








! MEETING TRIPLE AIM: INTEGRATION



] MEETING TRIPLE AIM???

SEPARATE CLINICAL SYSTEMS
e Delayed/Limited Access

e Separate Records

e Minimal Coordination

e Training Silos

SEPARATE OPERATIONS

e Different administrative systems

e Different regulations and requirements
e Different processes and procedures

e Health Information Technology Barriers

EFFICIEN

SEPARATE FINANCIAL SYSTEMS

e Carve Outs

e Fee for Service model

* |Incentivizes for fragmented care
e Regulatory barriers

COST
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Training the Workforce




. Traditional training yields:
I’'m OK and you’re not!

“Bomatimer T ihink the collaforation procecs cwondd werk Aetter eoitbond yow,”

Colocation alone doesn’t yield integration...



' I’'m OK and you’re not!

* Training now occurs in silos

e Disciplines traditionally define e
themselves against other ﬂ!\ :
disciplines ey W

e Criticism about each other is B ﬂ
frequent

y . Disciplines function in general
y ignorance of each other’s
knowledge and skill set
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' What’s needed?

 Workforce expansion

 New kinds of training for primary care
clinicians, behavioral health
professionals, and staff.




Stop graduating people in silos

* Each profession needs to learn its own
set of competencies, skills and
knowledge base, AND

* Interprofessional education & training
for teams
— Ethics and collaborative care
— Collaborative treatment plans together
— Good communication skills




Professional + Interprofessional
education and training =
A well trained workforce

Interprofessional Education Collaborative Expert Panel. (2011). Core competencies for interprofessional
collaborative practice: Report of an expert panel. Washington, D.C.: Interprofessional Education Collaborative



ﬂ Workforce distribution problems

Primary care, behavioral health clinicians and
integrated care are scarce in rural areasy

— 40% of urban primar c?are practices af@sco-
located with BH p sionals

| - . { # 3
”—”23} of rural prkﬁz:\‘y care practices have BH
professionals as part of the practice.

Petterson SM, Phillips RL Jr, Bazemore AW, Koinis GT. Unequal distribution of the U.S. primary care
workforce. Am Fam Physician. 2013 Jun 1;87(11):Online.




ldeas for Training the New Workforce

* Interprofessional education and training
grants (HRSA and SAMHSA)

* Programs to encourage training in behavioral
nealth (National Health Service Corps)

* Incentives for behavioral health clinicians to
work in primary care, especially in rural area
(debt relief and low interest loans)
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l Key Concepts

1. Know the population
2. Create a budget

3. Set targets

4. Invest in value

5. Monitor performance and report
feedback

6. Own the results




Global Budget -
Conventional Network

Emergency
3.7%

Primary Care
4.6%




Global Budget -
Integrated Practices

Emergency
3.4%

Behavioral
0.5%




Isn’t the Second Pie Bigger? No.

Total Cost PMPM

Advanced Practices $479.30
Behavioral Health $3.55
Total $482.85
Network Average $505.83

Risk Normalized Difference -4.54%

1__7




Practice Benchmarking
Total Normalized Cost

Exemplar Practice — Total PMPM Cost of Care

You e || YouNorm

$8,000

AN
N

$6,200 /\

$5,600

$5,000




Normalized IP Utilization

Exemplar Practice — Inpatient Utilization/ 1,000 Members

' Practice Benchmarking
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Moving from “provider”
to “owner”

Actual costs e -

higher than |
projected trend |- Full Risk:
and payments No Downside
Exposure for

Department | MLR Target =
Ry 92.5%

RISK "1 Gain-sharing:
+ 60% PCMP
| *+30% CMHC

* 10% RCCO | .

MLR Actual =
85.5%
(floor)

" Actual costs
— lower than

GAIN projected trend
and payments

Pilot Start Year 1 Year 2




Takeaways

Comprehensive primary care is a “high
leverage” investment

Integrated BH is just another (important)
aspect of comprehensive primary care

Small part of the total health care budget

Exemplars are performing very well. The
question is how to scale this model through
accelerated transformation.
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Thank You!

» To access the materials and resources used in this Primary Care Forum,
please visit:

The Collaborative Family Healthcare Association:
https://cfha.site-ym.com/?2014PolicyForum
or

The Robert Graham Center:
http://www.graham-center.org/online/graham/home/rgc-events.html

» Forinquiries and further discussion, please contact Jessica Pittrizzi at
ipittrizzi@cfha.net or 303-724-7805.




