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CHAC Mission

Improve the ability of our participant organizations to
provide the right health care for their patients based
on the medical and social needs of each individual
patient. Remain primary care focused and fully
support the Patient Centered Medical Home
principles of individualized, self-directed treatment
plans, an orientation toward whole health, and
ongoing relationships between patients and their
care teams.



CHAC Vision & Values

Vision: Achieve better care for individuals, better
health for populations, and lower growth in
expenditures in connection with both public and
private payment systems.

Values: collaboration, patient centered care, shared
information, measurement, accountability, and use of
best clinical practices.
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2017 Network

CHAC’s Participant Network, 2017
10 Federally Qualified Health Centers

N N 4 Rural Health Clinics

7 Hospitals
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14 Designated Agencies
9 Certified Home Health Agencies
10 Skilled Nursing Facilities
4 Independent Physicians/Specialists

2017
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T Payer Groups 2015 2016 2017
Federally Qualified Health Centers Medicaid "“20,000 "'33,000 NA
i Medicare  ~6,400 ~14,700 ~21,400
[H):;?gengf:d't:sjne;:fs Commercial  ~8,900 ~10,500 ~15,000
. Skilled Nursing Fagilities Total ~35,300 ~57,000 ~36,400

@ Independent/Specialty Physicians
Ek\ Vermont’s eleven FQHCs served over 155,000 unique patients in 2015.

Four of CHAC’s FQHC participants serve as lead Blueprint entities in their

communities
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XXX CHAC Initiatives 2015-2017

Clinical Quality Improvement

Clinical Recommendations

Tele-Monitoring of Rising Risk Patients
PatientPing

Data Roadshows/Qlik

CHAC Standards

Capturing Clinical/Community Success Stories
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Community Health Accountable Care LLG
61 Elm Street, Montpelier, Vermont 05602
802-229-0002 « fax: 802-223-2336

Diabetes
Reviewed and approved by CHAC Clinical Committee on 03.31.2015

Diabetes Composite (All or Nothing Scoring)
Numerators:

Patients who have received a refinal or dilated eye exam during the measurement year or
a negative retinal o dilated eye exam in the year prior to the measurement year. and
Patieats with most recent HbALc = 9.0% or no Alc drawn/result missing
Lab test amust have been done in 2014

Denominator:
Age 18-75 with an active dx of type 1 or 2 diabetes
Exelusions:
Patients with a diagnosis of polycystic ovary disease; gestational diabees; or a diagnosis of
secondary diabetes due to another condition
Source: medical record review

Chronic Obstructive Pulmonary Disease

What is the problem and what is known about it so far?
In the United States, 21 million people have a diagnosis of diabetes. Greater than 90 percent of this population has

haan diaannsad 3¢ havinag Tima ? dishatas  an additianal 86 millinn nannla hava nra.diahatas nnttinag tham at hiah

[octor Namel
Patient Name: o =
Date of Birth. /- /-
s
%omlAlmlllll!‘n le My DIABETES Action Log
XXXXX _ _ Comments
Transtioaing Our Communitcs Date Weight Blood Sugar Activity (eating, tiredness, urine pattern,
for Better Heal

temperature, medications, wounds)

Community Health Accountable Care LLC
61 Elm Street, Montpelier, Vermont 05602
802-229-0002 » fax: $02-223-2336

Fall Risk Management
Reviewed and approved by CHAC Clinical Committee on 01.20.2015

Screening for Future Fall Risk
Numerator:
of the
- Have you had any falls?
-2 or more falls in the last year?
- Any fall with injury in the last year?
Does nothave to be completed in the provider's offic (.. PT, HH, telephonic visit)
ized falls risk is measure if they ask about a history of falls

Denominator:

Age =65 with a visit during the measurement period (2014)
Exclusion:
Documented reason WHY patient is not at risk for falling
(e.g patient not ambulatory)

Source: medical record review
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o Focus Areas:
COPD e B
CHF
Diabetes -
Adolescent Well-Child Visits
Developmental Screening "

o Use of Trending Data to drive Quality
o Patient Ping

o Trialing Data Visualization Software to understand
opportunities for improvement




C";nm“;‘ty Year 4: Continuous
B Q u al | ty | m p rovement

Focus Areas:
Diabetes
Hypertension
Depression Screening
Colorectal Cancer Screening

Rapid Response Data Road Shows, utilizing Data
Visualization Software to identify areas for
Improvement

Identification of “Promising Practices™
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XXIXX PatientPing and CHAC: Summary

CHAC Go-live Date: March 29, 2016
Total Pings received: 58,166*
Includes: Admission, Transfer, Discharge, & Deceased Pings
Total Pings on unigue patient visits: 27,490
Total facilities pinging CHAC: 84
43 acute hospitals
22 skilled nursing facilities

18 home health agencies / VNAs
1 inpatient rehab hospital

* Data current as of 5/11/17



“PData Roadshow”

On-site visits to all primary care participant
organizations

Trended data

Actionable data

Feedback on EHR documentation
Data Visualization Tool (Qlik)
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Adult BMI by Age Group
Auwg BMI (Age < 65) Avg BMI (Age 65+) Aorg BMI (Al Auvg BMI (Age < 6E) Mg BMI (Age 65+) Aorg BMI (AN
Plan documanted (Age < 85) Plan documented (Age 65+) Plan documentad (All) Plan documanted (Ags < 65) Plan documented (Age 65+) Plan documentad (All)
1% 52% 3% 63% 60% 62%
0 0 (0] (0] (0] (0]
BMI Out of Range (Age < 65): BMI Out of Range (Age 65+): BMI Qut of Range (All): BMI Out of Range (Age < 65): BMI Out of Range (Age 65+): BMI Out of Range (All}:

85% 51% 76% 3% A47% 657%

Average BMI by age, in 2015:

Filters: <, Organi... Average BMI by age, in 2014:
:
) A ]
Disposition »
: 0 z
on
o Payor » £ 25 s
£ 25 L F I
e
Q. BMIplan 8
H
@ Documented S R LI G L R A M A SO
28 23 26 29 32 34 37 38 39 48 41 42 43 44 45 46 4T 48 I

Not documen...
EEARRaS s : e —  ————
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Scatterplot: BMI by Age
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Adult BMI
Percent Compliant for BMI Measurement and Follow-Up: Progress Toward Goal: 940 Patients in 2015 934 Patients in 2014
Measures B Compliant B Non-Compliant
ek Goal e BMI Measured: BMI Measured:
(Proposed
8% Revi__ (86%) 9 5 y 8 5 7
B 0 (4]
74%
668%
ca% BMIwithin Range: BMI within Range:
48% o 0
20% 21%
20% 18%
% Avg BMI(Age < 65) Avg BMI (Age < 65)
18%
. 34.9 35.8
-3
Avg BMI(Age 65+) Awg BMI (Age 65+)

29.6 29.8

Plan documented: 73% Plan documented:61%
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Standard Primary Care Primary Care Non-Primary Care
Participants Participants Participants

Maintain NCQA PCMH recognition at Level 1

or above Vv v N/A for Non-PC
Cooperate with ACO Quality Reporting
Requirements v v NligrNor-HE
C let dated maili t
b v N/A in 2016 N/A in 2016
eneficiaries
Participate in Tel-Assurance remote
N/A for Non-PC
monitoring program v et Mo
Participate in required CHAC compliance
o 5 ! - v v Vv
trainings
Demonstrate documented integration of 1+
CHAC evidence-based recommendations v 4
Participate in PatientPing event notification
v v

initiative or alternative.
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Document clinical & community
success stories to share within

mm CHAC Clinical &

QI Initiatives

2014-2017

Develop Recommendations:
+ COPD
« CHF
» Diabetes
» Falls Risk Assessment

Launch CHAC Clinical Committee

Implement tele-monitoring
intervention (Pharos)

Launch “Data Roadshows”

Encourage adoption (through
trainings and TA) of
Recommendations:

« COPD
e CHF
e Diabetes

* Falls Risk Assessment

Develop Recommendations:
» Depression Screen &
Treatment

Launch joint meetings of CHAC
Clinical and Operations
Committees to review data
findings & set goals

Sustain bimonthly meetings of
Clinical Committee as working
committee

Local investments of VMSSP
2014 earnings

Implement event notification
system (PatientPing)

Increase enrollment in tele-
monitoring intervention

Roll out data visualization
software (Qlik)

Engage in “Data Roadshows” for
PY2015

Require documentation of
implementation of 1+
Recommendation:

« COPD
« CHF
e Diabetes

¢ Falls Risk Assessment
» Depression Screen &
Treatment

network

Encourage adoption (through
trainings and TA) of
Recommendations:
» Depression Screen &
Treatment

Joint Clinical and Operations
Committees work on PDSA cycles
to improve data findings

Sustain bimonthly meetings of
Clinical Committee as working
committee

Local investments of VMSSP
2015 earnings

Continue event notification system
(PatientPing)

Discontinue tele-monitoring
intervention; transition to local
care coordination

Proof of Concept: Sample Social
Determinant of Health Data

Rapid Response “Data
Roadshows” for PY2016, utilizing
Qlik data visualization

Encourage adoption (through
trainings and TA) of
Recommendations:

« COPD
e CHF
¢ Diabetes

* Falls Risk Assessment

» Depression Screen &
Treatment

» Colorectal Cancer
Screening

Joint Clinical and Operations
Committees work on PDSA cycles
to improve data findings

Sustain quarterly meetings of
Clinical Committee as working
committee

2014

2015

2016

2017
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36894 CHAC Received $3.35M

R 2014 Medicaid Savings to Distribute

I I —————

Millions

3.5

3.0

2.5

2.0

15

1.0

0.5

0.0

distribution to CHAC members, $191K

distribution to non-primary care participants, $863K

CHAC'’s
distribution
methodology
allowed for
significant
reinvestment at
the local level in
primary care and
community
partners!



XXX X Community Investment Examples

Berlin
Combined case review meetings for shared FQHC, mental health,
and home health patients. Each organization to hold a CME
training.

St. Albans

Implemented home health visits for all transition patients. The
visit includes medication reconciliation, establishment of follow-
up with PCP and transportation, administration of the GAD-7 and
PHQ-2 or 9, and assessment and coordination of additional
services needed.

St. Johnsbury
Community mental health center increased staff to work with ER
patients with mental health issues.

Newport

Leadership development conference for all non-profits in the
Northeast Kingdom.
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19929 CHAC Support for APM

Per resolution of CHAC’s Members, 5/1/2017:

CHAC remains engaged and supportive of Vermont’s
All Payer Model. CHAC remains committed to
representing our patients and providing a
comprehensive and integrated model of care.

CHAC believes that a successfully transformed health
system has the following characteristics:



Community

PR e CHAC’s “10 Points” for a

Iransitioning O

Strong, well-supported Patient-
Centered Medical Home with
resources to prevent chronic disease

Time to address issues underlying
chronic disease and mental health

Mental health/behavioral health and
primary care work together

Home health and primary care work
together

Community-based social service
agencies are fully integrated with
primary care practices

Transformed Health Care System

Community partners work with
primary care to offer “health coach”

Communities integrate wellness
Initiatives with schools, employers,
etc.

Hospitals are stable and positioned to
meet acute inpatient/outpatient needs

System of care focused on local and
regional levels

Blueprint team retains independence
and neutrality to lead transformation
effort



