APIP Meeting Notes, March 30th, 2015 – 
SBHC Utilization Data Project
Center for Evidence-Based Policy and Center for Health Systems Effectiveness working with us to do consultation. CHSE group does data analyses and CEBP does a lot of work around APMs.
What kind of data around utilization would we want to know? What is the most important and helpful for supporting this group for taking the payment model forward to support what we are saying.
We can link Medicaid ID numbers. SPO has encounter data for SBHCs. They have recently gained access to Medicaid data so it has become possible to link them, mapping SBHC data to Medicaid data. We need to be really clear what we want to find out and look for so SPO can clear it before the linking happens.  Also need to be efficient and get to key pieces of information. So what are the questions we really  need to answer?
What is the purpose? Are we looking at demonstrating savings for CCO? Or are we trying to justify that SBHCs are valuable in and of itself? Or are we looking at trying to improve what we are doing?
· Demonstrating value but also getting a sense for what kinds of services high vs low SBHC utilizers are using.  Preventing kids from getting chronic disease and becoming high cost. We’re not trying to save money on primary care, we’re trying to save money by preventing. 

· We have been talking theoretics with regard to APM, and talking about global budgets but we first need to know where our patients fit in the scope of healthcare in general. 
Could we look at a comparable population in the Medicaid data?  That is a much more in depth and complex approach. It may be harder to get state approval. We should probably start simple.
SPO doesn’t currently capture the Medicaid ID so they need to get it from sites.

The goal is to create an SBHC profile of patients so that financial analysts can model APMs based on real information. 
The financial modeling with MultCo has already started:

· Wanted to look at data for FY14 to see revenue based on typical FFS plus wrap and then also look at another model  based on new APM with FFS plus PMPM, then another hybrid with a portion being PCP assignment and Medicaid visit: 50% of total revenue would be based on Medicaid visits or the other half based on attributed clients.

Data questions the group wants to see answered
· Are services being duplicated?

· Percent of visits in SBHC vs elsewhere?
· Where they received services

· What is the level of service (CPTs)

· What is the diagnosis (ICD9) 

· What are the costs of the visits kids are getting in SBHCs vs elsewhere? 

· Are there services that are being provided at high rates versus low rates?

· Differences and similarities between different SBHC systems? 
· Suggestion to start with MultCo data and then move from there based on what is learned?
· Are there profiles of high utilizers versus low utilizers?

· Who is assigned to SBHC versus not?

· Time of year – access during summer. Do utilization patterns change? 
· Of kids that tend to access the SBHC what percent are actually assigned there? 

· What is the financial consequence of a mismatch?

· Different for a clinic like Outside In when assigned to Clackamas County vs MultCo when assigned to a primary care clinic but goes to SBHC.

· What is the level of service (CPTs)

· What is the diagnosis (ICD9)

· Basic demographics

· Who they’re assigned to as PCP (HealthShare could show us as aggregate)

Other questions

· SBHCs are doing this work and have been – why should CCOs pay for these services? The need should be explicit. 

· How are they getting connected to the SBHC?

· As Health Care moves away from FFS, SBHCs need to think about sustainability as FFS declines. Why don’t we want SBHCs to go out of business?

· Are there services that could be provided at the SBHC but are not? 

· For those youth that aren’t assigned how is the coordination happening with their assigned providers?

· How many high utilizers or utilizers in general are in foster care system?

· In what way are SBHCs as a unique provider site impacting:

· CCO metrics

· Preventive Care

· Primary Care

· What are SBHCs doing that doesn’t fit neatly into a CPT code?

The state has never captured the PCPs, but CCOs might. VG said the patient is assigned to VG and then within VG they look at where the patient accesses care the most and a primary location is identified as the SBHC.  But MultCo sometimes the patients are assigned at PCP straight out of the CCO. 

· There is care coordination that is internal to the SBHC between behavioral health and primary care for example. There are not teams to do care coordination but they piggyback off the main clinic. 
· There is an inability to document care coordination (not necessarily unique to SBHCs).

· Who is going to the SBHCs? They are well positioned to do care coordination for certain populations.

Next Steps
If the CCOs could search by SBHCs they could see which patients that accessed the SBHC were assigned by PCP or not and then look at utilization.  They were willing to discuss possibilities with the Public Health Division analyst.

Sarah, Courtney, Maureen will clean up and look at notes, consult with CCOs, then send out a recommended list of questions to the group for agreement. Sarah will then need to present to OHA about the intent of the data analysis to get permission to use Medicaid data.
Metrics Meeting

Ideal service delivery model review and comments:

· The vision goes beyond patients of record and into the school to the larger population, which is currently grant supported.  
· Can we get reimbursement for this? 

· Is there a way to do mass enrollment for the entire student population through OCHIN?
· SBHCs has a broader role to support the whole student population and not just those that walk through the student doors.

· Currently the tracking of enabling services is limited to the patients of record. 
· How do we look at the population beyond the clinic population and what is the role of the SBHC beyond that group?  
· How do we tie that into APM? 

· Which payor is responsible for which services?

· SBHCs lie at the nexus of population health and clinical services and there are other interested parties (social services, homeless orgs, etc) for funding. It’s not just how to get the CCO to pay for these things.

· The model needs a greater focus on prevention in terms of population health and in the more immediate sense; prevent episodic cases of kids with asthma, diabetes, etc.  If this was done for the whole school it could prevent hospitalizations and benefit CCOs. 
· Until there is truly adequate funding for SBHCs, this model is “ideal” and would not be possible in most SBHC settings. 
· APIP work is the foundation to achieving adequate funding for the ideal model.

· There are other funding streams that need to be looked
· If there were quality incentive measures based upon the PCPCH tier, could look at qualifying for extra funding for doing the types of services that are not directly encounterable. The state used to do this with two different levels.  
· Need to bring Education to the table at some point.
· What is ultimately the SBHC model? Is 90% in the core circle, 75 percent?
· What is the research that shows that the outer circles are effective? Where are the promising interventions?  In the education world there are different measures like 3rd grade reading level. We could find areas in the health world where school districts may already be doing measures.

· Attendance in kindergarten, 3rd grade

· Oregon Healthy Teens

· SBHC KPMs
What to tack and measure:

Services to track:

· Hugs – encounters that aren’t trackable

· Behavior health touches – not easy to track because not all encounters lead to a NP visit – e.g. – student comes into the clinic because they are distressed, talk to CMA, their needs are meet after talking and leave without making an appointment. 
· Coordination with school folks – work on PBIS, SIT, Attendance teams
· Health education in classrooms

· Offering supports to parents

Three levels of things to measure

1. School/Community Engagement and Coordination – Impacting systems
a. Training of school staff

b. Implementing best practices kinds of things

c. Coordinating with the school

d. Document systems put in place (similar to PCPCH certification)

2. Medical Coordination including Parent Support (Care Coordination)
a. CCOs are interested in this issue.

b. SBHCs can show that a referral was made but also need to show that the referral was accessed/closed (each system has a different definition of closed). 
i. The closing of a referral is not always done consistently.

ii. Might have to look at the care plan and not the referrals

1. Might not be able to make the referral directly but might coordinate with the PCP. 

c. Is there a feedback loop?  This could include things like looping in with social services. They might not want all the data. 
d. Could focus on behavioral health referrals.  Looping trauma-informed care being looked at in SBHCs into primary care 
i. Eg. PCQ9 and referral loop back.

3. Kid-level non-medical support (groups, health education)
As we continue the project:  
· Should SBHC funding be tweaked based on the service level, similar to PCPCH tiers? 

· The current APM is helpful because it provides flexibility because the payment is population based and not encounter based so the practitioner can be used in the classroom, for example.  
· It doesn’t go far enough.  

· Still goes back to how the funding is allocated between primary care clinics and SBHCs.  

· SBHCs will always need to have the ability to bill private providers and bill for urgent care. 

