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Meeting:  MSLC B1 Integration Learning Collaborative Meeting 
Location: NH Department of Health and Human Services, Concord NH 
Date:   April 5, 2019  
Time:   9:00 AM – 10:45 AM 
 
Action Items: 
 

# Description Owner Status 

1.  New Hampshire Healthy Family (NHHF) will provide 
the denominator related to the analytics tools and risk 
scores presented at the meeting.  

J. Muldoon Open 

2.  A communication will be sent to B1 participants 
framing  the topic discussion for May’s B1 meeting. 

MSLC Open 

 
I. Introduction  

 
V. Brown opened the meeting with introductions and roll call on the phone. She reviewed the 
meeting goals and agenda items and introduced the panel which included L. Diggins from 
IDN4, T. Jennison from IDN6, Dr. S. DiCapua and J. Muldoon from NHHF, S. Peterson, C. 
McFadyenOk and H. Eaton from Wellsense.  V. Brown then gave an overview of the Spotlight 
from IDN2. 

II. Action Items from March 8, 2019 
 

V. Brown stated that the action items from the March 8th meeting were related to data and 
moved to the Health Information and Outcomes Data Meeting tracking log. 

III. Risk Stratification related to Social Determinants of Health Social Determinants of 
Health (SDoH) 
 

V. Brown discussed risk stratification based on identifying patient needs and vulnerabilities as 
they relate to SDoH. She reviewed the contributors to health outcomes and some of the 
strategies and tools used to screen and assess patients. She reviewed national statistics which 
show that clinical care is a fraction (10%) of patient needs and the other 90% is from social 
circumstances.   

IV. Panel Discussion 
 
A. T. Jennison introduced the new name for IDN6 as Connections for Health and 

explained that Region 6 is made up of Rockingham County and Strafford County and 
explained how different they are from each other.  She reviewed the approach IDN6 is 
taking to stratifying for risk in relation to vulnerability and struggles. She explained their 
Community Care Team (CCT) structure and the referral process for identifying those 

cases that are discussed at 
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their CCT meetings. She gave an overview of DSRIP assessment tools related to 
vulnerability and explained that adequate predictive data is inconsistent and unreliable 
for individuals and populations and that partner capacity to assess is often constrained 
by availably of resources to respond. She identified that clients come in contact with 
more agencies and case/care coordinators than known and that sometimes agencies 
contradict each other with their guidance. She communicated that privacy laws make 
information sharing hard and the aim should be to share wisdom instead. 

B. L. Diggins from IDN4 explained that they looked at how data was collected within their 
own region and realized that they were at risk because communication was difficult 
between their multiple Electronic Health Record’s, systems and care plans, and multiple 
population health plans. She explained that the biggest risk was not at the patient level 
but at the provider level due to a lack of established protocols to help providers 
understand the correlation between the number of services a patient uses and their risk 
level. L Diggins explained that they assessed available community resources and the 
scope of services that these community resources provided and “piggybacked” on 
some of these programs such as Health Communities and the State Opioid Response 
(SORS) grant. She explained the Open Beds program which allows IDN4 to see a clear 
pattern across the state and region through the use of 2-1-1 or Open Beds and look at 
resources available to address SDoH. How patients are being referred out will help to 
understand their needs. She stated that the path to risk stratification is contingent on 
being able to share patient information, goals and event notifications across multiple 
latitudes in an electronic fashion.   
Q: K. Capuchio asked if IDN4 would share their comprehensive Shared Care Plans 
(SCPs) and if the SCP template included the 4 elements identified by the earlier data 
workgroup. She also encouraged the Managed Care Organization (MCO) partners and 
the IDNs to think about their SCP approach and what that looks like.   
R: L. Diggins stated that she is referencing the four elements. But explained that there 
is a difference between a care plan and a chart. The care plan looks at t the patient 
goals and recommendations coming into the Emergency Department (ED) or other 
providers. It is not necessarily a list of diagnosis and medications.  She explained that 
the next step is to use Collective Medical (CM) to share information on high risk 
patients, but the challenge is determining high risk patients. She noted that the IDN 
uses different models and gets different results.  As a result, they focus on the Closed 
Loop Referral (CLR) and this gives the information on a compressive nature of their 
healthcare. A care plan does not do this. 
C: K. Capuchio stated that IDN6 focuses on SDoH and, because of this, may have 
promising evolving practices.  
R: L. Diggins stated the lack of alignment and communication between grant programs 
to support financial integrity within the State is a challenge. There are funds that can 
support these programs that could contribute to building the system. 

C. Dr. S. DiCapua and J. Muldoon represented NHHF. J. Muldoon explained that NHHF 
uses multiple data sources to understand SDoH including Health Risk Assessments 
(HRA), claims data, and provider and community engagement. She reviewed the 
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questions that they ask on their HRA and the analytics tools that target specific 
populations and their risk scores.  
Q: What was the denominator for these risk scores? 
R: This is a sample but we will get the denominator number to you. ACTION ITEM 
J. Muldoon then gave a high level overview of the Community Connector Tool. This 
feature identifies programs related to SDoH by zip code available to members.  Once a 
community organization that is listed identifies their program, NHHF can set up their 
CLR system. National organizations are also included in this feature such as American 
Lung Association and Cancer Society. This tool allows for electronic closed loop 
referrals at the community level for social service agencies. NHHF can monitor when a 
referral is closed through this tool.  
Q: Is this information shared with the other provider partners? Do you tell them the loop 
has been closed? 
R: Yes, through the provider portal and care plan that this information is available. 
Q: Does that mean that anyone who gets a referral has a care plan? 
R: Yes 
Q: Is the access to this system at a patient or provider level? 
R: Right now only NHHF staff have the ability to make the closed loop referral but the 
general population through the website has access to this resource and can see the 
same providers.  
J. Muldoon explained the challenges and successes involved with claim lag and 
providers not using “Z codes,” which represent reasons for encounters. It is important to 
get providers to utilize these codes. She provided a list of Z codes. 
Q: Do we know if providers are using the Z codes 
R: Some are using them but some stated they do not get paid for Z codes particularly in 
relation to children being impacted by parents drug use.  
R: K. Van Bergen stated that she is interested to see how the Z codes are explained to 
patients and patient’s families.  

D. S. Peterson from Wellsense introduced herself and her team. She reference the 
commonalities among panelists related to risk assessment. She stated that although 
the panelists are competitors in the market, they want to make a contribution to the 
State’s overall health. She commented that the MCOs and IDNs should have 
communicated earlier each other. She then introduced C. McFadyen to explain two 
community NH projects, the Stork Project and Womenaid in Greater Portsmouth.  
S. Peterson stated that Boston Medical is the largest safety net in the state of 
Massachusetts and Wellsense has the benefit of learning from them. When rolling out 
their Accountable Care Organization (ACO) the staff was educated on how to capture Z 
codes. The screener asked all SDoH questions and the EHR prompted the Z codes.  
C: K. Capuchino referenced S. Peterson’s comment regarding MCOs communicating 
with IDNs. She stated that the infrastructure had to be built and they had to go through 
the process to get to the present. She also stated she is now thrilled that the MCOs and 
IDNs have been able to come together. 
Q: B. Gunn asked if the MCOs could agree on what data could be provided to the IDNs. 
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R: S. Peterson stated that they are looking at how they are sharing the data. There are 
legal barriers to sharing.  She explained that, at present, they can communicate with 
providers but not IDNs.  
R: S. DiCapua stated that one potential solution is to leverage an all-payer claims 
database. This could be a source at least for raw data to build your programs. Everyone 
would feed claims into one central location.  
R: S. Peterson stated that there are platforms to gather the data but how it is used will 
make a difference.  
R: W. Kennerson suggested that the MCOs work with the IDNs to build a standardized 
Comprehensive Core Standardized Assessment (CCSA). IDNs and MCOS have 
different tools. She also expressed the need to look at outcome measures based on 
region versus the state as a whole.  
R: K. Van Bergen stated that there are many payer portals that have to be accessed 
separately to get data. This is a burden for those that have to work with the data. 
 

V. Future B1 Meeting Topics. 
 

A. V. Brown opened a discussion regarding the May 3rd meeting topic and explained that 
IDN1 recommended CCSA be discussed, particularly in regards to pediatrics.   
Q:  A. Goudie asked what the intent of this topic would be and explained that IDNs all 
have established CCSAs at this point. 
R: K. Capuchino responded that there is no CCSA, only CCSA domains. She explained 
that it could be time to modify domains based on learning practices and work in 
conjunction with MCO partners. 
Q: T. Jennison stated that partners may not be doing all of the domain elements 
because they do not have resources for positive screens. A valuable conversation would 
be to discuss the possibility of payers covering services that the result from a positive 
CCSA.  She brought up an example of "Womenaid" paying for short term housing for a 
patient that needed day surgery, and stressed that the organization does not benefit 
from the patient having day surgery, but that the doctor, surgeon, and/or payer might 
R: A. Goudie responded that the IDNs have been sharing with each other but not with 
the MCOs. 
R: K. Capuchino stated that it would be valuable to have a discussion regarding how the 
CCSA is rolling out in their regions and what is valuable and what is not. What are the 
barriers and what are not? Not having referrals is a gap. Even if there is not a solution, it 
is important to identify where the gaps are and work in partnership with the MCOs as 
ways to approach that. 
R: A. Goudie commented that they have a hospital that has seven practices and they 
are not utilizing a CCSA due to an electronic barrier. They do not have the people in 
place to implement the paper copy, nor is that what they want to do, and it is not really a 
part of their practice. She is working with them though, and they are implementing it 
currently in their ED. She also asked “how do we get them to find the values in 
implementing the tool that they helped design due to the cost to making those changes?”  
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B. Courtney stated that MSLC would frame this and send it back to the state for review. 
ACTION ITEM 

VI. Next Steps 
 

A. Next meeting is May 3rd which will be in person. 
B. The Quarterly All-Partner LC Meeting is May 7th.  

 


