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Team Proposal - Suggestion

0 What could the CCNC model look like in Idaho?

©: There are some important differences between North
Carolina and Idaho — Area Health Education Center as

Team suggested a model based on North Carolina —
but only as a starting point for discussion
Networks need to be driven by the primary care
providers and fit with Idaho’s unique regional
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Key Comp of a C

Care N k (CCN) Model

State Community Care Network Office

Statewide CCN Clinical Advisory Board
* Clinical Directors from each local network

* Organize and direct ide disease

and quality initi

Local Non-Profit Community Networks

* Manage and provide care to Medicaid enrollees
*Implement disease and care management initiatives
*Receive a PMPM payment

PCPs/Medical Homes Case Managors
+ 24/7 auistance

* dentify ond manage
*Use Practice Guldelines high-risk and high cort
“Recelve PMPM payment patients

/L

Hospitals
+Real tine [R data
« Admit/discharge

Soclal Sarvices &
Hoalth Dapts.
* Coordinate

nfomaion

*Uhize conman case | NV | <Oucharge plaming

monagement system and support
Roporting for Cont Quality

State Community Care Network Office

| Develop objectives — Clinical Advisory

| Board
+Populatlon/Care Mgt
“Systems of care
“Dlsoase Mgt strategles

\. +Ql Inftlatlves

Network oversight
+Coordination

| Support

\_ *Uillization Management

[ Secure data from other sources
“Lab
«Pharmacy Serlpts |
“Radiology |
| <Hosp/ER Information |

Informatics center, analytics,

data processing

*Clinlcal data extraction

*Central call center

“Web based applicatlons
*CMIS

“Provider portal
“Pharmacy home
“Expand analytlc services

“Dlagnostic grouper/Case mgt
+Care alerts /population mgt/Ql

_Reporting

“Financlal
“Porformance mefrics

| “Development /plan




Local Non-Profit Community Networks

Case Mgt/Care Coordination Transitional care )
+Care Management Informatlon system «Collaborate with discharge planners
“Hoalth Assessment /screening «Home based support sorvices
«Care Plons +Medication roconcillation
“Self Mt pracice (chranlc care pts) “Care plans for camplex cate management
*EPSDT, chronlc care, high sk prognancy, speclal need *F/U appolntmant PCP
children, otc. +Promote self management
+Care management /support leading to

y Independence
Network Pharmacist/Clinical "
Pharmacist Population management \
+Coordinatlon/mgt pharmacy fnitaives Ql/QA

+Coordinate pharmacy acilvity across the confinuum of care
*Pharmacy management programs (MTM3)
+PCP resource - managing drug regime
*Resource for PCP and Care Managers
+general drug Information
*Madicald drug pollcy
~academic dotalling

“Disease Care Management
“Prevantable

0 management (high cost/high

“Behavloral health Integrafion
“High rlsk pregnancy
*Behavioral health Integration
*Reports and reviews
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Primary Care Practice — Medical Home

Provider shall: Provider shall continved: Provider shall continued: \
| “Comply with and participate In ccN +Comply with Netwark policles fo manage | | *Lead Interdisclplinary teams as |
Iniiatives quality, urlization and cost of services - | appropriate to help manage and
| *Collaborate with the netwark In he Including Inpatlent admisslons, emergency optimize patlent care of high risk high
development and ullization of CM room visis, speclalty and anclllary referralsi | cost pariicipants
systems early detection and health i “Rofor othor providers
“Provide clinlcal nformation for chronlc and high cost dlsease, at lsk | s appropriate
patlents, pharmacy prescribing pattarns, | | *Serve a1 medical home In which
and Intogratlon | sorvices are provided or coordinated
other netwark staff fo enhance “Work with the Network tor | and referrals are Initlated and
cantlnulty of care “Develop speclfic strategles fo | monitored
“Establlshwork flow processes that addross special noeds of target | “Responstble for ensuring medically
support PCMH populations | necessary careIs provided to each
*Collaborate with the network & *develop local referral processes | participant
Implement new disease Initlafives and communicatlons with spocallsts “Provido 24 hour contact for services
*Engage and Implement evidenced “Promote self management of and consultation or referrals
based best practice chrani llinessos /disease | *Offico hours of at least 30 hours per
“Partlclpate In CCN Quallty Measures *Davelop plans o meet CCN wo
and Feedback process lization and budget targ PP
“Ensure practice particlpation In Nework care Immediately, Urgent care within
Madical Management Commitiaa 24 hrs, routine sk care within 3 days,

Routine well care within 90 days
“Hospltal discharge within 2 week

Model Incorporates Key Elements in
Legislative Direction HB 260

o Clinically relevant patient information is available to all providers at
the point of care.

o Patient care is coordi d among multiple providers, and transitions
across care settings are actively managed.

o Providers (including all members of the health care team) both within
and across the care settings are accountable to each other.

0 Patients have easy access to appropriate care and information, even
after working hours.

o Providers have clear accountability for the total care of patients.

O Members of the system are continuously innovating and learning in

order to improve the patient experience, and the quality and the
valve of health care delivery.




Next Steps

i ¢

o Share conceptual framework with key provider
organizations — looking for direction, support,
champions

o Conduct a comprehensive analysis of the current
system — identify what is already in place and
would/could support network development

o Identify and gain support of key health leaders
throughout the State of Idaho - Champions
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