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Meeting Purpose and Objectives

Purpose of the meeting: Create a provisional menu of prevention services
that:

1) Might be provided by PSCs

2) Can be validated and further prioritized through listening sessions with ACOs,
consumers and community based organizations (CBOs)

Meeting Objectives

* Finalize criteria for scoring current list of prevention service options

e Apply criteria to each of the prevention service options
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The 3 Buckets of Prevention

http://journal.lww.com/jphmp/toc/publishahead
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Health Impact Pyramid

Smallest CDC Health Impact Pyramid

Factors that Affect Health

Eating healthy, Physical Education

Counseling Classes
& Education
Clinical Rxfor high blood pressure,

dizbetes medications
Interventions

I.ong-lasting Smoking Cessation

treatments

Protective Interventions

Changing the Context Tobacco taxes,
Health Laws
To make individuals’ default decisions healthy

Poverty,

Largest Socioeconomic Factors education

Impact

Source: Frieden, T. A Framework for Public Heath Action: The Health Impact Pyramid. Am J Public Health. 2010; April;
100(4): 590-595. PN
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Key Inclusion Criteria

A. Population Health Priority: Services address population health priorities
identified by state or regional assessments

B. Evidence-based: Extent to which there is an evidence-based protocol for the
service

C. Helps Providers Earn Shared Savings: Services provide investment
opportunities for providers because they can earn points on quality
scorecards or generate healthcare cost savings

D. Aligned with SIM: Services align with the SIM priorities and/or CDC 6|18
strategy

E. Bucket 2: Preventive services bridging clinical and community-based
services
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Key Inclusion Criteria

A. Population health priority

B. Evidence-based

C. Helps providers earn shared savings
D. Aligns with SIM priorities

E. Bucket 2
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Scoring Exercise:

e Discussion and Voting
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Purpose of Scoring Exercise

* Finalize proposed criteria

e Apply criteria to current list of prevention
service options

e Use the final criteria and scoring method to
evaluate any new proposed prevention services
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PRE-SELECTED SERVICES TO VALIDATE INCLUSION CRITERIA

Diabetes Self-management Program

Diabetes Self-management Education & Support Program
Diabetes Prevention Program

Asthma Home Assessment And Self-management Education
Self-monitored Blood Pressure

Medication Therapy Management

Chronic Disease Self-management Programs

Check. Change. Control. Program

Million Hearts Learning Collaborative

WISEWOMAN Program

Other
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CASES STUDIES OF NON CLINICAL SERVICES FOR PREVENTION

Community-Based Organizations Capacity to Partner with the Health Care Sector (%)
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CBOs

Social
Support
Services

Payers

Bay Area Community Services,
Oakland, CA

Older adult services
*Adult day programs
*Case management

Mental health services

e Care coordination

¢ Wellness centers

¢ Employment program

e Crisis residential
program

Housing services
¢ Interim and supported
housing

Medical respite services

(S.P.)® Medical respite,
care coordination, and
discharge meal program
(T.P.)®) 100 clients in
Alameda County; dual
eligible, homeless, high
utilizers,

(S.P.) Medical respite
(T.P.) 50-100 homeless
clients at Sutter
Hospital Alameda
County

Alameda Alliance Health Plan
Sutter Hospital/ Life-Long Medical Care

Camarillo Health Care District,
Camarillo, CA

Older adult services

¢Adult day center

eCare transition services

eCaregiver respite,

eEducation and training

*Home-delivered meals

*Senior support line

*Transportation

*Depression screening and
support

eShort-term loans of durable
medical equipment

*Fall prevention and home
modifications

*Immunizations

*Self-management programs

(S.P.) Case management,
care transitions, health
promotion, self-
management programs
(T.P.) 348 persons; any
adult and older adults
with chronic conditions,
disabled persons

(S.P.) Coleman Care
Transitions Intervention
(T.P.) 3,127 fee-for-
service, Medicare
beneficiaries

National Managed Care Organization
Centers for Medicare & Medicaid Services

(1) Linkage Lab. Preparing California’s Community-Based Organizations to Partner with the Health Care Sector by Building Business Acumen. August 2015.

(2) S.P. Services Package (contracts)
(3) T.P. Target Population
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Testing of the Model

Criteria for Inclusion in the PSC Model Scoring
Suggested Prevention Services for A B C D 2
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DIABETES SELF-MANAGEMENT PROGRAM

ra

DIABETES SELF-MANAGEMENT EDUCATION &
SUPPORT PROGRAM

3. DIABETES PREVENTION PROGRAM

4. ASTHMA SELF-MAMNAGEMENT EDUCATICN

wn

SELF-MONITORED BLOOD PRESSURE

om

MEDICATION THERAPY MANAGEMENT

-

CHROMIC DISEASE SELF-MANAGEMENT
PROGRAMS

m

CHECK. CHANGE. CONTROL. PROGRAM

MILLICM HEARTS LEARMING COLLABORATIVE

w

10. WISEWOMAN PROGRAM

A. Services address population health priorities identified by state or regional assessments.

B. Extent to which there is an evidence based protocol for the service.

C. Services provide investment opportunities for organizations in the healthcare reform market.
D. Services align with the SIM priorities and/or CDC 6|18 strategy.

E. Services fall into bucket 2 — preventive services bridging clinical and community based services
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Next Steps:

Validate planning assumptions through listening
sessions with consumers, ACOs and CBOs
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 The SIM PMO is hosting “lunch and learn” webinars focusing on value-based

payment. The webinar will help you:
— Review the different types of value-based payment reform in Connecticut
— Examine “in depth” the most common reform known as “shared savings”

— Understand how shared savings is impacting providers and the kinds of investments they
are willing to make to improve quality and earn financial rewards

Wednesday, December 21 at 12PM

Thursday, January 12 at 12PM
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Next Meeting

Proposed Dates

January, 26", 2017, 3:00-5:00 p.m.

Agenda Topics

* Planning Assumptions
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