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Current Place

A U.S - Wealthiest Nation

A Worst health and social outcomes in the
developed world.

A We spend more per capita on both health and
soclal programs than any other developed
nation.
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What i1s the Work?

A What is the work?
A How do we get the work done?

A How can we be accountable linking the $ to real
outcomes?
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Work ltem
Component

Addressing
Risk Factors

Health Insurance Drug and ETO
Primary Care
Specialty Care
Screenings

Child development

Depression
Anxiety
Domestic Violenc

<>

Food
Job Readiness Clothing

Self Esteem Housing

Clothing Heat

Application Assist Electricity etc.
Infant ‘
Childhood

Adult PCHI




_ _ Care Coordination =
Direct Services = Assuring Connection to

Intervention Intervention T Risk
Mitigation

Community Care Coordination T care coordination
provided confirms connection to health and social
services.

a A Community Care Coordinator:
' A Finds and engages at-risk individuals

A Completes comprehensive risk assessments
A Confirms connection to care

A Tracks and measures results
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Fragmented Approach
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Care Coordination
Whole Person Care

: : Medication Safe Sleep
HousmgC Pargn_tmg Access C Education
Training
Behavioral
Medical Food Employment Health
Home Services
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Nutrition
Education

Substance
Use

Day Care

Safety
Education
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Major Outcomes

Birth Qutcome Education Sustainable Chronic Disease Reduced Drug
Success Employment Control Addictions
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Medical Home Food Substance Abuse Dayears
=<
Deprassion Parenting Safety Employment
Education. -

Foundational /Intermediate
Outcomes
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Assess and Address
Risk Factors

Physical
Behavioral &
Economic Health




Case for Community-Based Care Coordination

Al/ 2 of patients canb6t state th
hospital

Al/ 3 of patients canoét expl ain

AlLess that 1/2 of patients saw their physician within 2
weeks of leaving the hospital

Al in 5 patients had an adverse event transitioning from
hospital to home (2 out of 3 events related to
prescriptions)

RWJ 1 Ten Things You Should Know About Care Transitions
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Care Coordination Today. . .




Current:odUncoordinated Coordination

Non Profit
Clinics
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of care coordination leaving large gaps in care. P CH]



Community HUB

Administrative and Quality Center
One Coordinator/Family

Community
Care
Coordinator

Care coordination

agencies

Hire and Support CHWs
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Foundation of the HUB Model

Address

Find Risks Measure

Assign

Comprehensive Risk
Pathways

Track/Measure Results
Assessment




Pathways Community HUB Model

Engage client

Assess risk

Yes

No

Question

Do you need prenatal
care provider?

Do you need health
insurance?

Do you smoke
cigarettes?

Do you need food or
clothing?

Assign
Pathways

Initiation Step

Action Step

Action Step

Completion
Risk Addressed

Track Completed

Pathways¢ Risk Addressed

Risk Factors Addressed by Communi
Health Worker (CHW)
Name [Medical | Pregnancy| Social
Home Service
CHWA 5 2 10
CHWB 1 3 4
CHWC 9 15 18

Risk Factors Addressed by Agency

Site Medical | Pregnancy| Social
Home Service
AgencyA 50 25 22
AgencyB 64 17 35
AgencyC 40 32 19




Each Risk Addressed = Pathway

20 Standard Pathways

AOne risk factor at a time

ACompletion = Payment

AFinished Incomplete
Pathway = Gaps
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