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Denver Health

An innovative healthcare system
that is a model of success for
the nation.

OUR AREAS OF FocCcus

@ Clinical Care
Highest quality, low cost provider*

W Education

Academic center teaches the next
generation of healthcare workers.

8 Research

Ongoing, leading-edge research

C 911 Response

' o Operates Denver's emergency
‘| ! ~ medical response system,
ol Al)-  the buslest In the state +

DENVER
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Public Health

Keeps the public safe through
tracking communicable disease
and promoting healthy

Community Health Centers
Offering total family care in 8
neighborhood centers where

families need it the most behaviors i
'— -
Rocky Mountain LIS
Regional Trauma Center -
e School-Based Health Centers
Region's top Level | Trauma Center
Keeping kids in school by providing
for adults and Level |l Center for
children = whole hm"y care vital health care to DPS students I
4 through 16 In-school clinics, free
of charge ’
J )
E Rocky Mountain Center
for Medical Response to
Denver Health a;zorlsm PR
Medical Center Ming eyery day to pian
One of Colorado’s busiest NoSPtalS,  easaeg e PR Ra R | [E8 S S +
ranked in top 5% for inpatient o 0 P N . .
survival annually since 2011 4 1 T n n
»7 997 il

’ l n ,/ Denver Health
. - - . “a \_ Medical Plan, Ine

—— Keeping our community healthy
S by providing healthcare
ST nsurance to 77,0004+

Denver Health Foundation
Provides additional resources that
bridge the gap financially to fund
special projects and specific needs

Regional Poison
Control Center

Trusted experts for multiple

states and over 100 national +

and international brands

K *? ?’
ﬁ ” Denver Cares
Provides a safe haven and ’
NurseLine detox for public inebriants [
+ w
SR - Correctional Care

medical information, home treatment,
and when to seek additional care

r 111 ] Providing medical care to
eNing ptlents peace of mind 24/7 ’ 1T ‘7  prisoners in Denver's jails and

via telemedicine




Denver Health —

2 1 St Century = Level One Care For ALL
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Improve access and achieve Triple Aim:

to deliver better care, spend health care dollars more wisely, and make our communities healthier

Enhanced clinical services through redesigned health teams (~¥S9m)
— Clinical pharmacists
— Behavioral health consultants
— RN care coordinators
— Patient navigators
— Social workers
— Specialized high intensity teams

Enhanced health information technology (~S9m) e
— Population segmentation/patient risk stratification 3 years
— 3M™ Clinical Risk Groups (CRGs)
— eTouch Services $19.8 million

Administration and Evaluation (~2m)
— Rapid Cycle Evaluation NOT Research

Data Notes: Adapted from Rachel M. Everhart, EVALUATION OF A MEDICAL HOME TRANSITIONS OF CARE 5
INTERVENTION IN A SAFETY NET SETTING, Health Services Research PhD Program Thesis Defense. April 24, 2014
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215t Century Care: Population Health “Tiered”

Delivery of Enhanced Care Management Services

Patients MMs Baseline PMPMs Staffing Model
. 10,087
Aere Adult 73%, S
_ Peds27% . Multidisciplinary
ey High Risk High Intensity
Tier 3 P S Treatment Clinics
S - —————/ | .
i = A;:‘;‘S:ssfﬁgg PN, RN CC, Complex Case Management
Tier 2 397 463 e PharmD, BHC, (High Risk Care
Adult 82%, HIT Coordination)
Peds 18% 860 o @0 g .
= Adults: 5614
Peds: 5314
. - Chronic Disease Management
Tier 1 640,933 :
Adult 27%, 593
Peds 73% AdUSSSYy @@00909092Www oo = S
Peds: 576 HIT * Panel Management
* eTouch Programs

Notes: Baseline periodis July 2010 through June 2011. This initial "proof of concept" tiering algorithm was implemented by Milliman using CDPS predictive

modeling tool thresholds to define tiers. Tier sizes were pre-determined according to estimated resource capacity. The attributed managed care population was
identified through membership files, whereas the fee-for-service population was selected at a single point in time at the beginning of the time period and fixed
for the duration. All attributed individuals were tiered. MM: Member months, PMPMs: Per member per month, PN: Patient Navigator, RN CC: Nurse Care
Coordinators, PharmD: Clinical Pharmacist, eTouch: Health Text Messages Programs. Grant tiers (Beta version).

Citation: Johnson T, Estacio R, Vlasimsky T et al., "Augmenting Predictive Modeling Tools with Clinical Insights for Care Coordination Program Design and Implementation," eGEMS
(Generating Evidence & Methods to improve patient outcomes). 2015 (In press.) Graphic developed by. Susan Moore, Kathy Thompson and Sarah Sabalot. 7
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Who Do We Tier? Q?I%%V%II-{I
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* All patients who have had a visit to a Denver Health
facility in the previous 18 months (includes clinic visits,
hospital, ED, urgent care, public health visits, etc.)

 Medicaid, Medicare, CHP Managed Care patients,
regardless of whether they have been to DH or not

e Run daily, with full population refreshes monthly

# of Patients
300,000

251,602
250,000
200,000 163,961
150,000 139,877
100,000 87,641 71,829 68,048
0
Total # of Patients CMMII Patients

M All Patients ™ Adults ™ Peds

DHHA Confidential
Data Notes: Slide courtesy of Dan Brewer 9
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CRG Status

30,000

25,000

20,000

15,000

10,000

5,000

CRG Status is a primary building block for
constructing DH’s tiered population

CMMI Adults by CRG Status

26,412

1- Healthy

3,273

4,496

1,427
.

2 - History of 3-Single Minor 4 - Minor

Significant
Acute Disease

Chronic
Disease

Chronic
Disease in
Multiple
Organ
Systems

Full CRG

Description
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Avg.
Charges

12,507

5- Single
Dominant or
Moderate
Chronic
Disease

16,683

61421 — Diabetes and
Asthma — Level 1

61426 — Diabetes and
Asthma — Level 6

6 - Significant 7 - Dominant

Chronic Chronic
Disease in Disease in3 0
Multiple ~ More Organ

Organ Systems
Systems

2,041

1,335
|

8 - Dominant, 9-
Metastatic  Catastrophic
and Conditions
Complicated
Malignancies

558

$5,815
$41,346



Adult Risk Stratification Using Predictive

MOdeling and Clinical = Level One Care For ALL
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Super Utilizers

) (40%)
CRGs are primary

Utilization may
basis for tier

override CRG-

assignment Tier 3 assigned Tier
n=7,411
S Adult
\\\ High Risk

X @

Tier 2
n=27,325

- : Adverse Birth
Tier 1 N . Outcomes

n=31,490 I/} (2%)

Total
N=69,492

Citation: Johnson T, Estacio R, Vlasimsky T et al.,
"Augmenting Predictive Modeling Tools with
Clinical Insights for Care Coordination Program
Design and Implementation," eGEMS (Generating
Evidence & Methods to improve patient
outcomes). August 2015. Vol 3:1(14).

12
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CRGs Provide Financial Stratification with
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Clinical Meaning
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CRG* Status 2012 Cohort 2013 Cohort 2014 Cohort
average charges |average charges |average charges

1- Healthy $2859 $3,058 $1,940

2 - Acute Only $5686 S5,820 S3,450

3 - Single Minor $5243 $5,843 S3,213

Chronic

4 — Multiple Minor $6572 $7,055 S4,346

Chronic Disease

5 — Moderate Chronic | $7474 $7,571 S4,084

Disease

6- Significant Multiple | $17 413 $18,437 $9,909

Chronic

7 - Dominant Multiple | $45 277 $42,380 $29,353

Chronic

8 - Cancer $39,243 $48,771 $34,689

9 - Catastrophic $81,538 $87,993 548,372

Citation: Johnson T, Estacio R, Vlasimsky T et al., "Augmenting Predictive Modeling Tools with Clinical Insights for Care
Coordination Program Design and Implementation," eGEMS (Generating Evidence & Methods to improve patient
outcomes). August 2015. Vol 3:1(14)




Super-Utilizer Demographics &
Health Status

With multiple chronic conditions

utiliz

Percentages Of 4,774 Adult Super-Utilizers In Denver County, Colorado, With
Selected Characteristics, May 1, 2011-April 30, 2013
80 _]

Non-English speaker

I
5/1/11

— e
Homcless
——w

1
72/1/11 1/1/12

PR

1
711712
SOURCE Authors’ analysis of data from the data warehouse of Denver Health. NOTE Each

I

4/1/13
patients identified as super-utilizers in that month.

1
1/1/13
population characteristic percentage was calculated from the cross-sectional snapshot of
1319; doi:10.1377/hlthaff.2014.1186

Tracy L. Johnson, Deborah J. Rinehart, Josh Durfee, Daniel Brewer, Holly Batal, Joshua Blum, Carlos I. Oronce, Paul Melinkovich, and Patricia Gabow.

For Many Patients Who Use Large Amounts Of Health Care Services, The Need Is Intense Yet Temporary. Health Affairs. August 2015; 34(8):1312-

Black or Hispanic
e —— ————— . — o ———————————————————————
: Malc
5 40_| Mcdicaid
- N ——————————
¥ 20 Uninsurcd
0
T

HEALTH

Level One Care For ALL

© 2012 Denver Health



“Super-Utilizers” are Stable in Number, BUT 75 DENVER

Individual Turn-Over is High = Lo orecarsFor

© 2012 Denver Health

Population And Individual-Level Analyses of Adult Super-Utilizers in Denver County, Colorado, May 1, 2011-April 30, 2013

2,000 _
® Inoriginal cohort, will dis

I l ® Inoriginal cohort, will lose
_.T I andnot regamnstatus
X . Inorigindl cohort, will lose
-;_‘ ‘ IJJ“ .
% INd regain status
[ - In: r};_;f\'il hort, continuously
p. Mét Critend
5 500

s/1/11 7111 1/1/12 71112 1113 ¢1/13

® Notinorigingl cohort

DATA NOTES: Authors’ analysis of data from the data warehouse of Denver Health. NOTES “Not in original cohort” is people who became super-utilizers after the study period began
(members of all other categories were in the original cohort). “Will die” is people from the original cohort who died during the study period; some people who died also permanently or
temporarily lost super-utilizer status. “Will lose and not regain status” is people from the original cohort who stopped being super-utilizers and did not regain that status during the study
period. “Will lose and regain status” is people from the original cohort who stopped being super-utilizers and did regain that status during the study period. “Continuously met criteria” is
people who met the criteria for super-utilizers throughout the study period. Some people classified as “not in original cohort” also died, permanently or temporarily lost super-utilizer status,
or both during the study period. However, these super-utilizer status changes were not tracked. Only status changes affecting the original cohort are shown in the exhibit.

Tracy L. Johnson, Deborah J. Rinehart, Josh Durfee, Daniel Brewer, Holly Batal, Joshua Blum, Carlos I. Oronce, Paul Melinkovich, and Patricia Gabow. For Many Patients
Who Use Large Amounts Of Health Care Services, The Need Is Intense Yet Temporary. Health Affairs. August 2015; 34(8):1312-1319; doi:10.1377/hlthaff.2014.1186 16



Once a Super-Utilizer, Always a

Superutilizer? . o o Not SO MUCh — Level One Care For ALL
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eseecC AT&T LTE

<

Eric Topol
s @EricTopol

From Hotspotters nyr.kr/10i1Z8A7
by @Atul_Gawande to Super-
Utilizers bit.ly/1gTDqgG2
@Health__Affairs

i e draser rmadioa casts by giving: e et pavleri atiar amet Large Amounts Of Health Care
RC— 54T s0ni Services, The Need Is Intense
Yet Temporary
Recipien F
Th e ?g:malysis
Super- Terminat cancer
Uﬁlizers Trauma patients.

atients (not

serious mental

NEW YORKER Health Affairs
o Y ] = X

Timelines Notifications Messages Me
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<= 3% of adults; 30% of facility costs

CRGs are primary

basis for tier ) _— Q X
assignment Tier 3 (60% /

Utilization
overrides CRG-
assigned tier

\

N Adult
Seo High Risk
~ (5%)
Tier 2 )
n=27,325

: Adverse Birth
Tier 1 X oA . Outcomes

n=31,490 “ /} (2%)

I Citation: Johnson T, Estacio R, Vlasimsky

TOta T et al., "Augmenting Predictive

N_69 492 Modeling Tools with Clinical Insights for
- ’

Care Coordination Program Design and
Implementation," eGEMS (Generating
Evidence & Methods to improve patient
outcomes). August 2015. Vol 3:1(14).
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Super-Utilizer Program Implications —

Trig g ering i S Key = Level One Care For ALL
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e Real-time identification is critical

— Billing data is helpful for descriptive analysis but “too old” for
program identification

— Window of opportunity may be short

* Where, when, how to intervene must be
matched to the target population

— Subpopulations differ by primary care use, reasons for
utilization, and cost trajectory

— Non-target populations are likely to be identified
— Many super-utilizers are not currently engaged in primary care

Tracy L. Johnson, Deborah J. Rinehart, Josh Durfee, Daniel Brewer, Holly Batal, Joshua Blum, Carlos I. Oronce, Paul
Melinkovich, and Patricia Gabow. For Many Patients Who Use Large Amounts Of Health Care Services, The Need Is 20
Intense Yet Temporary. Health Affairs. August 2015; 34(8):1312-1319; doi:10.1377/hlthaff.2014.1186



Population Health Interventions for

High RiSk Patients = Level One Care For ALL
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* High Risk Clinics - Specialized primary care for high-
risk/utilizing patients

— Mental Health High Intensity Team (HIT) for patients with
Persistent Mental lliness

— Intensive Outpatient Clinic (IOC) for high hospital or ER
utilization (alCU)

— Child with Special Health Needs (CSHCN) Clinic

* Enhanced PCMH Teams in regular primary care
— Transitions of Care interventions
— Pediatric asthma outreach and home visits
— Medication Therapy Management
— Care Coordination for high risk subpopulations
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Intensive Outpatient Clinic (I0C): Special form of primary care focused
exclusively on high-risk adults with a history of repeated readmissions. Patients
identified via a daily list and screened for clinical eligibility. Patients recruited at
the hospital. Care teams follows patients longitudinally and provides medical,
behavioral health, and social support services.

Conceptualized (250 Patients) After Iterations (400 Patients)

0.8 MD 1.0 Patient Navigator 1.0 MD 0.6 Psychologist

1.0 NP/PA 0.5 Pharmacist 2.0 NP/PA 0.1 Psych MD

1.0 RN 0.3 Psychologist 2.0RN 1.0 Medical Assistant
1.0 CAC 1.0 Medical Assistant 1.0 LCSW 1.0 Clerk

1.0 LCSW 1.0 Clerk 1.0 Patient Navigator



Daily 10C List
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A4 Microsoft Dynamics CRM
Intervention Screenings View Charts Add

— Activate 42 Copy a Link . g '; [X» Export to Excel
=) ’ . p |i i
= Deactivate i@ E-mail a Link U 7 Filter

New Edit Connect Assign Run Start Run Import Advanced

Workfiow Dialcg Reporty Datav Find
Records Collaborate Process Data
Workplace o G3-~ Intervention Screenings  Screenings Pending Enrollment ~
4 My Work v:._-J. Name Contact & Screenim
(| o 3 e Th

;j Dashboards & Intervention Screening: Tier 4 10C
g Activities 1 Intervention Screening: Tier 4 10C
m Calendar ]  Intervention Screening: Tier4 10C
% Imports [71  Intervention Screening: Tier 4 10C

h % >

42 Duplicate Detection [7]  intervention Screening: Tier 4 10C
& Queues A - - ,

= ) ] refIntervention Screening: Tie 10C
|3 Articles = E - :

d Reports {1 refintervention Screening: Tiel 10C
_3 Announcements

.‘_é Screenings

_& Enroliments

4 Extensions
@ Events
(% High Risk Screenings

DHHA Confidential 24



Flow for IOC Enrollment
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IOC Inpatient Transitions Workflow

wem
Daly at morring 10C Admit Bl Report
toom huddies | -Admnuens emals
L Calls
Amendrg/provder referrals
Hoddes
E |
5 Team determines Team determines
- which patients to ‘which patients to
Q visit that day and roP visit that day and
(@] who will complete who will complete r 3 r 1
= the visit the visit 23 days peice to
appointment & allow
1 PN dlscharge checkbst A for ume to arrarge
f::u:‘z:,\ocm-.mu . Philetter 3 amempt TanIporbon
|
w/—L\ Use ———
patient identified as 10 Focus e standwdized Schedule hl? M;::I;ﬂ;:’ull o ) Pnl:::;'m
eligible in PRM theough 10C P patient room —P encoliment - — P call taskin les - e P
screening process. using EDM s botoltd sariptingand Eadalon octy) PRM bafors sheduded Cumplats
b phone intake appointm ent intake form
- L | -~
= See 10C Sereering Process A
2 Workflow No * »)m:nup
& [ Collect patient Send if scheduled
= primary communica tion bedside,
5 Place outreach contact email to PN and coordinate vy
3 intake phone information PCP inpatient team
- call to patient to get
5 r L ) appointment
- Commmuricate prmary contact Sereen for and Future: reference info added to
E—4 No
© information to derk to update e communication discharge )
a Inigon | Biilis " emul temglate T instruction Follow wﬂ'o-cu-csctlri: mu:r::::’:;‘ . :{l’::.;i‘w::m;u for
PN to ensure that he/she show and share L “ |
* r y is aware ptis 10C eligible Ath
Obtain and Indude din t contact and to continue vath care team
document and contact wfo f pavent [ standard transition of care
patient social has follow up Questons
suppor ts
Review chart and o | nl:‘:n ', 'w” ::' Work with RN to Schedule intake :idd'l.:.l::d:tv::
BIReport for brief 2 determine appointment at
Us e P ——3 patientroom ——J» nurses’ station and _"w&nnm_’ bedside or by give patient
= = number/location speak with inpatient e appointment
g narse phone information
-~
; No o undear )
g b 4 +  Reason for admit
C i | “‘d!“’“*:’b"'“:- Inform patient that . Attending inpatient
. to DEaS—- vallbe following physician
'::' “w::;t contactand contact team to get ':m them post- L 1
Fega = info d paventhas follow | appointment info discharge to schedule
E ‘.' st | U Gasons | added to discharge an sppointment
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Patient Enrollment

Intensive Outpatient Clinic (I0C) Patient Recruitment 3/1/2013-10/31/2015
336

Enrolled in 10C
450

Back to Primary Care
46

Daily Admit Report
3,182 patients E::.lg].l;»‘l'e
(212 also referred <
From primary care) Not able to make
Super-Utilizers contact
Eligible but not
enrolled Lost to follow-up

3,326
674

Not I0C Appropriate
2,202
Chose to remain in
primary care

Tier 4 patients
referred from
primary care
144 patients

Deemed non-
preventable
admissions

Referred to other
high-intensity teams
(MHCD, HIV,
Geriatrics,

Oncology)

Enrolled = Agreed to participate and has attended at least one in-person clinic visit.
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Evaluation: I0C Patient Experience S HEATL

Level One Care For ALL

Preliminary Summary of Findings

*Most of the clients interviewed liked the I0C

*Felt respected (known to providers, not judged, not rushed, caring staff)
*Better access (regular/same day appts, can call IOC and talk to someone)

*|OC helped with medication management and connected them to other needed
services

*Most don’t want to “graduate” to regular primary care

Areas for improvement

*Expand current clinic and establish more locations or “step-down” clinics
*Nurse advice line dedicated to I0C patients (currently 2 day call back)
*Home visits and social support outside the clinic

*Better parking options and help with transportation

DHHA Confidential
Data Notes: Slide courtesy of Dr. Debbie Rinehart 28



Cost Savings Analysis: Why can’t we simply compare

utilization/costs of before and after program enrollment? e

© 2012 Denver Health

“INTERVENTION”

Labeled certain patients
/ “Super-Utilizers®  Charges reduced 44%

& admissions reduced

: 53%, but NO clinical
: intervention was

4. 25 Admits [/ person 1.98 Admits Jf person

Utilization Utilization

05,2010 05,2011 05,/2012

This natural tendency for high-utilizing patients to become less high-
utilizing over time is known as “regression to the mean”.

DHHA Confidential
Data Notes: Slide courtesy of Tracy Johnson 29



Evaluation: Total Cost of Care Analysis

Sample (“Mocked-Up”) Data

© 2012 Denver Health

“Savings”

S y
a F
>
o
<
..E m Savings

O
= B Inpatient

S

)

(a mED

[ _ ¢

<)

o) Other

5

M Specialty
=

| - .

) W Primary
o Care
V)

T .. — .

Baseline Baseline + Trend Actual

DHHA Confidential 30



Evaluation: Total Cost of Care

© 2012 Denver Health

Preliminary Actuarial Findings of 21CC

*Population: 21CC Managed Care populations

*Baseline period (11/1/11 -10/31/12)

*Program implementation (11/1/12 —9/30/13)

*“Cost Avoidance” = Dollar value of utilization reductions
— Expected spending — Observed spending or

— (Baseline spending * trend) — Program spending

*Findings:
— Medicaid cost avoidance equivalent to -2.7% (relative to expected)

— Reductions in Adult Tier 4 Medicaid utilizers was the single largest
driver of overall cost avoidance (-6.1% relative to expected)



Implementation Challenges

Level One Care For ALL
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* Gaining clinician buy-in
— Transparency
— Focus on avoidable hospitalizations
— Clinical design control

* |dentifying target population
— Claims data useful for population analysis
— Provide real-time (not claims) data for clinical action
— Balance predictive analytics & clinical insight
— Balance short-term & long-term goals

* Payment model/perverse incentives
— Modified productivity standards

32



State Medicaid Opportunities

Level One Care For ALL
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e Regulatory approach

— Process vs. outcomes orientation
— Flexibility vs. standardization

e Data analytics

— Real-time data on high-risk patients
— Clinical input to define what is a “high risk” patient
— Access to raw data (for further analysis at clinical sites)

 Payment model

— Advanced systems will want capitation/global payment

— Managed FFS (PMPM care coordination payments) should focus on
outcomes (less on qualified providers, workflow)

33
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Co-PI, Evaluation Lead

DHHA Confidential 35



Why Tier?

Population-Matched Staffing CeSEALH

© 2012 Denver Health

> Enhanced Care Team Members

Number of tier 3-4 patients per 1.0 staff FTE

1.0 FTE
Provider
Patient Navigator none 570 189
Clinical Pharmacist 5,988 1,996 N/A
Nurse Care none 3,992 377
0.33 FTE Coordinator*
RN Social Worker 2,994 1,330 377
Behavioral Health none 798 1,257
Traditional Care Team Consultants

Panel of approximately 1400 patients IOC has reduced panel — 25% of traditional

DHHA Confidential * - pediatric only except 10C



Why Tier?

Provider Panel Analysis =IHEALTH
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Denver Health BI Portal Home > CMMI > Phase 3 Reports
Acons = | @ | I 4 [1 ot B Bl | 4@ Find Next |[100% ™ 8
Provider Patient Dashboard A
# of Patients by Tier CRG Status # of Patients # of Patients by Gender
1 - Healthy 28
25 . 4 N3
. 3 2 - History of Significant Acute Disease 5 M
60 - f 3 - Single Minor Chronic Disease 11
4 - Minor Ghronic Disease in Multiple Organ Systems 9
5 - Single Dominant or Moderate Chronic Disease 45
131 6 - Significant Chronic Disease in Mulfiple Organ Sysfems 122
7 - Dominant Chronic Disease in 3 or More Organ Systems 19
8 - Dominant, Metastatic and Complicated Malignancies 4
Total 252
Total Charges (Last 12 Months) # of Visits (Last 12 Months)
$3,500,000 $3,060,934
$3.000.000
52,466 262 4
$2,500,000
£ 52,000,000
=
% $1,500,000
$1,000.000
$359,581
500,000 ’
0 $17.875 97491
0
Emergency Dept Obsernvation Primary Care Emergency Dept  Observation Primary Care
Denver Cares Inpstient Outpstient Urgent Care Denver Cares Inpstient Outpatient Urgent Care
Axis Title Axis Title
Top 15 Primary Diagnoses # of Visits (Last 12 Months) # of Patients by Age Range
DIABETES MELLITUS WITHOUT MENTION OF 146
COMPLICATION, TYPE Il (NON-
ENCOUNTERS FOR OTHER SPEGIFIED ADMINISTRATIVE 126 26-63 6
PURPOSE 46-55 54
124 2 3645 29
UNSPECIFIED ESSENTIAL HYPERTENSION 82 g 26-35 25
LUMBAGO 77 19-25 4
MAJOR DEPRESSIVE AFFECTIVE DISORDER, RECURRENT 68 =65 57 v
http://biportal/dh/CMML’_layouts/15/ReportServer/R5ViewerPage aspx?rv:RelativeRep: ...Ur\:fdh;"CMBliiﬁiTKE?%PowaN'gw Reports/Report%20Builder%20-%20Provider%20Patient%20Dashboard.rd| ®100% -
onfidentia
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u Inpatient

I (Blank)
B Adult
Ped

NSR - IP NEURO SURG
IOR - IP ORTHOPEDICIS
GSR - IP GEN SURG

NUR - IP NURSERY

GMD - IP GENERAL MED
NUR - IP NURSERY

NRL - IP NEUROLOGY
GSR - IP GEN SURG

NUR - IP NURSERY

GSR - IP GEN SURG

NUR - IP NURSERY

GSR - IP GEN SURG

NUR - IP NURSERY

IPS - INPATIENT ADULT PSYC
GMD - IP GENERAL MED
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Patient Dashboard

Patient Details Tiering History Patient Flags
10/1/2012  4/30/2013 A
5/1/2013 2/1/2015 A

2/2/2015 3/1/2015 A
3/2/2015 A

Utilization Charges

Il eEmergency Dept

[l Outpatient
Primary Care

Il Urgent Care

- R 4.78K

227 eees mu

2012 2013 2014 2010 2011 2012 2013

Visit History Interventions Diagnoses

- InterventionNary v off dtirr -
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Populatlon-LeveI (Geographic) Analysis

Tier 4 High Utilizers by Zip Code
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Super-Utilizers are Heterogenous 75/ DENVER
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Subgroups Of Super-Utilizers In Denver County, Colorado, And Associated Policies Or Interventions

Before and after identification as

Super-utilizers on May 1, 2011 super-utilizers
Percentina Denver  Average annual Mean annual  Risk score,
Associated policy or Health primary per person inpatient concurrent
Subgroup intervention Number Percent care panel spending admissions and predictive
Recipients of Change in federal Medicaid 30 1.8 43.3 $397,089, $408,567  33.9, 36.4 17.8,15.7
emergency policy to enable access to
inpatient dialysis  outpatient dialysis
services under emergency
Medicaid
Terminal cancer Hospice, palliative care 11 0.7 36.4 $230,513, $682,176 5.8, 1.5 14.8,9.0
patients
Trauma patients Highway safety/speed 195 11.6 45.1 $136,050, $79,366 4.4,1.8 6.8,4.7
limits, violence prevention
initiatives
Orthopedic surgery Shared decision making, 60 3.6 76.7 $201,334, $80,039 42,14 10.0, 5.4
patients (not infection prevention
trauma related) education, postdischarge
follow-up
Individuals with Integrated or collaborative 685 40.7 54.5 $87,236, $62,600 3.2, 1.1 5.4,4.2
serious mental behavioral health models
health diagnoses
Patients with Redesigned primary care 701 41.6 71.4 $120,520, $77,833 39,15 7.4,5.5
multiple chronic with enhanced social or
diseases/other mental health services

NOTES The numbers and percentages for the subgroups are based on the original cohort of 1,682 super-utilizers. Each pair of
numbers represents before and after identification as super-utilizers.
Tracy L. Johnson, Deborah J. Rinehart, Josh Durfee, Daniel Brewer, Holly Batal, Joshua Blum, Carlos I. Oronce, Paul Melinkovich, and Patricia Gabow. For Many

Patients Who Use Large Amounts Of Health Care Services, The Need Is Intense Yet Temporary. Health Affairs. August 2015; 34(8):1312-1319;
doi:10.1377/hlthaff.2014.1186



21CC Enhanced Care Team JHEAITH

Level One Care For ALL

© 2012 Denver Health

» Patient Navigators: address barriers to care (transportation, financial/insurance,
language, fear), assist with access to care, provide patient support, support panel
management and population health, link to community resources

* Post-discharge phone calls for all empaneled patients; diabetes pre and post visit care;
proactive outreach for preventive care; high-risk care coordination; asthma home visits

* Clinical Pharmacists: pharmacotherapy management, ongoing monitoring for patients
with specified comorbidities

» Post-discharge calls for patients on high-risk medications; assess labs, vitals and medication
adherence; titrate medications; encourage lifestyle modifications

* Behavioral Health Consultants: licensed psychologist or licensed clinical social worker
practicing integrated care in primary or specialty clinics

» Diagnostic clarification; health behavior change; brief course of therapy; linkage to
psychiatrist and to outside resources/specialty mental health services; crisis management

* RN Care Coordinators: provide extra support and services for children with special
needs that are tier 4 or complex tier 3

* Care coordination intake; schedule specialty appointments; coordinate with school RN and
home services; follow up on hospital or DECC discharge
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