HEALTH OUTCOMES

https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity
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PURPOSE OF THE CCSA
• Screen Medicaid Members.
• Discover unmet needs- assess for vulnerability.
• Use as the basis for an individualized care plan used by
the care team to guide the treatment and management of
the target population.
• Connect members to a range of supports for physical,
behavioral, and social determinants of health.
• Improve care for complex members.
• Follow-up to positive screening results.
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IDENTIFYING PATIENT NEEDS
• Vulnerability vs. Risk
• Assessment Tools
•
•
•
•
•

CCSAs
Arizona Self-Sufficiency Matrix
PRAPARE
CANS/ANSA
Service Utilization (claim, agency contact & self-report)
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NH DSRIP STCS: COMPREHENSIVE CORE
STANDARDIZED ASSESSMENT (CCSA)
•

Use of the CCSA process and care plan that will be shared among core team
members. The assessment process (conducted at a minimum annually) will be the
basis for an individualized care plan used by the care team to guide the treatment and
management of the target population.

•

The assessment will include the following domains: demographic, medical, substance
use (including tobacco use), housing, family & support services, education,
employment and entitlement, legal, risk assessment including suicide risk, functional
status ( activities of daily living, instrumental activities of daily living, cognitive
functioning).

•

In addition, pediatric providers will ensure that all children receive standardized,
validated developmental screening such as the ASQ-3 and/or ASQ SE at 9, 18 and
24/30 month pediatric visits; and use of Bright Futures or other American Academy of
Pediatrics recognized developmental and behavioral screening system.

NH DSRIP 1115 (a) Medicaid Waiver, Special Terms and Conditions
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PEDIATRIC ASSESSMENT
•

•

Ages and Stages Questionnaires Third Edition (ASQ-3)
•

Ages one month- 51/2 years

•

Parent centric approach

Ages and Stages Questionnaires Social-Emotional health (ASQ SE)
•

Parent completed, highly reliable system focused solely on social
and emotional development in young children

https://agesandstages.com/products-pricing/asqse-2/
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WHAT DO YOU DO WITH A POSITIVE RESULT ?

•

Positive results indicate further assessment, intervention, and connection to
supports beneficial to the member.
•

Assessment requires the capacity to respond which requires formalization of
support referral networks and development of a plan to make sure that the
individual receives the required services and the referral loop is closed.
•

This includes workforce shortages, housing shortages, limited access to
transportation and other barriers resulting from CCSA positive responses.

•

A plan may not link immediately to a solution, for instance, housing
shortages result in a wait list for subsidized housing. It is still important to
develop a plan that would include understanding all options and completing
the myriad of applications still important for the individual.
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ADDRESSING LIMITED RESOURCES
•

Identify categories where there are limited resources such as
transportation;

•

Strengthen and formalize relationships with your IDN partners that
provide these limited resources to build your network;

•

Reach out to MCOs to identify resources and tools available to
individuals through their health plan.

•

Work with your partners to look for innovative solutions and
alternative resources and develop a plan to address the shortages. An
example to address transportation shortages could be to use publicprivate partnerships between Medicaid and Uber.

•

Advocate for policies and procedures that allocate scarce health
care resources fairly among patients and allocate resources based on
medical need, urgency of need, anticipated duration of benefit, and
change in quality of life. Once referral is made, close the loop.

https://www.ama-assn.org/delivering-care/ethics/allocating-limited-health-care-resources
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WHAT DO YOU DO WITH A POSITIVE RESULT ?
•

Closed Loop Referral – bi-directional referral communication
•

Open Beds/par8o/Unite Us – Software platforms to increase access
and referral management. https://www.openbeds.net/;
https://learn.par8o.com/referral-management;
https://www.uniteus.com/

•

2-1-1- NH statewide, comprehensive, information and referral
service. It is available in 50 states including all 6 New England
State. - https://www.211nh.org/about-us/

•

NHHF Community Connector Tool/ Aunt Bertha- This tool is
available to everyone to identify and refer/self-refer to needed social
services. The tool allows NHHF case managers to confirm that a
member presented at an agency and close the loop for referrals. https://nhhealthyfamilies.auntbertha.com
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COMMUNICATION WITH NON-ENGLISH SPEAKERS
•

The United States has a growing number of people with limited English skills. About
25 million people, or nearly 9 percent of the U.S. population, have limited
proficiency in English, meaning they speak English “less than very well,” according
to the U.S. Census.
•

Some have language access services such as the provision of in-person,
telephone, or video interpreters and translated documents.

•

Web-based translation.

•

Some have commercially available communication boards have been developed
and implemented specifically to facilitate commonly used messages with both
critically ill and non-English speaking patients.

Not Recommended:
•

Some use ad hoc interpreters such as family, friends, or administrative staff.

•

Often communication is attempted by simply asking yes/no questions and more
appropriate communication interventions are not employed.
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PANEL DISCUSSION – IDN2
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 INTRODUCTIONS
• Michele Underwood, Practice Manager
Epsom Family Medicine
• Suzanne Williams, Practice Manager
Family Health Center at Concord Hospital
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FAMILY HEALTH CENTER
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EPSOM FAMILY
MEDICINE
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 HOW IT HAPPENS
•

How are your B1 partners capturing CCSA information (paper, IPads while in waiting room
or office)?
EFM: Paper form completed by patient in the exam room before seeing the provider
FHC: Paper form completed by patient at check-in in the waiting room

•

Who is administering the CCSA? (clinician/care manager?)
EFM: Medical Assistant or IBHC explains the CCSA to the patient for completion
FHC: PCC hands out form at Check-In for patient to complete

•

Which CCSA domains do your partners find the hardest to include, particularly as they
relate to referrals for positive screening results?
EFM & FHC: Tobacco cessation counseling & follow-up

•

What other challenges do your partners face related to completing the CCSA?
EFM & FHC: Knowing where in the EMR to document the information in order to get
“credit”
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 HOW IT HAPPENS
•

CONTINUED

What successes have your B1 partners had related to implementation of CCSA?
EFM & FHC: Identifying patients that require intervention or community resources that we
may not have otherwise known.

•

How do you approach completing CCSA for non-English speaking individuals?
EFM & FHC: We currently do not screen our non-English speaking patients

•

How do your B1 partners approach the CCSA in relation to pediatrics?
EFM & FHC: CCSA Pediatric screening form is used for children 12-18 years of age. We
encourage the parent/guardian to allow the child to answer the form on their own.
Providers will typically address positive findings after they ask the parent(s)/guardian to
step out of the room to determine whether intervention is required.
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 WHAT DO YOU KNOW NOW THAT YOU
WISH YOU KNEW WHEN YOU STARTED?
•

The purpose of the CCSA screener

•

Where the data is being pulled from the EMR

•

How other practices are handling their workflow (what is
working/not working well)

•

Definition of the measurements (numerator vs
denominator)

•

What each role (MA, RN, MD, IBHC) is responsible for
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PREVIOUSLY IDENTIFIED TOPICS
•

Comprehensive Core
Standardized Assessment
(CCSA)

•

Closed Loop Referrals

•

Privacy

•

Shared Care Plan

•

Social Determinants of
Health

•

Multi-disciplinary Core Team
•

Care Coordination

•

Interagency Workflows

•

Moving your metrics: Tools
and Resources

•

Pediatric Integration

•
•
•

Funding and Sustainability
Site Self-Assessment
Risk Stratification

• SAR Reporting
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ACTION ITEMS FOLLOW-UP

• New Hampshire Healthy Family (NHHF) will provide
information regarding what makes up the
denominator when calculating risk scores for SDoH
analytic tools discussed at the April 5th meeting.
Pending

24

NEXT STEPS

• Next B1 Integration Monthly LC Meeting
- July 5th meeting cancelled due to holiday
- Next meeting August 2nd
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