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Agenda

**Welcome
Patricia Flanagan, MD, FAAP, PCMH Kids Co-Chair
Elizabeth Lange, MD, FAAP, PCMH Kids Co-chair

**RIPIN Family Care Liaison (15 min)

Deborah Masland, Senior Program Director at Rl Parent Information
Network

**Contract & Payment Update & Next Steps (30 min)
Patricia Flanagan, MD, FAAP, PCMH Kids Co-Chair
Elizabeth Lange, MD, FAAP, PCMH Kids Co-chair

%*2019 Accomplishments & Plans for 2020 (15 min)



RIPIN
Family Care
Liaison

Introducing Rhode Island Parent Information
Network (RIPIN) FAMILY CARE LIAISON

As care coordinators, you may need help to identify resources
to address child and family needs. The Family Care Liaison is a
new resource for care coordinators and nurse care managers
at PCMH-Kids practices.

What can the Family Care Liaison do?

The Family Care Liaison will assess the needs and eligibility of the child or
children and identify and coordinate with appropriate programs to meet their
needs

Enhanced care coordination through RIPIN's Cedar Family

Center

School supports from RIPIN's special education experts
Family support from RIPIN Peer Professionals
Other relevant programs, both inside and outside RIPIN
RIPIN's new Family Care Liaison can help any family with a child
In need of in-home services
Whose family is at risk for food or housing insecurity
Whose parent presents as overwhelmed with their child's needs

Whose family is affected by Substance Use Disorder (SUD) or at
risk for Opiate Use Disorder (OUD)

Families are eligible for referral to the The Family Care Liaison will close the

Family Care Liaison regardless of health loop with your practice’s care
insurance type. coordinator or nurse care manager.

For direct access to the Family Care Liaison, call

401-384-7831 Or call the main RIPIN number, 401-270-0101 ext. 192

RIPINSENE

ADVANCING INTEGRATED HEALTHCARE




Contracts & Payments Update

Medicaid contracts were Health plan contracts were
late to health plans late to practices (SOCs)

[No existing contract to fall back on]
Ultimately, delaying
payments

Signed contracts are delayed
in getting back to health plans

We are here



Sustainability Next Steps e j:

> Ongoing meetings with OHIC, Medicaid & Health Plans
o Medicaid budgeting process has been moved up.

> Looking to establish a Medicaid common contract for ongoing
sustainability payments

o Re-establish Contracting Committee

> Looking to eliminate 200 minimum Medicaid attribution threshold
consistent with updated OHIC Affordability Standards

o Looking to eliminate duplicative care coordination services

o Direct sufficient resources from System of Care to the practice
o Continue to advocate for Pediatric Payment Reform

o Other suggestions?




Sustainability Next Steps e j:

CTC is providing feedback to OHIC’s Draft Affordability
Standard (for Commercial Payers):

0Adding attribution option that is available in Primary Care First
called “voluntary alignment” whereby a beneficiary attests to his
or her choice of primary care practitioner;

OFor practices that continue to meet the definition of PCMH, there
shall not be a gap in infrastructure and care management
payment(s) to the practice/SOC.

OHealth insurers provide a contact person and on-going
prospective payment schedule to practices/SOC.




2019 Accomplishments
Improved Clinical Quality
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2019 Accomplishments
Improved Customer Experience
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2019 Accomplishments
Improved ED Visits

Emergency Department Visits (Ages 0-17, Rate per 1,000 Member-
Years) Risk Adjusted
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2019 Accomplishments
Addition of PCMH Kids Cohort 3

17 practice sites.
" 64 pediatric providers

= I[mpacting ~44,000 patient
population

**Kicked off in April, 2019 with
a July 1 start date

Children First Pediatrics

Hasbro Adolescent Medicine

Drs Concannon & Vitale LLC

North Providence Pediatrics

Ocean State Pediatrics

Partners in Pediatrics

Providence Community Health Center - Capitol Hill
Providence Community Health Center - Central
Providence Community Health Center - Chafee
Providence Community Health Center - Olneyville
Providence Community Health Center - Prairie Ave
Providence Community Health Center - Randall Sq
Riverside Pediatrics

Santiago Medical Group - North Providence
Santiago Medical Group - Pawtucket

Tri-County Community Action Agency - Johnston
Tri-County Community Action Agency - North
Providence




2019 Accomplishments

Screening, Brief Intervention, Referral, and Treatment
(SBIRT) for Adolescents

** Wrapped up another Successful Behavioral Health Learning
Collaborative

¢ 11 Practices enrolled in the learning collaborative BEH@,’E—?&AL
«* Consisting of 75 Providers ‘CHECK/{/)
+» Total pediatric population of ~34,000 e .4

**Over 60 in attendance at final meeting where Adolescent
Substance Use and Confidentiality were the topics of focus
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2019 Accomplishments

Pediatric Integrated Behavioral Health Pilot Program

=1 RHODE ISLAND Blue Cross
=] FOUNDATION ' : $- TU FTS w . i
= i1 ) suesnad Qg | UE 1S ] tnitedHealtheare

Lead, Transform, Inspire

e 3-year pilot program with 2 waves of 4 practices Anchor Pediatrics

* Kickoff Meeting was in JUIy’ 2019 Comprehensive Community Action
* Key Program Components: Cohort | Pro8"am (CCAP)

= Support culture change, workflows, billing Hasbro Pediatric Primary Care

= Universal Onsite IBH Practice Facilitation: Screening 3
out of 5: Depression (adolescent), Anxiety (adolescent), Tri-County Community Action Agency
Substance use (adolescent), Middle childhood, or
Postpartum depression

Coastal Medical — Bald Hill

= Embedded IBH Clinician : warm hand offs, pre-visit ) Coastal Medical - Waterman
planning, huddles Cozort
= Quarterly Best Practice Sharing: data driven Hasbro Medicine Pediatric Primary Care

improvement, content experts o
Northern Rl Pediatrics




Plans for 2020

PCMH Kids Cohort 2 graduate in June
**Aquidneck Pediatrics

**Barrington Family Medicine
**Barrington Pediatrics
+*»*Children’s Medical Group
*»*Coastal Medical — Bald Hill
*»*Coastal Medical — Toll Gate
**Cranston Park Pediatrics

**East Side Pediatrics
“*Kingstown Pediatrics We couldn’t have done this without you!
“*Northern Rl Pediatrics (and had so much fun)

**Thomas Puleo
All NCQA recognized (except 1 practice at 2" call in)



Plans for 2020

**Planning for Healthy Tomorrow Grant (HRSA
funded) - Connecting Home Visiting with PCMH
Kids Practices Learning Collaborative

**Transition of Care from Pediatrics to Adult
Primary Care Learning Collaborative (RIDOH
Title V funded; Tufts funding pending)

“**Community Health Team Expansion to include
families & kids
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