
SIM All‐Stakeholder Mee0ng 

September 10, 2013 
9:00AM to 5:00PM 

 Primary Care Community 
Health 



Housekeeping 

•  Mee0ng will be recorded 
•  Please use microphones to ask ques0ons 

•  Let us know your name and affilia0on 

•  Comments and ques0ons only from the 
designated stakeholders 

•  Feedback will also be accepted via email to: 
marylandSIM@gmail.com  

•  Lunch  



Community­Integrated Medical Home 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Symbol Guide 

HUB 

Health Plans 

"$$ "$$ 

APCD 

Public U0lity 

"$$ 



Pa@ent & Family 

Primary Care Provider (PCP) 

Specialist 

Hospital 

School Nurse 

Community Health Hub 

Community Health Team 
(CHT) Member 

Stakeholder Feedback 

CRISP – Maryland’s 
Statewide Health 

Informa@on Exchange 

Laboratory 

Pharmacy 

Local Health Improvement 
Coali@on (LHIC) 

All‐Payer Claims Database 
(APCD) 



Recap 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Care Team Community 
Health Team 

Shared Data 



State Innovation Models (SIM)  
Grant Solicitation 

•  Released by Center for Medicare & Medicaid Innovation 
(CMMI) at CMS 

•  Purpose: Develop, implement, and test new health care 
payment and service delivery models at the state‐level 

•  Maryland received “Model Design” award 
–  $2.37 million   
–  Planning grant to develop “Community‐Integrated Medical Home” 
–  Opportunity to apply for “Model Testing” award for up to $60 
million to fund implementation over a 4 year period.   



SIM Planning Process 

•  Two parallel stakeholder engagement processes  
1)  Payers and Providers 
2)  Local Health Improvement Coalitions 

•  All‐stakeholder summit to review recommendations from 
both processes and make Winal recommendations 

•  Health Quality Partners will manage planning process and 
provide content expertise 

•  Additional funding to Maryland Health Care Commission 
to expand All‐Payer Claims Database and to CRISP to 
develop hot‐spotting data tools 



super 
u0lizers 

chronically ill 
& at risk of 
becoming 

super u0lizer 

chronically ill but 
under control 

healthy 

Popula0on Health Improvement at All 
Levels of Health Need 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“Hot Spotting” – Deploying 
effective complementary 
community‐based supports 
that “wrap around” the 
primary care medical 
home; patient assessment 
determines range of 
services offered 

Secondary Prevention 
and Effective Care 
Coordination – Aim for 
80% PCP participation in 
medical home (currently 
at 50%)‐‐including a new 
state‐certiWied PCMH‐‐to 
cover 80% of 
Marylanders. Enhanced 
community‐based 
preventive interventions 
in collaboration with 
PCMH 

Promoting and Maintaining 
Health through the Built 
Environment, Structured 
Choice & Effective Primary 
Prevention – Aim for 80% 
uptake of USPSTF grade A/B 
preventive services. Make the 
healthy choice the easy choice 
by creating defaults through 
effective town planning and 
other behavioral economic 
approaches. 

B 

A

C 

6 Million Marylanders 



Community­Integrated Medical Home 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The Clinical Interven0on 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Community‐Integrated Medical 
Home Model 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Primary Care Based Delivery 
Reform Model 

       Can be any combina,on of primary        
care providers/prac,ces that meet 
Maryland minimum standards  

PCMH 

Medicare ACO 

Medicaid Health Homes 

FQHC 

Care 
Manager 

Community 
Team Leader & 
Community 

Health 
Workers 

Shared 
data 

A B 
Wrap‐Around Community 

Supports 
•  Adap0ng Health Quality Partner’s 

concept of Advance Preven0ve 
Service model to  Maryland context 
and test in all‐payer environment 

•  Interven0on begins with pa0ent 
assessment; pa0ent’s needs 
determine interven0ons selected 
from a “menu” of wrap‐around 
preven0ve & support services 

•  Model is agnos0c to underlying 
delivery reform model or provider 
par0cipants 

Benefits of agnos@c/community model include:  
•  Model does not rely on PCMH prac0ce transforma0on, for which ROI is unclear and can take 2‐3 years 
•  Reduced demand on prac0ce by high need pa0ents 
•  Poten0al for greater payer/provider buy‐in: does not “interfere” with exis0ng models; lots of upside, li`le downside 



80% PCP & All‐Payer Par0cipa0on in PCMH 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•  Mul0ple Entry Points/Inclusion Criteria 
with minimum shared standards 

•  State‐Cer0fied PCMHs 
•  Carrier‐specific PCMHs 
•  Mul0‐Payer PCMHs 
•  Medicare ACOs 
•  FQHCs 
•  Medicaid Health Homes 

•  Provider Contrac0ng & Payment 
•  Payment methodology, amount, and 
frequency 

•  Bonus amounts 
•  Pa0ent A`ribu0on Methodology (rests 
with payer on the basis of claims) 

•  Care manager: office‐ and/or community‐
based 

•  Performance repor0ng and bonuses 
•  CIMH Core Measures Set 
•  Provider performance reports based on en0re 

pa0ent panel  
•  PCP receipt of bonus based on performance across 

prac0ces within an LHIC 

•  Minimum standards for payers (including 
State Health Plan), to include:  

•  PCPs can par0cipate in mul0ple PCMH programs 
•  Pa0ent a`ribu0on results shared with public u0lity 
•  Data sharing for care coordina0on and repor0ng 
•  Integrated evalua0on of all PCMH models to learn 

from varia0on 

•  Minimum standards for par0cipa0ng 
prac0ces, to include: 

•  Enhanced access to care and care con0nuity 
•  Data sharing for care coordina0on and repor0ng 
•  Collabora0on with community‐health professionals 
•  Metrics: core set consistently defined 
•  Integrated evalua0on of all PCMH models to learn 

from varia0on 

•  Roles and responsibili0es of care manager 
and community health professionals 

Flexibility  Standardized/Centralized 



Repor0ng Requirements: CIMH Core 
Measure Set 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• Minimum measure set upon which CIMH performance (and performance 
bonuses) are based 

•  Criteria for Selec0on  
•  Widely used in mul0ple na0onal and statewide programs to reduce administra0ve burden 
and facilitate state‐federal alignment 

•  Medicare ACO 

•  Meaningful Use 

•  Million Hearts 

•  CHIPRA 
•  Health Choice 
•  HEDIS/UDS 
•  Maryland PCMH ini0a0ves 

•  Endorsed by na0onal consensus organiza0on (e.g. NCQA, NQF) 
•  Linked to evidence tying metrics to improvements in health outcomes and lower cost, 
par0cularly for those condi0ons that carry highest mortality and morbidity in Maryland 



CIMH Core Measure Set: Adults 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Type  NQF  Measure Descrip@on  Data Source 

u@liza@on   
52  Use of Imaging for Low Back Pain  APCD 

AHRQ  Preventable Hospitaliza0ons – AHRQ PQI Composite Measure  CRISP 

screening & 
preven@on  

421*  Body Mass Index (BMI) Screening and Follow‐Up*  EMR/Hub 
41*  Influenza Immuniza0on  APCD + Rx 
43*  Pneumococcal Vaccina0on for Pa0ents 65 Years and Older  APCD + Rx 
31  Breast Cancer Screening  APCD 
34*  Colorectal Cancer Screening  APCD 
28*  Tobacco Use Assessment & Tobacco Cessa0on Interven0on*  EMR/Hub 

cardiovascular 
condi@ons 

66*  Coronary Artery Disease Composite: ACE Inhibitor or ARB Therapy ‐ Diabetes or LVSD  APCD + Rx 
67*  Coronary Artery Disease: Oral An0platelet Therapy Prescribed for Pa0ents with CAD  APCD + Rx 
74*  Coronary Artery Disease Composite:  Lipid Control  CRISP/EMR/Hub 
70*  Coronary Artery Disease : Beta‐Blocker Therapy for Leq Ventricular Systolic Dysfunc0on  APCD + Rx 
83*  Heart Failure: Beta‐Blocker Therapy for Leq Ventricular Systolic Dysfunc0on  APCD + Rx 

 ischemic 
vascular 
disease 

68*  Ischemic Vascular Disease: Use of Aspirin or Another An0thrombo0c  APCD + Rx 

75*  Ischemic Vascular Disease: Complete Lipid Panel and LDL Control  CRISP/EMR/Hub 

diabetes 

55*  Diabetes:  Eye Exam  APCD 
56*  Diabetes:  Foot Exam  APCD 
61*  Diabetes: Blood Pressure Management*  EMR/Hub 
64*  Diabetes:  LDL Management  CRISP/EMR/Hub 
59*  Diabetes: HbA1c Control  CRISP/EMR/Hub 

hypertension  18*  Hypertension: Controlling High Blood Pressure*  EMR/Hub 
asthma  47*  Use of Appropriate Medica0ons for People with Asthma  APCD + Rx 

mental health 
and substance 

abuse 

105*  An0depressant Medica0on Management  APCD + Rx 
418*  Screening for Clinical Depression and Follow‐Up Plan  APCD 

4  Ini0a0on and engagement of alcohol and other drug dependence treatment  APCD + Rx 

* HHS preferred measures 



CIMH Core Measure Set: Children 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Type  NQF  Measure Descrip@on  Data Source 

U@liza@on 

69  Appropriate Treatment of Children with Upper Respiratory Infec0on  APCD 

AHRQ  Preventable Hospitaliza0ons: AHRQ PDI  CRISP 

2  Appropriate Tes0ng for Children with Pharyngi0s  APCD 

preven@on and 
screening 

24* 
Weight Assessment and Counseling for Nutri0on and Physical Ac0vity 
for Children/Adolescents  EMR/Hub 

38*  Childhood Immuniza0on Status  APCD 

1392*  6+ Well Child Visits, 0‐15 months  APCD 

28*  Preven0ve Care & Screening:  Tobacco Use Assessment  EMR/Hub 

28*  Preven0ve Care & Screening:  Tobacco Cessa0on Interven0on  EMR/Hub 

asthma 
1  Asthma Assessment  APCD 

47*  Use of Appropriate Medica0ons for People with Asthma  APCD + Rx 

mental health  108  ADHD:  Follow‐up Care for Children Prescribed ADHD Medica0on  APCD + Rx 

* HHS preferred measures 




•  Quality metrics should be consistent 

•  Metrics should be easy to report and not rely on 
EMR 

•  Add avoidable ER use 
•  The importance of community‐based metrics (the 

metrics proposed so far have been clinically‐
focused) 

•  Performance of the en0re popula0on and not just 
those enrolled in a par0cipa0ng PCMH 

Feedback: Metrics 

17 



Repor0ng Requirements: Performance 
Reports and Bonuses 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•  Performance reports will be provided by the Public U0lity to par0cipa0ng 
PCMHs at the prac0ce and individual physician levels on a quarterly basis 

HTN pa@ents  BP <140/90 

40  20 

40  30 

60  20 

140  70 

50% 

75% 

33% 

Prac@ce/
PCMH 
50% 

denominator  numerator NQF #18 

Blood 
Pressure 
Control 



Repor0ng Requirements: Performance 
Reports and Bonuses 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•  Prac0ces will be eligible for 
annual performance bonuses 
based on some blend of 
prac0ce‐level performance 
and their collec0ve 
performance at the LHIC level 
over 0me, to support 
community‐wide health 
improvement and to improve 
sample sizes 

•  Prac0ces will be assigned to an 
LHIC based on zip code 

•  Bonus amounts will be set by 
the payer and can be provided 
upfront with the possibility of 
take‐back for unsa0sfactory 
performance  LHIC  PCMH 1  PCMH 2  PCMH 3 

50%  50%  42%  67% 

LHIC  PCMH 1  PCMH 2  PCMH 3 

25%  50%  8%  17% 

Example: target = >50% of hypertensives in LHIC have   
         BP <140/90 

$$  $$  $$ 

Sc
en

ar
io
 1
 

Sc
en

ar
io
 2
 




•  How to adjudicate differences between geographic 

defini0ons of “popula0on” and defini0ons of 
“popula0on” based on pa0ent a`ribu0on methods 

Feedback: Defining Popula0on 

20 



Minimum Standards for Payers 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• PCPs can par0cipate in mul0ple PCMH programs 
• Pa0ent a`ribu0on results shared with public u0lity 
so that all pa0ents can be accounted for; however, 
pa0ent a`ribu0on methodology need not be 
shared 

• Data sharing for care coordina0on and repor0ng 
(e.g. provision of claims to all‐payer claims 
database)  

• Par0cipa0on in integrated evalua0on of all PCMH 
models to learn from varia0on 



•  Methodology must be transparent 
•  Establish systems to adjudicate a`ribu0on 
lists, quality metrics and medical costs 

Feedback: Pa0ent A`ribu0on 

22 



Minimum Standards for Prac0ces 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Dimension  Maryland minimum standards for primary care prac@ces to be a par@cipa@ng provider in a CIMH 

Enhance access and 
con@nuity 

•  Accept Medicaid and Medicare enrollees 
•  Focus is on team‐based care with trained staff 

Plan and manage care, 
including tracking and 
coordina@ng care 

•  Collec0on and sharing of data for popula0on management 
•  Ac0ve engagement in formula0ng and execu0ng pa0ent care plan 
•  Ac0ve engagement in tracking and coordina0ng tests, referrals, and care at other facili0es  
•  Ac0ve engagement in managing care transi0ons 
•  Collaborate with CIMH Community Team Leader, CHWs, and LHIC 

Provide self‐care support 
and community resources 

•  Par@cipate in CIMH 
•  Assist in providing or arranging for mental health/substance abuse treatment 
•  Assist in counseling pa0ents on healthy behaviors 
•  Assist in iden@fying candidates for wrap‐around service  
•  Collaborate with CIMH Community Team Leader, CHWs, and LHIC 

Measure and improve 
performance for en@re 
pa@ent popula@on 

•  Par@cipate in CIMH 
•  Use performance data (e.g. CRISP ENS/ERS) to monitor u0liza0on and performance and 

con0nuously improve 
•  Agree to use of common performance metrics 
•  Par@cipa@on in integrated evalua@on 

* Most PCMH recogni,on programs (NCQA, AAHC, URAC, TransforMED) meet or exceed the Maryland state 
standard. CIMH‐specific standards are iden,fied in boldface 



•  Is the state adop0ng the Carefirst standards? 
•  What will happen to the prac0ces 
par0cipa0ng in the mul0payer PCMH 
program? 

Feedback: PCMH Standards 

24 



The Community Interven0on 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Community‐Based & Clinically‐
Integrated Hot Spoyng Model 

26 

Primary Care Based Delivery 
Reform Model 

       Can be any combina,on of primary        
care providers/prac,ces that meet 
Maryland minimum standards  

PCMH 

Medicare ACO 

Medicaid Health Homes 

FQHC 

Care 
Manager 

Community 
Team Leader & 
Community 

Health 
Workers 

Shared 
data 

A B 
Wrap‐Around Community 

Supports 
•  Adap0ng Health Quality Partner’s 

concept of Advance Preven0ve 
Service model to  Maryland context 
and test in all‐payer environment 

•  Interven0on begins with pa0ent 
assessment; pa0ent’s needs 
determine interven0ons selected 
from a “menu” of wrap‐around 
preven0ve & support services 

•  Model is agnos0c to underlying 
delivery reform model or provider 
par0cipants 

Benefits of agnos@c/community model include:  
•  Model does not rely on PCMH prac0ce transforma0on, for which ROI is unclear and can take 2‐3 years 
•  Reduced demand on prac0ce by high need pa0ents 
•  Poten0al for greater payer/provider buy‐in: does not “interfere” with exis0ng models; lots of upside, li`le downside 



Adap0ng HQP’s Advance Preven0ve 
Service Model to Maryland Context 

•   Review of the HQP APS Model 
–  Popula0on Served 
–  Care team composi0on  
–  Outcomes 

•  Considera0ons for designing community 
interven0on models for Maryland 

•   Scaling and adap0ng the model in Maryland 

•   Es0mates of magnitude 
27 



Designing Community Interven0on 
Models for Maryland 

•  Best ROI opportuni0es appears to be 
among 
–  “super‐u0lizers” 
–  chronically ill at higher‐risk 

•  Assess, understand, and care for the 
whole person, addressing all types of 
risk to health 
–  Customize interven0on plan based on 

assessment and par0cipant needs, 
preferences, and values 

–  Mindset is longitudinal not episodic 

overlap 

DRAFT 

super 
u0lizers 

chronically ill at risk 
of becoming super 

u0lizer 

chronically ill and under 
control 

healthy 

G
reatest RO

I Poten@
al 



super 
u0lizers 

chronically ill at 
risk of 

becoming super 
u0lizer 

chronically ill and 
under control 

healthy 

Es@mates of Magnitude and 
Reach: HQP’s APS Model 
Applied to Maryland 
Pop. Descr. >= 65 yrs with HF, CHD, 

DIAB and/or COPD and 
1+ hosp. adm. in prior yr. 

Pop. Size Est. 15‐20% of Medicare 
popula0on 
•  counts for LHICs TBD; 
•  State ≈ 129,000 [1] 

Interven0on HQP Advanced 
Preven0ve Service – 
table of interven,ons 

Care team 
composi0on 
and reach 

nurse care manager (1 to 
75 persons) 

Interven0on 
Cost 

Est. $150 – $220 PPPM 

Total $ 
Savings 

$1,320 ‐ $3,960 PPPY x 
number of par0cipants 
enrolled = annual 
savings 

ROI Est. 50‐150% 

[1] Expec0ng to enroll about 1 in 4 (25%) 
of target pop. ≈ 32,250 

Varia@on #1: Younger ages, 
addi0onal target 
condi0ons, risk factors, 
u0liza0on thresholds, or 
exclusion criteria 

Varia@on #2: Interven0ons 
appropriate to popula0on 

Varia@on #3: Care team 
composi0on 
•  appropriate to interven0on  
•  top‐of‐license workforce 

Poten@al Varia@ons 
to Fit Maryland 
Context 

Varia,ons will affect 
interven,on cost, reach,  
total savings, and ROI 
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Defining Community‐Based 
Interven0ons: Next Steps 

•  Analysis of HSCRC data to iden0fy the super‐u0lizers 
and determine age, geography, payer mix, and 
diagnos0c profiles 

•  Determine target popula0ons based on 
opportuni0es for health improvement and cost 
reduc0on 

•  Develop list of evidence‐based interven0ons 
appropriate to target popula0ons based on selec0on 
criteria 

•  Determine appropriate care team composi0on for 
the interven0on 

•  Determine ROI based on cost savings rela0ve to cost 
of interven0ons and es0mate magnitude of 
popula0on health improvement 

30 



Workforce 

31 

Community Health Team 

Local Health Departments 

Community Organiza0ons 

Social Services 

Hospitals 

Other providers 

Primary Care Team 

Primary Care Physicians 

Nurse Prac00oners 

Allied Health Professionals 

Community Pharmacists 

Care 
Manager 

Community 
Team Leader & 
Community 

Health 
Workers 

Shared 
data 



Roles/Responsibili0es for Care Managers & 
Community Health Professionals 

32 

Community Health Team: Composi@on & Training 
•  Community Team Leader will be centrally trained/

hired by DHMH and lead a team of CHWs 
•  Training and protocols will be developed for team 

members through SIM planning grant with 
ongoing role‐specific monitoring to ensure fidelity 
to the protocols and provide quality assurance 

Community‐Clinical Integra@on 
•  Community Team Leader will interface with CMs 

whether they are office‐based or virtual, or 
directly with the PCP where there is no CM 

•  Li`le overlap between Community Team Leader 
and exis0ng CMs is expected and will be easily 
iden0fied by prac0ces/plans because du0es of 
Community Team Leader will be specified in detail. 

•  Where there is overlap in responsibili0es, roles 
and responsibili0es can be nego0ated to ensure 
one master plan tailored to the needs of each 
pa0ent while minimizing duplica0on of effort. 

Community 
Team 

Leader + 
CHWs 

CM  PCMH 

Community 
Team Leader + 

CHWs 
PCMH  CM 

Community 
Team Leader + 

CHWs 
PCMH 

CM 

PCMH with office‐based care manager(s) 

PCMH without office‐based care manager(s) 



CHW Roles and Responsibilities 

• Eligibility/enroll 

• Connec0on to 
Medical Homes 

• Care 
coordina0on 

• Referrals/
scheduling 
appointments  
social services 
and medical 
services 

• Health 
promo0on/ 
preven0on 

• Disease 
Management 

•  Informa0on on 
programs and 
services 

• Health Coaching 

• Give voice to 
individual 
pa0ent and 
popula0on  
needs 

• Build community 
capacity to 
promote 
wellness 

• Par0cipate  in 
research to 
document 
pa0ents need 

• Assessments and 
screenings 

• Health 
interven0ons 

• Counseling for 
behavior change 

•  Iden0fy social 
determinants of 
health needs 
that impact 
individual health 

Cultural Mediator and Consumer Advocate 

Consumer Health Founda,on,  Community Health Worker Discussion Paper, July 2012 
33 



CHW Role in CIMH 
Adapting or Building on Successful Models ­ HQP 

Examples of HQP Interven@ons Conducted by  
Community Based Nurse 

Possible CHW Ac@vity 

  Intake Assessment 

  Individualized Plan 

  Ac0on Plans 

  Ongoing Assessments and Screenings  X 

  Care Transi0ons 

  Educa0on and Self‐Management Training  X 

  Assessment and counseling for behavior change  X 

  Stress Management Educa0on and Counseling  X 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•  CHWs should be considered for all dimensions of the 
HQP model 

•  Prac0ces will benefit financially from the services of 
a well‐trained and monitored team of CHWs 
deployed geographically 
–  not have to recruit, hire, train and monitor 

•  How will their role overlap with CM and now to 
ensure no duplica0on of services 

•  Increased amount of unreimbursed work 

Feedback: CHW & CM 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Local Health Improvement Coali0ons 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Expanding Local Health Improvement 
Coali@ons (LHICs) Role 

LHIC role as the popula@on health integrator will include core func@ons: 
  Priori,za,on of popula,on health needs (SHIP measures) 

  Convening/facilita,ng partnerships to address popula,on priori,es  
  Performance monitoring 
•  Con0nuous quality improvement to hit cost and quality targets 

•  Data analy0cs and aggrega0on 

•  Hiring and deploying CIMH workforce 

37 

Cer@fica@on: Public U0lity will cer0fy par0cipa0ng primary care prac0ces as 
well as LHICs based on an established criteria.  

Structure: LHICs structure may vary based on context, geography, 
popula0on, exis0ng community collabora0on and resources.  However, 
criteria for cer0fica0on will be standardized. 



Emerging Maryland Examples: 
 Carroll County 

Carroll 
Hospital 
Center 

Carroll 
County 

Health Dept. 
The 

Partnership 
for a Healthier 
Carroll County 

(LHIC) 

Roles/Func@ons of the Partnership: 
•  Conduct Community Needs Assessment – to address unmet need  
•  Priori0ze & iden0fy target popula0ons  
•  Allocate grant resources to direct service organiza0ons 
•  Serve as a collabora0ve vehicle for interac0on with the community 
•  Expand capacity health and quality of life improvement  
•  Monitoring health status of the community  

501c3 
Founding Members & BOD 
Funding through in‐kind 
staffing from hospital and 
LHD, hospital, and grants 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•  Majority of LHICs are not currently ready to 
assume an expanded role as proposed by DHMH 
for CIMH model 

•  Concern that DHMH’s envisioned role for the 
LHIC is already a role that the LHD can and should 
be able to effec0vely implement given adequate 
funding 

•  Benefit to allowing the LHIC structure (501(c)(3) 
or part of an exis0ng en0ty) to be determined 
locally due to varia0on across the state 


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Feedback: Expanded LHIC Role 



Public U0lity 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Public U0lity Core Func0ons 

•  Cer0fica0on of prac0ces   

•  Performance measurement 
& feedback at the prac,ce‐
level 

•  Oversight & monitoring 
–  pa0ent a`ribu0on: a virtual 

common roster  

–  Valida0on of payer or 
prac0ce‐generated aggregate 
data 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Public U0lity Core Func0ons 

Community‐Based 

•  Cer0fica0on of Local Health 
Improvement Coali0ons 

•  Performance measurement 
& feedback at the 
popula,on‐level   

•  Oversight of community‐
based services 
–  Quality assurance metrics 
–  Standards and training for 

community health workers 

Prac@ce‐Based 
•  Cer0fica0on of prac0ces   

•  Performance measurement 
& feedback at the prac,ce‐
level 

•  Oversight & monitoring 
–  pa0ent a`ribu0on: a virtual 

common roster  

–  Valida0on of payer or 
prac0ce‐generated aggregate 
data 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Governance & Staffing 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Building on Exis0ng Capacity 

•  Cer0fica0on of Local Health 
Improvement Coali0ons 

•  Performance measurement & 
feedback at the popula0on‐level   

•  Oversight of community‐based 
services 

–  Quality assurance metrics 
–  Standards and training for 

community health workers 

•  Cer0fica0on of prac0ces   

•  Performance measurement & 
feedback at the prac0ce‐level 

•  Oversight & monitoring 
–  pa0ent a`ribu0on: a virtual common 

roster  

–  Valida0on of payer or prac0ce‐
generated aggregate data 

Community‐Based  Prac@ce‐Based 

Public U@lity 

Health Systems and Infrastructure 
Administra0on 

Office of Popula0on Health Improvement 
Office of Workforce Development 

Maryland Health Care Commission 

DHMH Secretary 
Deputy Secretary for Public Health  Governor‐Appointed Commissioners 



•  Build on exis0ng infrastructure for u0lity 
rather than building a whole new en0ty 

•  Ensure integra0on between community‐facing 
and clinical‐facing sides of the public u0lity 

•  Need for nimbleness with regard to 
procurement 

•  Role for Maryland Community Health 
Resources Commission 

Feedback: Governance 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Payment Model 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Payment Model for Community‐
Based Interven0on 

•  Like a public u0lity, all 
those deriving benefit 
from the opera0on of the 
CIMH would help pay for 
it 

•  Risk‐adjusted per capita 
surcharge levied on 
payers to cover cost of 
the interven0on 

•  Medicare currently pays 
for HQP’s community‐
based interven0on using 
a similar approach 

47 

 Primary Care Community 
Health 



Medicare Payment for APS 

48 

Es@mates of Magnitude and Reach: HQP’s APS 
Model Applied to Maryland 

Pop. Descr. >= 65 yrs with HF, CHD, DIAB and/
or COPD and 1+ hosp. adm. in 
prior yr. 

Pop. Size Est. 15‐20% of Medicare 
popula0on 
•  counts for LHICs TBD; 
•  State ≈ 129,000 [1] 

Interven0on HQP Advanced Preven0ve Service 

Care team composi0on 
and reach 

nurse care manager (1 to 75 
persons) 

Interven0on Cost Est. $150 – $220 PPPM 

Total $ Savings $1,320 ‐ $3,960 PPPY x number of 
par0cipants enrolled = annual 
savings 

ROI Est. 50‐150% 

Medicare currently pays 
for the APS community‐
based interven0on 
using a per person per 
month fee 



A page pos0ng that defines a topic will look something 
like this prototype: 



SIM Summit Overview 

•  Where are our hot spots? 
•  CRISP data tools to support hot‐spoyng 

•  Community Health Hubs and the role of Local 
Health Improvement Coali0ons 

•  Puyng it all together: a Community‐
Integrated Approach to Childhood Asthma 

•  How will be pay for it? 





  Iden0fy geographic “hotspots” and most 
prevalent condi0ons among high u0lizers 

  Among most prevalent condi0ons, iden0fy those 
that are most appropriate for CIMH interven0on 

  Assess differences in hotspots and most 
prevalent condi0ons across payers and 
demographic groups 



•  Defini0on of high u0lizer: Top 10 percent in total 
hospital charges (inpa0ent, ED, and hospital‐based 
outpa0ent) in HSCRC dataset 

•  Transformed encounter‐based HSCRC dataset with 
6.2M observa0ons into a person‐level dataset with 
3M observa0ons 

•  Exclusions made: 
–  Non‐Maryland residents were excluded 
–  Pa0ents with non‐amenable condi0ons only were dropped 
from dataset 



HSCRC Inpatient/Outpatient data set 
transformed from  record level to patient 

level 

HSCRC Inpatient 
Data 

HSCRC Outpatient 
Data 

Exclusions: 
Non-Maryland Residents 

Non-amendable conditions 
only 

Maryland SIM Data 
Universe 

MD SIM  
0-20 yrs 

MD SIM  
21-64 yrs 

MD SIM  
65+ yrs 

MD SIM  
21+ yrs 



Payer  N  Sum  Sum % 

Private  137,668   $1,255,834,292   44.5% 

Medicare  93,051   $998,669,740   35.4% 

Medicaid  50,726  $398,365,698  14.1% 

Self Pay  11,017   $74,908,241   2.7% 

Other Group  5,577   $46,927,949   1.7% 

Other Private  3,113   $25,691,848   0.9% 

Workmans  2,922   $21,993,696   0.8% 

Unspecified  323   $2,594,269   0.1% 



Age Group  N  Sum  Sum % 
0‐5  7,796  $        44,469,995   1.57% 
6‐11  4,887  $        34,735,303   1.23% 
12‐17  7,395  $        54,868,549   1.94% 
18‐24  16,829  $      119,493,729   4.23% 
25‐34  30,273  $      226,133,092   8.00% 
35‐44  38,885  $      312,168,584   11.05% 
45‐54  57,629  $      526,181,372   18.63% 
55‐64  55,887  $      592,341,994   20.97% 
65‐74  44,394  $      501,411,855   17.75% 
75‐84  29,478  $      313,731,714   11.11% 
85+  10,944  $        99,449,548   3.52% 



Race/Eth  N  Sum  Sum % 
WHITE  18,3427   $1,786,137,788   63.2% 
BLACK  98,717   $865,911,592   30.7% 
OTHER  6,872   $56,292,694   2.0% 
SPANISH/HISPANIC  6,946   $46,633,709   1.7% 
ASIAN  4,922   $41,384,627   1.5% 
AM INDN/ESK/ALEUT  652   $5,611,610   0.2% 
UNKNOWN  2,861   $23,013,716   0.8% 



Maryland Super Utilizers by County:  
Total Charges of Top 10% 



Maryland Super Utilizers by Zip Code:  
Total Charges of Top 10% 



Total Charges of Top 10%: Baltimore Area 

Zip code: 
21215 
$62,640,206 

Zip code: 
21222 
$53,220,281 



  In depth analyses were performed for the following 
groups, based on coded co‐morbidi0es: 
◦  For adults 21‐64 years of age, the prevalence of any of the 
following condi0ons: Diabetes, Hypertension, COPD, Coronary 
Artery Disease, Conges0ve Heart Failure 
◦  For adults 65 years and older, prevalence of any of the 
following condi0ons: Diabetes, Hypertension, COPD, Coronary 
Artery Disease, Conges0ve Heart Failure 
◦  For children 20 years and younger, prevalence of asthma 
◦  For adults 21 years and older, the prevalence of Behavioral 
Health, Substance Abuse, and both 



  Almost 40,000 people or 24.2% of the Top 10% were recorded as 
having one of the following condi0ons: Diabetes, Hypertension, 
COPD, Coronary Artery Disease, Conges0ve Heart Failure 

  The total charges for this group were: $347.4m 
  When stra0fied by payer, here are the percent of total charges 
for these condi0ons: 
  Medicare: 30.0% 
  Medicaid: 20.5% 
  Private: 20.1% 
  Self‐Pay: 21.8% 



  Just over 23,000 people or 42.4% of the Top 10% were recorded 
as having one of the following condi0ons: Diabetes, 
Hypertension, COPD, Coronary Artery Disease, Conges0ve Heart 
Failure  

  The total charges for this group were: $274.5m 
  When stra0fied by payer, here are the percent of total charges 
for these condi0ons: 
  Medicare: 35.1% 
  Medicaid: 34.7% 
  Private: 31.4% 
  Self‐Pay: 35.0% 



  Just over 42,000 adults 21 years and older were recorded as 
having one of the following condi0ons: Behavioral Health, 
Substance Abuse, or both. 

  The total charges for this group were: $366.1m 
  When stra0fied by payer, here are the percent of total charges 
for these condi0ons: 
  Medicare: 10.0% 
  Medicaid: 26.2% 
  Private: 10.1% 
  Self‐Pay: 22.6% 



 Self Pay 
$1,700,483.91  (5%) 

 Private 
$11,685,964.76  

(32%) 

 Medicaid 
$22,138,680.76  

(61%) 

Total Cost for Childhood (0-20 Years of Age) 
Asthma by Payer  

= $36,170,236.84  

Medicare 
Workmans 
Unspecif 
Other pr 
Other Go 
Self pay 
Private 
Medicaid 





  Analysis includes inpa0ent/outpa0ent hospital data  
from Maryland’s 42 acute care hospitals 
◦  Data from other types of hospitals, including chronic 
hospitals are not included 

  Missing encounters occurring outside Maryland 
◦  Dispropor0onally affects boundary coun0es 

  Records are de‐duplicated within hospitals, but not 
across hospitals 
◦  Pa0ents will be counted more than once if they used more 
than one hospital 



  CRISP: Chesapeake Informa0on System for Our People 

 Data Analysis 

 Merge CRISP data with HSCRC data 

  CRISP (individuals) / HSCRC (visits) 

 Will be able to analyze the data at the 
individual level more comprehensively 





CRISP Overview 
SIM All Stakeholder Meeting 

September 9th, 2013 
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Mission  
To advance the health and wellness of Marylanders by 
deploying health information technology solutions adopted 
through cooperation and collaboration. 

Vision  
We will enable and support the Maryland healthcare community 
to appropriately and securely share data in order to facilitate 
care, reduce costs, and improve health outcomes. 

CRISP Mission and Vision 



Numbers at a Glance 

Progress Metric May ‘13 

Live Hospitals 47 

Live Labs and Rad Centers (non-hosp) 9 

Live Clinical Data Feeds 98 

Identities in MPI ~5.4M 

Lab Results Available ~29M 

Radiology Report Available ~8M 

Clinical Documents Available ~4M 

Opt-Outs ~2,000 

Queries (past 30 days) ~14,000 

Notifications (past 30 days) ~60,000 

Participating physicians (query & notification) ~1,200 
72 
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Technical Architecture Overview 



Patient Identity Management 

The Challenge:  
Accurately and consistently linking 
identities across multiple facilities to 
create a single view of a patient. 

A near-zero tolerance of a false 
positive match rate with a low 
tolerance of a false negative match 
rate. 

Accurate cross-entity patient identity 
management is a fundamental 
requirement for population-level 
measurement, utilization trending, 
and care coordination. 
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Query Portal - Mirth 
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Query Portal - Mirth 



Encounter Notification Service 
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  ENS enables CRISP participants to receive real-time 
notifications when one of their patients or members is 
hospitalized. 

  The alerts are generated from the “ADT” messages CRISP 
receives from all Maryland hospitals. 

  Participants can only subscribe to “active patient or members”  

  If an individual has opted out of the HIE, an alert will not be 
triggered. 

  There are currently over 1,000,000 patients subscribed to with in 
ENS resulting in over 2,000 notifications per day. 
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ENS Inbox Sample View 
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ENS Subscriber Sites 
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Individual Subscription by County 
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  DHMH and CRISP have partnered under Maryland’s SIM Model Design 
Grant to develop a hospital service utilization reporting and mapping 
capability (building from the existing Encounter Reporting Service). 

  Reporting and mapping capabilities will be designed to support the 
community integrated medical home model that is core to the Maryland 
approach. 

  CRISP reporting and mapping capability will be enhanced to support 
broader “Camden Initiative-like” capabilities on a statewide scale.  

  Additional data types will be incorporated into the CRISP reporting solution 
to enable broad understanding of population health status and trending. 

  Highly granular mapping and reporting will be made possible through 
CRISP’s address level data for encounters. 

Maryland SIM Program and CRISP’s Role 
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Hospital Services Utilization Reporting 

 As encounter messages flow into CRISP, reporting on aggregate 
hospital services, regional or community utilization, and trending 
analysis becomes possible. 

 By consolidating, correlating, and reporting against real-time 
encounter data CRISP can produce rapid and comprehensive views 
of hospital data for purposes such as identifying (to the appropriate 
entity) “super-utilizers” in targeted geographies.   
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HEZ Inpatient Utilization 
CY2012 
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Patient Attribution 
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GIS Mapping Capability 
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  Based on the indexed utilization information CRISP can produce visualizations of 
hospital utilization data in near real time.   

  CIMH can leverage geographic data to better understand localized use of services 
and opportunities for the most efficient / targeted interventions. 

Unique Patients          Top 1% Patients  
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Inpatient Utilization by Census Tract 
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Inpatient Utilization, Prince George’s 
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Inpatient LOS, Prince George’s  
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Inpatient Utilization 
Capitol Heights Area (Obscured Data) 



90 

Inpatient Utilization 
West Baltimore HEZ (Mocked Up Dots) 
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Alice Wang 
Project Manager, CRISP 

awang@AINQ.com 
703-994-8847 



Local Health Improvement Coali0ons 



LHIC Role in CIMH 

Local Health Improvement Coali0ons (LHICs) envisioned to play, in 
partnership with DHMH, a role in implemen0ng the community 
interven0ons of the CIMH model.   

Several thoughts from stakeholders have recently emerged on this 
topic: 

  Majority of LHICs are not currently ready to assume an expanded role as 
proposed by DHMH for the CIMH model. 

  Concern that DHMH’s envisioned role for the LHIC is already a role that the 
LHD can and should be able to effec,vely implement given adequate LHD 
funding. 

  Benefit to allowing the LHIC structure (501c3 or part of an exis,ng en,ty) to be 
determined locally due to varia,on across the state. 





•  HUBs will be established in MD through an 
RFP process to deploy community wrap 
around interven0ons for defined target 
popula0ons – “hot spoyng”.  

•  HUB en00es may include: Local Health 
Departments (LHD), Hospital, LHIC, 501c3 
community based organiza,on, or a 
collabora,ve partnership. 

Regional Community Health Teams 
“HUBs” 

HUB 

•  HUBs will be established based on need; depending on popula0on density 
HUBs will vary in size and one HUB could serve more than one jurisdic0on 
not to exceed a geographic radius of 45 miles. 

•  The Community‐Based Public U0lity will provider oversight and technical 
assistance to the HUB. 



HUB Role/Responsibili0es 

•  Deploy “Hot Spoyng” Interven0on  

•  Oversight/management staff 

•  Ensure Fidelity to Interven0on Model  

•  Quality Assurance/Quality Improvement 

•  Data Monitoring /Tracking/Repor0ng 

•  Collaborate with Local Health Improvement Coali0ons 
that will act in an Advisory Capacity to the HUB (advisory 
commi`ee) 

•  Par0cipate in HUB learning system to share data and 
improve processes 

HUB 



LHIC Role in CIMH 

HUB 

LHIC and HUB: where the LHIC is not serving 
as the HUB, the LHIC will act in an advisory 
capacity with their corresponding HUB.  The 
LHIC will be part of the HUB advisory 
commi`ee and provide direct input to the 
HUB.  HUBs will report data quarterly to LHIC 
on interven0on progress/outcomes and a`end 
LHIC mee0ngs to strengthen collabora0on 
within the jurisdic0on to support HUB 
interven0ons. Both are accountable to 
Community‐Based Public U0lity 

LHIC Role in CIMH: 

–  State Health Process Improvement 
Process (SHIP)/ Local Ac0on Plan 

–  Oversight of popula0on health  
–  Convening en0ty with partners 

LHIC 

LHIC 

Public U@lity 



LHIC Charter 
Charter 
Elements 

Descrip@on 

Mission/ 
Scope 

•  Oversight of Popula0on Health 
•  Conduct Community Needs Assessment  
•  Priori0za0on of popula0on health needs (SHIP measures) 
•  Convening/facilita0ng partnerships to align strategically to address popula0on 

priori0es  
•  Health and community resource inventory and connec0ons  
•  Monitoring health status of the community 

Leadership/ 
Chair(s) 

Health Officer/Hospital Leadership/CBO/Execu0ve Council Member/Other 

Organiza0on 
Structure 

Local Health Department, 501c3, Hospital Based 

Coali0on 
Members 

LHD Agencies/Hospital/Primary Care/Community Based Org/Schools/Founda0on/ 
Payers 

Repor0ng  Outcomes based repor0ng to DHMH HSIA 

Measures of 
Success 

SHIP Priority Measures 



HUB RFP Criteria  
DHMH Community‐Based Public U0lity, in collabora0on with the Maryland 
Community Health Resource Commission (MCHRC), will conduct an RFP 
process.  Eligible en00es include: LHD, Hospital, LHIC, 501c3 community 
based organiza0on, or a collabora0ve partnership. 

HUB Selec0on Minimum Criteria: 
–  Administra0ve infrastructure (HR, Finance, Procurement) 
–  Data Analy0cs/Quality Assurance/Quality Improvement 
–  Conduct educa0on, outreach, care coordina0on/management, 

insurance eligibility/enrollment  

–  Experience working with vulnerable and hard‐to‐reach popula0ons 
–  Experience working with primary care providers, specialists and 

hospitals  
–  Partner Local Health Departments (LHDs)/Local Health Improvement 

Coali0ons (LHIC)/ Local Departments of Social Services (LDSSs) 

HUB 



•  Program Manager (1.0 FTE) 
•  Data Analyst/QI (0.5 FTE) 
•  Registered Nurses (RN) (1.0 FTE/5 CHW) 
•  Community Health Workers (CHW) (1.0 FTE/50‐75 pa0ents) 

The ra0o of RN to oversee CHW will depend on the interven0on. 
RNs and CHW will work together in intake/assessment phase to 
determine the ac0on plan and level of support required by each 
pa0ent.   

HUB Staffing 
HUB 



Cost of HUB Interven0on 

Es0mated cost of interven0on for 1,000 pa0ents: 

–  Program Manager (1.0 FTE) = $75,000 
–  Data Analyst/QI (0.5 FTE) = $35,000 
–  3 Registered Nurses (RN) (1.0 FTE/5 CHW) = $65,000 
–  15 Community Health Workers (CHW) (1.0 FTE/ 50‐75 
pa0ents) = $35,000 

–  Overhead/Fringe = 25% 

$1.0M Annually  
1000 pa0ents = $85 PMPM 

HUB 



Illustra0ve Example:  
Prince George’s County 

Total Pop. Prince George’s County = 881,138 
High U0lizers that comprise 10% of total cost = 10,661 

Scale up over 5 years: 
•  YR1 = 1,000 pts. enrolled in HUB (3 RNs; 15 CHWs) 

•  YR2 = 3,000 pts. enrolled in HUB (9 RNs; 45 CHWs) 

•  YR3 = 5,000 pts. enrolled in HUB (15 RNs; 75 CHWs) 

•  YR4 = 7,500 pts. enrolled in HUB (25 RNs; 125 CHWs) 

•  YR5 = 10,000 pts. enrolled in HUB (34 RNs; 165 CHWs) 

HUB 



Any Ques0ons or 
Comments? 



 Puyng It All Together: A Community‐
Integrated Approach to Childhood Asthma  



104 

Primary Care Based Delivery 
Reform Model 

       Can be any combina,on of primary        
care providers/prac,ces that meet 
Maryland   minimum standards  

PCMH 

Medicare ACO 

Medicaid Health Homes 

FQHC 

Care 
Manager 

Community 
Team Leader & 
Community 

Health 
Workers 

Shared 
data 

Wrap‐Around Community 
Supports 

•  Adap0ng Health Quality 
Partner’s concept of Advance 
Preven0ve Service model to  
Maryland context and test in all‐
payer environment 

•  Interven0on begins with pa0ent 
assessment; pa0ent’s needs 
determine interven0ons selected 
from a “menu” of wrap‐around 
preven0ve & support services 

•  Model is agnos0c to underlying 
delivery reform model or provider 
par0cipants 

Benefits of agnos@c/community model include:  
•  Model does not rely on PCMH prac0ce transforma0on, for which ROI is unclear and can take 2‐3 years 
•  Reduced demand on prac0ce by high need pa0ents 
•  Poten0al for greater payer/provider buy‐in: does not “interfere” with exis0ng models; lots of upside, li`le downside 

Community‐Based & Clinically‐
Integrated Hot Spoyng Model 



HQP’s APS Model Applied to 
Maryland 

Pop. Descr. >= 65 yrs with HF, CHD, 
DIAB and/or COPD and 
1+ hosp. adm. in prior yr. 

Pop. Size Est. 15‐20% of Medicare 
popula0on 
•  counts for LHICs TBD; 
•  State ≈ 129,000 [1] 

Interven0on HQP Advanced 
Preven0ve Service 

Care team 
composi0on 
and reach 

nurse care manager (1 to 
75 persons) 

Interven0on 
Cost 

Est. $150 – $220 PPPM 

Total $ 
Savings 

$1,320 ‐ $3,960 PPPY x 
number of par0cipants 
enrolled = annual 
savings 

ROI Est. 50‐150% 

[1] Expec0ng to enroll about 1 in 4 (25%) of 
target pop. ≈ 32,250 

Varia@on #1: Younger ages, 
addi0onal target 
condi0ons, risk factors, 
u0liza0on thresholds, or 
exclusion criteria 

Varia@on #2: Interven0ons 
appropriate to popula0on 

Varia@on #3: Care team 
composi0on 
•  appropriate to interven0on  
•  top‐of‐license workforce 

Poten@al Varia@ons 
to Fit Maryland 
Context 

Varia,ons will affect 
interven,on cost, reach,  
total savings, and ROI 

super u0lizers 

chronically ill & at 
risk of becoming 
super u0lizer 

chronically ill but 
under control 

healthy 



Adap0ng the HQP Model for 
Children with Asthma 

•  Varia0ons 
•  Popula0on age 
•  Single disease focus 

•  More services provided to all par0cipants 

•  More extensive environmental interven0on 

•  Community Health Team composi0on 
•  Expected level of communica0on with PCP 

•  Involves school health providers 



Asthma Interven0on Components 
Comparison to HQP Model 



Steps in Interven0on Design 

1.  Iden0fy target popula0on based on ROI opportunity 
2.  Review the literature to iden0fy evidence‐based 

interven0ons with demonstrated ROI 

3.  “Deconstruct” the interven0ons to its component 
parts 

4.  Iden0fy op0mally cost‐effec0ve workforce to 
implement the interven0on component parts 

5.  Model interven0on cost against an0cipated savings 
to determine ROI & refine as necessary 



Step #1: Why Address 
Childhood Asthma? 

  Most common chronic disease in childhood 
  Most common cause for school absence 
  Significant dispari0es issue 
  Poor outcomes are preventable 

  Quality guidelines‐based medical care 
  Environmental/trigger control 
  Family support to improve 

  Self‐management  
  Medica0on compliance 
  Environmental remedia0on compliance and maintenance 



Step #2: The Evidence Base 

•  NHLBI asthma management guidelines 
•  Model programs 

– HQP, RAD, Sea`le, Boston, Philadelphia 
•  Literature Review Topics 

– Hospital readmission preven0on 
– Home visi0ng 
– Asthma environmental remedia0on  
– Asthma quality of life assessment 
–  Behavior theory applica0on to asthma 
–  Economic analysis 



Step #2: Interven0on Design 
Process: Literature Review 

•  Peer review journal ar0cles with sta0s0cally 
significant results (p<0.05) 

•  Outcomes of interest (ED; hosp; QOL; SFD; Rx) 

•  Diversity of target popula0ons (Race/E; Geo) 
•  Details of interven0on components provided  

•  Interven0on staff (CHW;RN;AEC;RT)  

•  When possible, ROI or cost‐benefit analysis 



Step #3: Deconstruc0ng Effec0ve 
Asthma Interven0ons 

•  Components of asthma care 
– Medica0ons 

•  Inhaled Cor0costeroids 
–  Educa0on for Patent Provider Partnership 

•  Asthma Ac0on Plan 

–  Assessment and Monitoring 
•  Severity 
•  Control 
•  Follow‐up 

–  Control of Environmental Factors 

Expert Panel Report 3‐Guidelines for the Diagnosis and Management of Asthma 
(EPR‐3), Na0onal Heart, Lung, Blood Ins0tute, 2007 



Step #4: Community Health 
Team for Asthma 

•  RN 
•  CHW/Asthma Educa0on Cer0fica0on 

Programs Examined  Staffing Model 

Sea`le, WA 
Clinic‐based RN educa0on 
CHW environmental remedia0on 

Sea`le, WA  CHW with ALA Asthma Educator Ins0tute and Master Home Environmentalist training 

Boston, MA  RN Case Manager plus RN and/or CHW HV 

Philadelphia, PA  Trained CHW 

Inner‐City Asthma Study (7 ci0es)  Lay Environmental Coach + Social worker 

HQP ‐‐ Pennsylvania  RN 

RAD – Bal0more City, MD  CHW with RN supervision 



Proposed Asthma Interven0on 

Hospital 
Admission or 
3rd ER visit in 6 

months 

ELIGIBILITY & 
ENROLLMENT 

PCP or School 
Nurse referral 

CRISP generated 
list of eligible 
children 

END­POINT 

Based on provider 
judgment 

•  sustained asthma 
control 

• High level of 
compliance with 
medications 

PRIMARY CARE 
TEAM 

MEDICAL HOME 
PCP practice/SBHC that meets all 

PCMH requirements 

• Medication management 
• Ongoing assessment of control 
• Step therapy based on NHLBI 

guidelines 
• Care plan development 

•  Care coordination 
• Follow‐up 

PRIMARY CARE TEAM COMMUNITY INTEGRATED SERVICES  

SPECIALISTS 
Asthma specialists (pulmonologist/allergist), 

dietician, behavioral health, etc. 

HUB 

COMMUNITY­INTEGRATED INTERVENTION 

COMMUNITY HEALTH HUB  
(Team: RN, CHW, AEC) 

Promoting Access to Care 
Insurance enrollment (if appropriate) 
Facilitate access to PCP/Medical Home & 
accompanies patient to PCMH appt 

Wrap­Around Services 
Intake Assessment 

Menu of 24 evidence‐based interventions 
including  

environmental assessments and self‐
management education 

LHICs to FACILITATE ACCESS TO OTHER 
COMMUNITY RESOURCES  

(Extermination, legal, landlord/tenant 
mediation, social services, contractor for 

home remediation, etc) 

RE­ENROLLMENT 

PCP or School Nurse 
referral 

Hospital Admission 

SCHOOLS  
School based services/supports 

Asthma Friendly Schools 



Proposed Asthma Interven0on 

Hospital 
Admission or 
3rd ER visit in 6 

months 

ELIGIBILITY & 
ENROLLMENT 

PCP or School 
Nurse referral 

CRISP generated 
list of eligible 
children 

END­POINT 

Based on provider 
judgment 

•  sustained asthma 
control 

• High level of 
compliance with 
medications 

PRIMARY CARE 
TEAM 

MEDICAL HOME 
PCP practice/SBHC that meets all 

PCMH requirements 

• Medication management 
• Ongoing assessment of control 
• Step therapy based on NHLBI 

guidelines 
• Care plan development 

•  Care coordination 
• Follow‐up 

PRIMARY CARE TEAM COMMUNITY INTEGRATED SERVICES  

SPECIALISTS 
Asthma specialists (pulmonologist/allergist), 

dietician, behavioral health, etc. 

HUB 

COMMUNITY­INTEGRATED INTERVENTION 

COMMUNITY HEALTH HUB  
(Team: RN, CHW, AEC) 

Promoting Access to Care 
Insurance enrollment (if appropriate) 
Facilitate access to PCP/Medical Home & 
accompanies patient to PCMH appt 

Wrap­Around Services 
Intake Assessment 

Menu of 24 evidence‐based interventions 
including  

environmental assessments and self‐
management education 

LHICs to FACILITATE ACCESS TO OTHER 
COMMUNITY RESOURCES  

(Extermination, legal, landlord/tenant 
mediation, social services, contractor for 

home remediation, etc) 

RE­ENROLLMENT 

PCP or School Nurse 
referral 

Hospital Admission 

SCHOOLS  
School based services/supports 

Asthma Friendly Schools 



Eligibility Assessment 

•  Eligibility Criteria 
– ≤20 YO AND 
– Asthma diagnosis AND 
– History of avoidable ER (>2 ER visits in 6 months) 
or avoidable hospital use (≥1 hospitaliza0on in 12 
months) OR 

– PCP or School Nurse referral on basis of being at 
risk of avoidable ER or hospital use 



Enrollment: Prior History of High Cost 

HUB 

CRISP runs an 
analysis of all 
asthma0c 

pa0ents with ≥ 
1 avoidable 

hospitaliza0on 
in the past 12 
months or >2 
avoidable ER 
visits in the 

past 6 months  

Hub is alerted and 
assigns CHT 

member to each 
case 

Scenario 1: pa@ent has a PCP 

Scenario 2: pa@ent doesn’t have a PCP 

CHT member 
secures follow‐up 
appointment with 

PCP 

School nurse will be alerted and assist with 
outreach to pa0ent regarding par0cipa0on; 

consent secured.  

CHT member will help pa0ent obtain 
insurance (if necessary), secure PCP, 

schedule an appointment 

PCP on record is 
alerted and assist 
with outreach to 
pa0ent regarding 
par0cipa0on; 

consent secured 

CHT member a`ends follow‐up 
visit with the family 

CHT member a`ends PCP visit 
with the family 



Enrollment: Hospital/ER Use for Asthma 

HUB 

Asthma0c 
pa0ent has 
avoidable 
hospital 

admission or 
third avoidable 
ER visit within 6 

months 

Admission is 
logged in real‐
0me to CRISP  

Hub is alerted and 
assigns CHT 

member to the case 

PCP on record is 
alerted 

Pa
0e

nt
 d
is
ch
ar
ge
d:
 C
RI
SP
 s
en

ds
 a
le
rt
 to

 P
CP

 &
 H
U
B 

Scenario 1: pa@ent has a PCP 

Scenario 2: pa@ent doesn’t have a PCP 

CHT member 
secures follow‐

up 
appointment 
with PCP 

Hospital to assist with outreach to 
pa0ent regarding par0cipa0on; 
consent secured; CHT member to 

work with hospital to begin discharge 
planning while PCP is being secured.  

Will also help pa0ent obtain insurance 
(if necessary), secure PCP, schedule an 

appointment 

PCP assists with outreach 
to pa0ent regarding 
par0cipa0on; consent 

secured; assists with care 
transi0ons for pa0ent, 
working in concert with 
hospital and CHT member 

CHT member a`ends follow‐up 
visit with the family 

CHT member a`ends PCP visit 
with the family 



Enrollment: PCP/School Nurse Referral 

HUB 

Hub is alerted and 
assigns CHT 

member to each 
case 

Scenario 1: pa@ent has a PCP 

Scenario 2: pa@ent doesn’t have a PCP 

CHT member secures follow‐
up appointment with PCP 

CHT member will help pa0ent obtain 
insurance (if necessary), secure PCP, 

schedule an appointment 

CHT member a`ends follow‐up 
visit with the family 

CHT member a`ends PCP visit 
with the family 

PCP assists with 
outreach to pa0ent 

regarding 
par0cipa0on; 

secures consent;  
alerts hub about 
high‐risk pa0ent 

School nurse 
assists with 

outreach to pa0ent 
regarding 

par0cipa0on; 
secures consent; 
alerts hub about 
high‐risk pa0ent 



Proposed Asthma Interven0on 

MEDICAL HOME 
PCP practice/SBHC that meets all 

PCMH requirements 

• Medication management 
• Ongoing assessment of control 
• Step therapy based on NHLBI 

guidelines 
• Care plan development 

•  Care coordination 
• Follow‐up 

PRIMARY CARE TEAM COMMUNITY INTEGRATED SERVICES  

SPECIALISTS 
Asthma specialists (pulmonologist/allergist), 

dietician, behavioral health, etc. 

HUB 

COMMUNITY­INTEGRATED INTERVENTION 

COMMUNITY HEALTH HUB  
(Team: RN, CHW, AEC) 

Promoting Access to Care 
Insurance enrollment (if appropriate) 
Facilitate access to PCP/Medical Home & 
accompanies patient to PCMH appt 

Wrap­Around Services 
Intake Assessment 

Menu of 24 evidence‐based interventions 
including  

environmental assessments and self‐
management education 

LHICs to FACILITATE ACCESS TO OTHER 
COMMUNITY RESOURCES  

(Extermination, legal, landlord/tenant 
mediation, social services, contractor for 

home remediation, etc) 

SCHOOLS  
School based services/supports 

Asthma Friendly Schools 

Hospital 
Admission or 
3rd ER visit in 6 

months 

ELIGIBILITY & 
ENROLLMENT 

PCP or School 
Nurse referral 

CRISP generated 
list of eligible 
children 

END­POINT 

Based on provider 
judgment 

•  sustained asthma 
control 

• High level of 
compliance with 
medications 

PRIMARY CARE 
TEAM 

RE­ENROLLMENT 

PCP or School Nurse 
referral 

Hospital Admission 



Dimension  Maryland minimum standards for primary care 
prac@ces to be a par@cipa@ng provider in a CIMH 

Examples of Related Interven@on Ac@vi@es 
of the PCP 

Enhance access and con@nuity  •  Accept Medicaid and Medicare enrollees, to cons@tute at 
least x% of total pa@ent panel 

•  Focus is on team‐based care with trained staff 

•  Work with HUB to assess insurance eligibility and 
enrollment 

Plan and manage care, 
including tracking and 
coordina@ng care 

•  Collec0on and sharing of data for popula0on management 
•  Ac0ve engagement in formula0ng and execu0ng pa0ent care 

plan 
•  Ac0ve engagement in tracking and coordina0ng tests, 

referrals, and care at other facili0es  
•  Ac0ve engagement in managing care transi0ons 
•  Collaborate with CIMH Community Team Leader, CHWs, 

and LHIC 

•  Guidelines‐based asthma assessment & control 
•  Guidelines‐based asthma medica0on use 
•  Make specialty referrals based on need (e.g. 

die0cian, allergist, pulmonologist, etc.) 
•  Assess weight, smoking status, immuniza0on 

status  
•  Communicate with HUB regarding follow‐up 

plans and care plan development including at 
@me of hospital discharge 

Provide self‐care support and 
community resources 

•  Par@cipate in CIMH 
•  Assist in providing or arranging for mental health/substance 

abuse treatment  
•  Referral to & coordina0on with other community resources 
•  Assist in counseling pa0ents on healthy behaviors 
•  Assist in iden@fying candidates for wrap‐around service  
•  Collaborate with CIMH Community Team Leader, CHWs, 

and LHIC 

•  Communicate with pa0ent’s school: 
•  Changes in medica0on, severity or 

control 
•  Medica0on forms 
•  Asthma ac0on plan 

•  Counsel if elevated BMI, uses tobacco 
•  Refer pa@ents to the HUB for interven@on 

par@cipa@on 

Measure and improve 
performance for en@re pa@ent 
popula@on 

•  Par@cipate in CIMH 
•  Use performance data (e.g. CRISP ENS/ERS) to monitor 

u0liza0on and performance and con0nuously improve 
•  Agree to use of common performance metrics 
•  Par@cipa@on in integrated evalua@on 

•  Sign up to receive real‐0me alerts from CRISP to 
monitor avoidable hospital and ER use 

•  Agree to common metrics 
•  Use of approp. medica@on 
•  Asthma assessment 
•  Weight assessment and counseling 
•  Childhood immuniza@on 
•  Tobacco use screening & treatment 

Primary Care Provider Interven0ons 
(Including School based Health Centers that meet the PCMH Standards) 



Intake and assessments  
•  Asthma Impact  
•  Control and caregiver  
•  QOL assessments 
•  Behavior change (SCT assessment tool) 
•  Ongoing assessments and screening 

Psycho‐social assessments (including assessments 
of caregiver self‐efficacy) and Informa@on and 
Referral 

Environment assessment and remedia@on 
•  Home environmental allergen assessment and 

remedia0on 
•  Emphasis on child’s bedroom 

•  School environmental assessment and plan 
•  CDC tools “How Asthma Friendly is 

Your School/Child care?” 
Care planning 
•  Asthma ac0on plan 
Care coordina@on 

Educa@on and self‐management development 
•  Asthma educa0on based on EPR‐3 guidelines 
•  Asthma self‐management training 

Medical management with physician 
•  Report new or worsening symptoms, 

abnormal findings, psychosocial issues to 
PCP 

•  Coordina0on on regular follow‐up and 
ongoing treatment planning and rou0ne 
preven0ve care 

Medica@on reconcilia@on and management 
•  Assess compliance and understanding of 

medica0ons 
Health promo@on   
•  Quit smoking educa0on and counseling 
•  Weight loss/maintenance 
•  Individual exercise plan/program  
•  Nutri0on counseling 
•  Physical ac0vity/exercise counseling 
•  Tobacco cessa0on 
•  Stress management educa0on and 

counseling 

Discharge planning/care transi@ons 

HUB Interven0ons 



  Specialist Interven0ons 

•  Allergist/Pulmonologist 
–  Allergy tes0ng 
–  Home remedia0on recommenda0ons 
–  Pulmonary func0on tes0ng 

•  Die0cian 
–  Weight management counseling 
–  Dietary recommenda0ons 

•  Psychologist 
–  Address family/child stressors and other concerns 

•  Pharmacists 
–  Medica0on educa0on and counseling to increase 
compliance 

–  Communicate with PCP regarding prescrip0on refill pa`erns 



   School Based Services 

•  Appraisal and  assessments 
•  School care plan development  
•  Medica0on management 
•  Individualized asthma educa0on 
•  Monitoring of academic performance and 

absenteeism  
•  Communica0on with family, PCP, specialists, 

HUB for care management and coordina0on 
•  Environmental assessment with assistance 

from HUB  
•  Asthma Friendly Schools designa0on with 

assistance from HUB 

Goal: 1) Provide effec@ve asthma management to support academic success 
          2) Support PCP and Collaborates with HUB 



Local Health Improvement Coali0on 

•  Support Interven0on Implementa0on 
–  Convene local stakeholders to discuss implementa0on 
process and outcomes 

–  Monitor process data to foster and facilitate learning 
about the interven0on strengths and weaknesses  

–  Advise on model implementa0on modifica0ons if needed 

•  Serve as expert in knowledge of local resources 
•  Monitoring SHIP measures to communicate to HUB 
and other stakeholders 



Proposed Asthma Interven0on 

Hospital 
Admission or 
3rd ER visit in 6 

months 

ELIGIBILITY & 
ENROLLMENT 

PCP or School 
Nurse referral 

CRISP generated 
list of eligible 
children 

END­POINT 

Based on provider 
judgment 

•  sustained asthma 
control 

• High level of 
compliance with 
medications 

PRIMARY CARE 
TEAM 

RE­ENROLLMENT 

PCP or School Nurse 
referral 

Hospital Admission 

SCHOOLS  
School based services/supports 

Asthma Friendly Schools 

MEDICAL HOME 
PCP practice/SBHC that meets all 

PCMH requirements 

• Medication management 
• Ongoing assessment of control 
• Step therapy based on NHLBI 

guidelines 
• Care plan development 

•  Care coordination 
• Follow‐up 

PRIMARY CARE TEAM COMMUNITY INTEGRATED SERVICES  

SPECIALISTS 
Asthma specialists (pulmonologist/allergist), 

dietician, behavioral health, etc. 

COMMUNITY­INTEGRATED INTERVENTION 

LHICs to FACILITATE ACCESS TO OTHER 
COMMUNITY RESOURCES  

(Extermination, legal, landlord/tenant 
mediation, social services, contractor for 

home remediation, etc) 

HUB 

COMMUNITY HEALTH HUB  
(Team: RN, CHW, AEC) 

Promoting Access to Care 
Insurance enrollment (if appropriate) 
Facilitate access to PCP/Medical Home & 
accompanies patient to PCMH appt 

Wrap­Around Services 
Intake Assessment 

Menu of 24 evidence‐based interventions 
including  

environmental assessments and self‐
management education 

SCHOOLS  
School based services/supports 

Asthma Friendly Schools 



End Point  
Re‐admission to program 

•  Endpoint 
– Based on Provider judgment 

•  Sustained asthma control 
•  High level of compliance with medica0ons 

•  Re‐admission 
– Concerns by PCP or school regarding medica0on 
compliance 

– Evidence of poor‐control (ED/Hosp) 



Next Steps for Interven0on Design 

1.  Iden0fy target popula0on based on ROI opportunity 
2.  Review the literature to iden0fy evidence‐based 

interven0ons with demonstrated ROI 

3.  “Deconstruct” the interven0ons to its component 
parts 

4.  Iden0fy op0mally cost‐effec0ve workforce to 
implement the interven0on component parts 

5.  Model interven0on cost against an0cipated savings 
to determine ROI & refine as necessary 



Performance Monitoring 

 Primary Care 
Community 

Health 



Performance Monitoring 

HUB 

"$$ "$$ 

APCD 

Public U0lity 

Cost &
 claim

s‐based m
easures including Rx 

EMR‐based 
measures 

H
ospital/ER U
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M
easures &

 Lab M
easures 

CIMH Core Measures SHIP Measures 

Pa0ent 
experience 
measures 

School health 
measures 

Provider 
performance 

reports 

Hub 
performance 

reports 
Non‐EMR 

abstrac0ons; 
process 
metrics 

Model fidelity 
process metrics; 

intake and 
assessment data 

SHIP 
county 

profiles & 
data 

updates 

Feedback reports from U0lity  Data collec0on/repor0ng to Public U0lity 



Performance Monitoring 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Hub 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intake and 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profiles & 
data 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Feedback reports from U0lity  Data collec0on/repor0ng to Public U0lity 



CIMH Core Measure Set: Children 

Type  NQF  Measure Descrip@on  Data Source 

U@liza@on 

69  Appropriate Treatment of Children with Upper Respiratory Infec0on  APCD 

AHRQ  Preventable Hospitaliza0ons: AHRQ PDI  CRISP 

2  Appropriate Tes0ng for Children with Pharyngi0s  APCD 

preven@on and 
screening 

24* 
Weight Assessment and Counseling for Nutri0on and Physical Ac0vity 
for Children/Adolescents  EMR/Hub 

38*  Childhood Immuniza0on Status  APCD 

1392*  6+ Well Child Visits, 0‐15 months  APCD 

28*  Preven0ve Care & Screening:  Tobacco Use Assessment  EMR/Hub 

28*  Preven0ve Care & Screening:  Tobacco Cessa0on Interven0on  EMR/Hub 

asthma 
1  Asthma Assessment  APCD 

47*  Use of Appropriate Medica0ons for People with Asthma  APCD + Rx 

1381*  ER Use for Asthma  CRISP 

mental health  108  ADHD:  Follow‐up Care for Children Prescribed ADHD Medica0on  APCD + Rx 

* HHS preferred measure 



Performance Monitoring 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SHIP 
Metrics 



Any Ques0ons or 
Comments? 



Payment Model 



Payment Model Design 

•  Payment model is for how Community Health Interven0ons 

will be paid 

•  Shaped by CMMI guidance on payment model design offered 
to Challenge Award applicants 

–  h`p://innova0on.cms.gov/Files/slides/HCIATwoPymtMdls.pdf 

•  Two payers ini0ally envisioned in the Maryland SIM are 
Medicare and Medicaid 
–  Other payers will be inclined to par0cipate as a track record of 

effec0veness develops 



Key Elements of Payment 
Model Design 

•  Return on investment – achieving net savings 

•  Payment details – how funds flow 

•  Payment principles – crea0ng incen0ves 

•  Risk parameters – addressing financial risk 

•  Progression – how model parameters will 

progress over 0me 



Background:  CIMH 



Review of Proposed Models and 
Stakeholder Feedback 

•  Service Delivery Model 

–  Delivery reforms under SIM should not interfere with other reforms 
underway (e.g., ACOs, PCMHs, etc.) 

–  Community wrap‐around service approach would be agnos0c to and 
compa0ble with ongoing delivery reform models 

•  Payment Model 

–  Payment models and fee schedules involving Primary Care (blue oval 
on right‐hand side of CIMH diagram) would remain flexible and 
independent of State involvement in SIM 

–  Community interven0ons (green oval on leq‐hand side of CIMH 
diagram) would be funded through payer contribu0ons to a CIMH 
Public U0lity based on target popula0ons served 



Community Health Interven0ons –  
Financed as a Public U0lity 

A capita,on fee would be levied to fully finance 
the cost of an advanced, longitudinal, evidence‐
based community interven,on exclusively 
structured for high‐risk beneficiaries mee,ng 
target popula,on criteria and suppor,ng 
ongoing monitoring in the community. 



Payment Details 

•  The CIMH Public U0lity has overall accountability for the 
opera0onal support of the CIMH at the state level 

•  Community Health Hubs, (CHHs) – oversee implementa0on of 
Community Health Interven0ons (CHIs) regionally 

–  CHHs could be LHICs, LHDs, or other types of organiza0ons mee0ng 
pre‐specified, qualifying criteria 

•  CIMH Public U0lity receives payments from payers  
–  Based on target popula0on‐specific care management capita0on fee 

and number of individuals enrolled statewide 

•  CIMH Public U0lity disburses funds to CHHs 
–  Based on the number of par0cipants ac0vely receiving services 

(enrolled) at each CHH 



Key Features 
•  No downside financial risk borne by either the CIMH Public 

U0lity or the CHHs – at least ini0ally 
If net savings for payers is not achieved, go forward op0ons might include; 
–  CHHs may receive addi0onal support, be placed on proba0on, or 

terminated 

–  CHIs may be modified, replaced, or dropped 

•  Addi0onal upside bonus payments from payers to the CIMH 
Public U0lity could be available if criteria are met; 
–  Net savings to payers on a state‐wide basis 
–  Distribu0on to CHHs is related to # enrolled, impact on acute care 

u0liza0on, and achievement of target levels of quality and service 
performance 



Cri0cal Success Factors 

•  Target popula0on selec0on 
–  Opportunity to improve health outcomes and reduce acute care costs 

must exist 

•  Community Health Interven0on selec0on 
–  Interven0ons with strong evidence of effec0veness and opportunity 

for a posi0ve ROI 

•  Pricing the care management capita0on fee 
–  Fees must be based on best available evidence; lean, but sufficient to 

fully support effec0ve interven0ons 

•  Opera0onal excellence in delivering the community 
interven0on with high reliability 
–  Case finding, engagement, and processes of care, monitoring, and 

assessment 



ROI – Return on Investment   

•  ROI is the net result of 
–  CHI price 
–  CHI effec0veness reducing acute care costs 

•  Pricing – based on opera0onal implementa0on and ROI analyses 
for each CHI and target popula0on pair 
–  Lower pricing is not be`er if it adversely impacts program effec0veness 

–  Evidence of CHI effec0veness is extremely important as is cau0ous, 
though�ul es0ma0on of same where gaps in evidence exist 

•  An ac0ve learning system will help hone both CHI price and 
effec0veness over 0me; improving ROI 



Financial Impact Evalua0on 
Methods 

•  None are perfect, all have trade‐offs 
– Randomized Controlled Trial 

– Propensity Score Matching 

– Wait List Control Group 

– Difference‐in‐differences modeling 

–  Infla0on‐adjusted target pricing and analysis 



Payment Principles 

•  Encourages CHH case‐finding, enrollment, and sustained 
engagement of target popula0on 

•  Capita0on provides flexibility of implementa0on of CHIs at local 
CHH level 

•  Means to prevent unintended consequences 
–  Target popula0on eligibility verifica0on using independent data 

sources 

–  CHI service and quality performance measures to be robust, 
transparent, and publicly available 

–  Ac0ve real‐0me monitoring by each CHH and CIMH Public U0lity 

–  Correc0ve ac0on op0ons include CHI redesign, QI, fee reduc0ons, or 
CHH contract termina0on 



Risk Parameters 

•  No downside financial risk to the CIMH Public U0lity or 
CHHs ini0ally 
–  Aqer the tes0ng period, when performance characteris0cs of 

CHI / Target popula0on pairs are be`er understood, par0al risk 
transfer may be desirable and feasible 

•  Lack of immediate risk borne by CIMH Public U0lity or CHHs 
to be par0ally ‘offset’ by  
–  Strong incen0ve alignment 

–  Strict performance standards 

–  Ac0ve monitoring 

–  Robust outcome evalua0ons 



Progression 

•  Capita0on fees for enrolled members of target 
popula0ons leaves a ‘start‐up’ funding gap 
–  Covered by implementa0on test grant (if available) 
– As enrolled membership increases over 0me, payer 
funding of the CIMH model increases 

•  Later considera0on of addi0onal financial risk 
sharing by CIMH Public U0lity or CHHs 

•  Recruitment of payers beyond Medicaid and 
Medicare as model proves its value 



Who is the target popula0on or popula0ons? It 
would seem that having some specific 
parameters on who the "community" (or 
communi0es) might be would help in defining 
outcomes of interest and the ROI that could be 
an0cipated. Are we trying to target a group of 
geographically similar people or groups based 
on other factors, such as Medicare or age.  

Feedback: Payment Model 



•  Which “providers” does this payment model pertain to.  
•  Is there a point in 0me that this payment model 
transi0ons to an all‐payer model rather than Medicare 
and Medicaid focused?  

•  How do these payments to primary care (blue side) 
providers transi0on for those prac0ces who are part of 
the mul0‐payer PCMH pilot (that is ending in a year or 
so)? How does it relate to ongoing payments for 
primary care (blue team) providers that are part of 
exis0ng PCMH payments such as the Carefirst PCMH 
program? 

Feedback: Payment 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Regarding risk, I think it would be favorable for all 
providers who are part of this, as a way of 
understanding the income and sustainability of this, 
to ini0ally, for the first few years, receive funds 
without risk, and then have an op0on to con0nue 
and take on risk following that period of 0me. But 
to ensure adequate recruitment of providers, there 
should be an ability to bail out of the program prior 
to taking on financial risk... At every transi0on of 
increased risk, there should be an op0on for the 
provider to con0nue or not in the program 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•  I have some ques0ons about the following passage from the ROI sec0on of 
the plan: "...well‐tested programs with good data on opera0onal costs and 
solid evidence of improving health outcomes, reducing acute health 
service usage, and achieving a posi0ve ROI are cri0cal to the success of the 
Maryland State Innova0on Plan. Following the best evidence available, it is 
advisable that price seyng in the Maryland SIM context be sufficient to 
replicate best‐in‐class programs with fidelity.“ 

•  1) The paragraph that follows the above quote men0ons "data from 
published and unpublished sources". Can you please forward this data. 
The only specific evidence I recall is from the HQP experience. My 
recollec0on is that the HQP was limited to Medicare recipients with 
somewhat narrow demographic characteris0cs and living in a rela0vely 
restricted geographic area. Are there any other studies that look at 
Medicare recipients with demographic and geographic (urban/suburban/
rural) distribu0ons more similar to the state of Maryland? 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•  2) Since third party insurers have been part of this process, are there 
studies that have looked at community‐based interven0ons in people 
under age 65? 

•  3) Are there data from studies of community‐based ini0a0ves aimed at 
medically higher risk children and pregnant women? We should keep in 
mind that healthier early development may result in more LONG‐TERM 
health savings than those aimed at seniors… Since the life0me reduc0on in 
healthcare spending resul0ng from these prevented preterm births will 
not be measurable in a 2‐5 year study period, the projected long‐term 
financial benefits should be added into the sta0s0cal analysis with an 
evidence‐based adjustment factor. There are also spillover societal 
benefits such as less special educa0on students and fewer behavioral 
disorders that can lead increased juvenile jus0ce services 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or 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CHW Workforce Development  
Technical Assistance and  

CIMH Readiness 

 Primary 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Team 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Team 

Shared 
Data 



Workforce Development and CIMH Readiness 

•  Conduct background research to inform Community Health 
Worker development 
√  Inventory of training programs and CHW models 
√  Iden0fy best prac0ces for integra0on of CHW into medical prac0ces 

and broader health care system 

√  Will present findings at LHIC stakeholder engagement process 

•  Technical assistance and CIMH readiness 
–  Iden0fy various ongoing TA and develop recommenda0on for 

streamlining 

–  Iden0fy and describe quality improvement efforts in local communi0es 

–  Assist in scaling up of promising QI models 



CHW Workforce Development 

•  White paper development 
–  Literature review of effec0ve CHW models and best prac0ces for 

integra0on of CHW into medical prac0ces and broader health care system 

–  Key informant interviews with state and na0onal experts 
–  Maryland CHW program survey 

•  Key cons0tuent mee0ng to obtain feedback on the role(s) of 
CHW and the necessary infrastructure to  support the CHW role 
–  Development of “scope of services” for CHW, based on iden0fied models 

and interven0ons 



CHW Workforce Development 
Next Steps 

•  Iden0fica0on of CHW roles based on proposed models and 
iden0fied interven0ons 
–  Mee0ng with HQP and UMD consultants to develop “scope of 

services” framework 

–  Providing of a wide variety of opportuni0es to improve health for 
individuals by addressing social determinants of health through 
interven0ons 

–  Matrix comparison of each interven0on based on the MD context 



TA and CIMH Readiness 
Next Steps 

•  Environmental scan of MD TA providers and consultants 
–  Key informant interviews with MD TA providers and consultants 

•  Mapping and iden0fying pa`erns of TA received and provided 
within DHMH 
–  Federal and State partnerships 
–  State support to locals 
–  Gaps and needs analysis 

•  Iden0fying  and describing quality data integra0on efforts in 
local communi0es 
–  UMD, JHU, Delmarva Founda0on interviews 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