Systems for Action

National Coordinating Center

Systems and Services Research to Build a Culture of Health

Can CalAIM Solve the Systems Integration

Challenge?

ldentifying Key Facilitators of
Cross-Sectoral Care Coordination

Strategies to Achieve Alignment, Collaboration and Synergy across Delivery and Financing Systems

Research-in-Progress Webinar colorado school of

June 21, 2023 public health
————m P —




Welcome: Carrington Lott, MPH, Systems for Action

Presenters: Caroline Fichtenberg and Abigail Arons, SIREN, UCSF
Karis Grounds, 211 San Diego
Sheena Nahm McKinley, Health Leads

Commentary: Glen Hilton, PATH (People Assisting the Homeless)

Q&A: Carrington Lott, MPH, Systems for Action




Project team S4A

Systems for Action

siren UGsF

Social Interventions Research University of California
& Evaluation Network San Francisco

it \Qy Health

Leads

Exchange’

Caroline Fichtenberg, PhD  Abigail Arons, MD, MPAff
Karis Grounds Camey Christenson Sheena Nahm McKinlay

VP, Heaith & Community Chief Business VP, Research & Development
Impact Develooment Officer
Research partners at

\ California
Beth Johnson Shelly Parks &
Senior Consuitant, CIE Coordinator

Health Care
Strategic Intiatives

Foundation
‘ GOODWIN SIMON
Priscilla Alban-Acuna, BA

Danielle Hessler Jones, PhD Laura Gottlieb, MD, MPH




Background: What is CalAIM?

California Advancing and Innovating Medi-Cal (CalAlIM)
Our Journey to a Healthier California for All \\

Implement a whole-person care approach and address social

Medicaid Began @ drivers of health.
reform in  January
Ca”fornia 2022 Improve quality outcomes, reduce health disparities, and drive

delivery system transformation.

a Create a consistent, efficient, and seamless Medi-Cal system.

Source: CA DepartmentofHealth Care Services




Background: What is CalAIM?

Xl 2D S
generation opportunity to
completely transform the
Medicaid system In
California.

Governor
Gavin Newsom




Two key features of CalAIM

/ Enhanced Care Management (ECM) \ / Community Supports (CS)

A Intensive care management for medical

and social services A 14 non-medical services
A ,r."]”%hé”geg high-costmembers (@~ = | | A Inlieu of services: strongly
A Managed care benefit: plans have to encouraged but not required (plans
cover choose what to cover)
\_ VAR

4

A Builds on previous Whole Person Care and Health Homes pilots

A Plans contract with community-based providers

A Also includes $ for building up data sharing and cross-sector
coordination capacity among ECM and CS providers

Source: CA DepartmentofHealth Care Services




CalAIM Care Management Continuum

MCPs are required to have a broad range of programs and services to meet the needs of all Members organized
into the following three areas, at different levels of intensity.

d Enhanced Care Management (ECM) is ) / \
for the highest-need Members and
provides intensive coordination of health Transitional Care
9 and health-related services. ) Services are also
S~ ~ available for all
Complex Care Management (CCM) is for Members at MCP Members

higher- and medium-rising risk and provides ongoing
chronic care coordination, interventions for temporary needs,
and disease-specific management interventions.

transferring from
one setting or

\_ ) level of care to
(" Basic Population Health Management (BPHM). BPHM is the array of B another.
programs and services for all MCP Members, including care coordination |7 \ /
and comprehensive wellness and prevention programs, all of which
\_ require a strong connection to primary care. )

Source: CA DepartmentofHealth Care Services, https://www.dhcs.ca.govyDocuments/MCQMD/ECMImplementation-Timeline-Updated-POFs .pdf



ECM Populations of Focus

ECM Population of Focus (POFs) m Children &

@ 1 Individuals Experiencing Homelessness

Individuals At Risk for Avoidable Hospital or ED Utilization

& 2 (Formerly "High Utilizers")

Individuals with Serious Mental Health and/or SUD Needs
Individuals Transitioning from Incarceration

Adults Living in the Community and At Risk for LTC Institutionalization

CRACCKKS
NI

S U A W

Adult Nursing Facility Residents Transitioning to the Community

Children and Youth Enrolled in California Children’s Services (CCS) or CCS
Whole Child Model (WCM) with Additional Needs Beyond the CCS Condition

8 Children and Youth Involved in Child Welfare
9 |Individuals with I/DD

> 2. B le | 8

AN
AN

i 10 Pregnant and Postpartum Individuals; Birth Equity Population of Focus

Source: CA Department of Health Care Services, https://www.dhcs.ca.gov/Documents/MCQMD/ECM-Implementation-Timeline-Updated-POFs.pdf



Community Supports
&

Pre-Approved DHCS Community Supports

1. Housing Transition 8. Nursing Facility Transition/Diversion to
Navigation Services Assisted Living Facilities
Housing Deposits 9. Community Transition Services/Nursing
Housing Tenancy and Facility Transition to a Home
Sustaining Services 10. Personal Care and Homemaker Services
4. Short-Term Post- 17. Environmental Accessibility Adaptations
Hospitalization Housing 12 Meals/Medically-Tailored Meals or
5. Recuperative Care Medically-Supportive Foods
Respite Services 12. Sobering Centers
/. Day Habilitation Programs 14. Asthma Remediation

Source: CA DepartmentofHealth Care Services




ECM and CS providers
/Enhanced Care Manaqemenx /Communitv Supports (CS)

(ECM)
Providers of:
FOQHCs Homeless services
Behavioral health orgs Supportive housing
County agencies Recuperative care
Homeless service providers Medical respite
Justice-involved service Home-based services
providers Medical nutrition
Care coordination Home modifications
organizations/Hubs Asthma remediation

\ € 4

Source: CA DepartmentofHealth Care Services




ECM and CS providers
-

/Enhanced Care Management Community Supports (CS)\

(ECM)

Key to CalAIM success:
Coordination between health and social service
organizations, including cross-sector contracting, data
exchange, coordination to avoid duplication of services,

Care coordination Home modifications
organizations/Hubs Asthma remediation

o € 4

Source: CA DepartmentofHealth Care Services




ECM implementation S4A
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A 956 contracted ECM providers as of Sept 2022
A 88,115 total members enrolled as of Sept 2022 (cumulatively

Adult - At Risk for
Avoidable Hospital/
Emergency Department Use

47K

Adult -
Serious Mental lliness or
Substance Use Disorder

34K

Adult -

L 26K
Experiencing Homelessness

Adult -
Transitioning from
Incarceration**

* ECM enrollees may be categorized under multiple Populations of Focus.
** This Population of Focus is live only in select WPC counties, not statewide.

Source: CA DepartmentofHealth Care Services




Community Supports Implementation

A 1,212 contracted CS Housing Tenancy
providers as of Sept 2022

A 27,213 members receivec
services from Jaept
2022

21K

Housing Transition/

Navigation Services 17K

Medically Supportive
Food/Medically
Tailored Meals

Recuperative Care
(Medical Respite)

Source: CA DepartmentofHealth Care Services

O I—— * Members may receive more than one Community Supports service.



Community Supports Implementation

COMMUNITY SUPPORTS BY THE NUMBERS
Number of Services Available by County as of September 2022

Number of Community Support Available
as of September 2022, by county

¥ Fewer than 6 Community Supports
M 6-13 Community Supports
H All 14 Community Supports

Source : CA DepartmentofHealth Care Services




Percentor county-specific plans that offer eac S4A
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community support as of Feb 2023 (n=105)
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Source: CA Departmentof Health Care Services, https:/iwww.dhcs.ca.gov/Documents/MCQMD/Community-Supports-Elections-by-MCP-and-County.pdf




Key research questions

Systems for Action

2. What factors make
coordination more
successful, especially
for organizations
serving historically
marginalized
communities?

1. Is CalAIMimproving
coordination between health
(health care and public health) and
social services for Medicaid
beneficiaries, especially for
beneficiaries from historically
marginalized communities (e.g.
BIPOC, non-English speakers)?




Research activities

Survey of social service Local case studies Backbone organization
organizations community of practice
@
A

Summer 2023 Winter 2023-2024 2023-2026




Research Activities: Survey

3 First statewide survey about CalAIM implementation

3 Partnership with the California Health Care Foundation
3 Organizations that could implement CalAlIM:

y Community based organizations

y Health care

y Payors

y Public health

3 Online survey July-Aug 2023 (possible follow-up In
summer 2024)




Research Activities: Survey

Goals:

Organizational and environmental factors associated with
AECM and/or CS participation

AMeasures of effective coordination between social service orgs
and other sectors

Specific focus on BIPOC -serving organizations

AAble to effectively participate?

AWhat changes would help these organizations participate more
effectively?




Project Act'vities: Case studies

/ ] o &4
I ‘

© Deeper dive to better
understand survey results

© 5 counties

© Interviews with 5-10
organizations and some Medi-
Cal members

© Winter 2023-2024




