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Leveraging Technology to Drive Population Health
June 6, 2018

Speakers:
* Ellie Zuehlke, Director Community Benefit and Engagement, Allina Health

e Emma Roberts, Director of Sales, NowPow
e Stephanie Fenniri, Senior Community Partnerships Manager, Parkland Center

for Clinical Innovation
 Moderator: Julie Trocchio, Senior Director, Community Benefit and Continuing

Care, Catholic Health Association of the United States
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Leveraging Technology to Drive
Population Health:

Implementing the CMIS Accountable Health
Communities Model at Allina Health

Allina S\% NoWPCW

Ellie Zuehlke Emma Gonzalez
Director of Community Benefit & Engagement Roberts
Allina Health Director of Sales
ellie.zuehlkeCallina.com NowPow

emma.roberts@now
pow.com




About Allina Health

Allina Health is a not-for-profit
e rdinicpie health system consisting of

R AN clinics, hospitals, and other
R Lol health services, providing care
: 7’%:( S L throughout Minnesota and
Ee— reoadl S, western Wisconsin.
. ’ * 12 Hospitals

* Over 90 clinics

Cambridge
o) &
et e * Received a CMS Accountable
Bu ?0 Metro Area Area Hospital . .
g o Health Communities Model
7fgz*zszﬂz::.a'ar ﬁol Cooperative Agreement
New Ulm Hospital
Medical Center OwEisLiliE

*
Hospital 11



What is the CMS Accountable Health Communities
Model?

5-year cooperative agreement with CMS that tests
whether systematically identifying and addressing
the health-related social needs of community-
dwelling Medicare and Medicaid beneficiaries
impacts health care quality, utilization and costs.

— Allina Health received one of 32 awards nation-wide
and the only site operating in Minnesota

— Full implementation June 2018- April 2022

*
||



Why the CMS Accountable Health Communities
Model?

* Many drivers of health outcomes are beyond clinical care

— Health-related social needs, health behaviors and the physical
environment significantly impact outcomes, utilization and costs

* Emerging evidence shows that addressing health-related social
needs through enhanced clinical-community linkages can
improve health outcomes and impact costs

* Supports attainment of Allina Health strategy to provide whole
person care and perform on outcomes-based risk models

Allina




Accountable Health Communities Model Overview

Beneficiary enters
Clinical Delivery Site

Review and I
Screening for If (+) If high risk

distribute Community
> health-

_ > Community > Service
related social Referral Navigation
needs
? ’ Summary

e Must screen 75,000 and navigate 2,048 community dwelling
Medicare, Medicaid and dual-eligible beneficiaries per year in
geographic target area in following care-delivery settings:

Outpatient Inpatient
= All Allina Primary Care Clinics Mercy (includes Unity), Cambridge
and Urgent Care Clinics & Regina Hospitals:
=  Behavioral Health Clinics =  Emergency Department
=  OB/GYN Clinics " |npatient Mental Health
= Mom/Baby
7
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Required CMS Screening Tool

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Accountable Health Communities (AHC)
Health-Related Social Needs (HRSN)
Screening Tool

Questions address:

Housing Instability
Food insecurity
Difficulty paying
utility bills
Interpersonal
Violence
Transportation

Allina
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What is an After Visit Community Referral
Summary?

N 5 W P (_) W 03/05/2017

° . . . . . ‘
Tailored list community Connecting Health Care Aot Gomnty s
@ ellie.zuehlke@allina.com
resources automatically to Self Care el Zuehle R
enerated from NowPow Coon i, WN 5533
. NowPow is a list of places and programs o NA
a S e d O n S C re e n I n near you that are matched to your specific
H health and wellness needs. These places
resu |tS; atle nt a d ress} and programs can help you stay healthy, live
a ge’ a n ge n d e r independently, and manage disease.
Housing
H Emergency shelter
* Curated resource list e
. H atholic Charities - Higher Ground Shelter Distance: 7.11 mi
Ieve ra ges ex I Stl n g 0 165 Glenwood Ave Minneapolis, MN 55405 | Language: English | Fees: Self Pay, Free
CO m m u n ity reso u rce | ists \gomL(‘i‘IdZ_)sﬁgﬁ;asr?SZ & info@cctwincities.org % https://www.cctwincities.org/locations/higher-
an d Cu Sto m IZEd to e People Responding in Social Ministry (PRISM) Distance: 7.23 mi
1 1 730 Florida Ave S Golden Valley, MN 55426 | Language: English, Spanish | Fees: Self Pay, Sliding Fee
h Ig h I Ig ht p refe rred % (763)529-1350 & kschell@prismmpls.org ¥ http://www.prismmpls.org/

community partners and
Allina-specific resources

Transitional homeless shelters

G Serenity Village - Transitional homeless shelters - Transitional housing Distance: 3.45 mi
4100 County Rd 102 Crystal, MN 55422 | Language: English | Fees: Self Pay
\. (763)355-5421 & info@serenityvillage.net % http://serenityvillage.net/

® CO mmun |ty pa rt ners wo rk Q Ascension Place, Inc. - St. Anne's Place Distance: 4.89 mi
H h H d d 2634 Russell Ave N Minneapolis, MN 55411 | Language: English | Fees: Insurance
Wlt pat I e ntS tO a ress . (612)521-2128 % http/fwww.ascensionplace.org/

identified needs
Food and Nutrition ——

Food benefits (SNAP and WIC) registration assistance

People, Inc. - Northside Mental Health Clinic Distance: 6.03 mi
1309 Girard Ave N Minneapolis, MN 55411 | Language: English | Fees: Insurance, Free




10

Disclaimer and Funding Opportunity
Acknowledgment

The contents provided are solely the responsibility of the authors
and do not necessarily represent the official views of HHS or any of
its agencies. The project described was supported by Funding
Opportunity Number CMS — 1P1-17-001 from the U.S. Department
of Health & Human Services, Center for Medicare & Medicaid

Services.
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We are a women-owned and led technology business

Stacy Lindau, MD

' : NowPow Founder
Rachel Kohler _ Co-Owner

NowPow CEO Chief Innovation Officer
Co-Owner

UChicago Physician
General Management " & Scientist
Management Consulting :
Investment Banking o =y UChicago MA, Public Policy

s Brown University, MD
UChicago MBA : ‘ Fellow, Aspen Institute Health
Princeton BA Innovator Program
Trustee, UChicago & President, MAPSCorps
UChicago Medical Center -
Director, Kohler Co.

We combine medicine, health care, business, data analytics, and community
expertise to revolutionize self care



NowPow reduces barriers to accessing self care
resources

The Care Information Gap
Health care providers
Health care payers
Public housing providers
Corrections re-entry

Referral Senders X Referral Receivers

Community Based
Organizations

Care coordinators

Patients . Smoking cessation class

Case managers S
g Fitness class

Probation officers Clients .

Social workers

Food pantry
Community health workers ReS|dentS Supportive housing



NOVEMBER 2016 VOL. 35 NO. 11

Dr. Lindau pioneered the idea of e-prescribing "community,” with the

CMMI CommunityRx award

Published by Project HOPE

Medical-Legal Partnerships For Intoxicated, Homeless, And In Need Foundations Invest In Environmental
Veterans — David Tuller Of A Place To Land — Otis Warren Health — Kathryn Sessions et ol.

AT THE INTERSECTION OF HEALTH, HEALTH CARE, AND POLICY

Health Affairs

Culture Of
Health

i 982

Health & Social
Spending Improve
County Rankings

J. Mac McCullough &
Jonathon P. Leider

rLus Economic Policy As
Health Policy
Elizobeth Rigby & Megan E. Hatch

Cross-Sector
Networks

Expanding Multisector Networks
Cuts Preventable Death Rates
Glen P. Mays et al.
Characteristics Of Community
Health Networks

Rachel A. Hogg & Danielle Vardo

S

The Culture Of
Health Action
Framework
Papers by

Anito Chandra et ol.
Vivion L. Towe et ol.
Taemaro Dubowitz et al.
& Laurie T. Martin et al.

Linking Clinics
To Community
Services

Stocy T. Lindou et ol.
rLus Philadelphia Public
Libraries Partner To
Improve Population Health
Anna U. Morgan et al.

WEB FIRST
Costs Of Adult Vaccine-
Preventable Diseases
Sachiko Ozawa et ol.

Employer-Sponsored
Insurance Stable In 2014

Jean Abrohom et ol.

WWW.HEALTHAFFAIRS.ORG

33 clinical sites

350,000 HealtheRxs

significantly fewer

v

significantly fewer

* Source: Third Annual Report, RTI, CMMI Third Party Evaluator, March 2017



We seamlessly connect health care to self care creating strong
community networks to help people get the self care they need

New York City, NY
+ Community Care of Brooklyn PPS
* Mount Sinai PPS
* NewYork-Presbyterian
* Montefiore Health System
+ OneCity Health PPS
* NYC Dept of Health & Mental Hygiene

Twin Cities, MN
v 600,000 resources shared * Allina Health System

. * Children's Minnesota

N 2017 * Hennepin County Medical
Center

New Haven, CT
* Yale New Haven

‘ Paterson, NJ

* Health Coalition of
Passaic County
Raleigh/Durham, NC
¢« UNC Health Alliance

v'7,000 care professionals on
the platform

Chicago, IL
* Advocate Health Care
* Rush Medical Center
* SinaiHealth System

v'Completed Epic, Athena, " Mercy Housing
GE Centricity & Allscripts
integrations

v'Launching Long Island and
Mississippi in Q2

Albuquerque, New Mexico
* PresbyterianHealth
Services



Our multi-sided platform is configured to fit tightly into workflows,
capture insights and assess impact all along the process

Identify

Identify needs using  Leverage algorithms  Generate a For higher risk Support people in

screenings, risk and filters to find personalized listor ~  patients, make the process using

factors and/or highly matched single referrals and tracked referrals bi-directional

condition codes services for people share via and text, with CBOs to close communication and
email, or print the loop on care reminders

Analyze

Confidential and Proprietary 14



NowPow resource information is a true collaboration

Call United Way ¢

2 ’ i Twin Cities
Greater Twin Cities "‘-——.“ ™ Resource DireCtory

United Way Get Connected. Get Answers.

Snapshot
MinnesotaHel.info‘“ (U HERRTCAND @ 14 counties in greater metro area

2,900 organizations
CRARITIES 9,360 programs and services
_ “\ E m 775 care professional users
Allina "I )

% 9 Hennepin County
Chlldrens Medical Center

MINNESOTA

We partner with local directory We take geographical nuances
initiatives and incorporate users' into account and gather

internal lists and "black books" feedback from users regularly



Health Related Social Needs (HRSN) Screening in NowPow

AHC HRSN Screening Tool

Information

These questions ask about needs that affect health. By answering them, we may be able to provide you with information about resources in the community that
may help you. You may choose not to answer any or all of the questions. Please check the option that most closely describes your situation.

Complete the following statement. | am answering this survey about... *
Myself
My child Patient-facing screening
Another adult for whom | provide care
Other

For the rest of the questions, please think about the person yo Take a screening in NowPow

the option that best describes them.

) when answering the following and select
NowPow connects people to high quality community resources

How many times have you received care in an emergency room (| Screening Code for Noah Arnold:

count urgent care visits. *
ACCESS A NOWPOW
SCREENING

0 times
— - 103967
2 or more times Ir’
Do you live in any of the following locations? * code is valid for 15 minutes.

»de into app.nowpow.com/screen to
the patient-facing screening.




Key Challenges and Learnings

Building the case internally to integrate new technology into existing
electronic medical records systems

Addressing concerns related to privacy and information sharing (e.g. texting
patients and sending referrals to community organizations)

Configuring the service returns on the Community Referral Summary and
finding solutions to challenges such as domestic violence needs

Honing the resource directory by taking geographical nuances into account
(e.g. county-limited services, focus on free and sliding fee services, focus on
rural areas)



Thank youl!

NoWP2W

Ellie Zuehlke

Director of Community Benefit & Engagement
Allina Health
ellie.zuehlke@allina.com

Emma Gonzélez Roberts
Director of Sales
NowPow
emma.roberts@nowpow.com




g e

ti=Tol o)

Pioneering New Ways to Health

Leveraging Technology to Drive Population Health:
Connected Communities of Care

Stephanie Fenniri, MPA

June 6, 2018



Leading clinical expertise Prescriptive analytics and

C R EATI N G A WO R I_ D applying practical insights artificial intelligence driving

across the continuum of care personalized and precision

OF CON N ECTED medicine
COMMUNITIES

WHERE EVERY
HEALTH OUTCOME Clinical b

Science

|S POS |T|VE Insights Expertise

MISSION: Reimagine and
expand the knowledge
base of healthcare through |
Innovation :
Innovation process

pre.s.cr.lpt.lve apalytlcs and Eramework nnovation pr
artificial intelligence to SRS S
building

deliver precision medicine. breakthroughs and

{ leading change
wPCCI




PCCl's VALUES

We value progress over
perfection. Our work is both
innovative and practical.

We go beyond what is asked
of us. Expectations are
starting points.

We collaborate with our team,
our partners and the
community enabling us to go
further, faster. There is power
in diversity and numbers.

We balance Innovation with
science. Our work is grounded
in scientific principles and
rigor.

We have a servant approach and
mindframe. Caring about each
other, our partners and those we
serve in the community is what
motivates us every single day.

"We can do it if..." vs "We
can't do it because...". We see
healthcare, not as it is, but
as it can become.




PCClI ECOSYSTEM

Proprietary & Confidential © PCCI

)
i Iy
METRO DALLAS HOMELESS ALLIANCE

M Parkland

One of the largest and
most technologically
advanced public health
systems in the world
serving a very diverse
and vulnerable
population.

Non-profit,
Innovation, Early
Stage Advanced
Analytics R&D
Organization

DRIVING
INNOVATION

Center

'.q.'Oi.lr &
y 4 cqnn_mumty
pantry

For-profit, Technology
and Advanced
Analytics Company

Community Council »

Em
l. PIECES
[ |



OUR TEAM Fpecl

CLINICAL DATA SCIENCE
EXPERTISE 9 PhDs/MD/MS
11 MDs/PhDs/MBA/MS 50+ years experience

Epidemiology, oncology,
primary care, health Advanced Analytics,
economics, informatics, NLP, predictive
public health, chronic care modeling, Al, ML,
delivery design and NoSQL, R, Python
evaluation, pediatrics, and
health services research.

AGILEe DESIGN THINKINGe INNOVATIONe COLLABORATION

ADVANCED DATA ARCHITECTURE & PLATFORM



OUR JOURNEY E e
¥ PCCI
INCUBATED AT PARKLAND HEALTH & HOSPITAL SYSTEM
2010 $50M+ GRANTS AND 29 PEER-REVIEWED PUBLICATIONS
CTEARS " ey . W
‘ [IONAL
y -‘f
WRX S UNGATION FTERNS I II-.I
= wwearutior CMS.gov §é /™ Texas Health
q« F?ﬁf DFAIIOTJT gers for§ed|care&Medlcald Services  Robert Wood Johnson Foundation N/ Rgsﬁﬂlf:es'ea
2018 R&D AND INNOVATIONS IN PROGRESS

DCCC, Opioids, oncology, palliative care, medication management,
mental/behavioral health, post-acute, pediatric asthma, pre-term births,

wearables and digital technology

DCCC=Dallas Connected Communities of Care (IEP)

. . . [ J
Proprietary & Confidential © PCCI 26



STRATEGIC AREAS OF FOCUS

Connected Communities of Care Personal Engagement

Hospitals Reimagined

Innovation Portal

Proprietary & Confidential © PCCI 27



HISTORY OF THE DALLAS IEP

Research at PHHS
discovers the link
between social factors
and readmissions

CFT funds IEP Needs

CFT Grant award to
build, implement &
sustain the Dallas IEP

Assessment & Design
Blueprint Completed

v
2006-2008 2010-2012 2015-2019

2008-2010 2012-2014

Information Exchange
Portal Conceptualized,
through community
and stakeholder

“Six Track” program

structure designed;
community engaged

engagement, town
halls, research and
early intelligent

s9sm
technology 3$(
innovations ~:..'

28
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PCCIConnect

PCCIConnect is a portfolio of proprietary information exchange
products, including PCCI’s Connected Communities of Care, that
focus on addressing the health and social needs of a community.
The program connects healthcare providers and CBOs to
coordinate the communication and care for individuals.

e Cutting edge cloud-based technology that enables bi-
directional communication, referrals, and service tracking
e Comprehensive Playbook covering:
o Legal, policy, and governance documents
o  Clinical and community workflows
e Continually updated inventory of clinicians and
community service providers
e Innovation network for learning, research, co-creation, and
rapid knowledge dissemination

Proprietary & Confidential © PCCI 29
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- DATA _._
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v v
GOVERNANCE
A4
v v
HEALTHIER COMMUNITIES
a2
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Py
RESOURCE ACQUISITION AND PREPARATION 'é

Payer/Health Plan Data City Municipal Data

CBO Client
Surveys .
@

Outpatient @ '
Surveys

b
\

COMMUNITY, USA

Proprietary & Confidential © PCCI

®.

CBO Leader
Interviews

Healthcare Leader
Interviews

Health
Department Data

30

Identify target clinical conditions
Identify social needs that impact
clinical conditions

Describe population to be served by the
Dallas information exchange platform
Describe the organizations and users of
the Dallas information exchange
platform

Develop use cases for the Dallas
information exchange platform

¥ pCCl



PIECES IRIS™ .%

e Comprehensive referral directory
(integrated with 2-1-1 systems)

e Configurable intake forms

e Cloud-based: accessible anywhere
you get the internet

e HIPAA compliant

e 2-factor security

e 24/7 customer support

e Multiple user roles keeps sensitive
information in the right hands

e Standard and custom reporting

T
v PCCI

Proprietary & Confidential © PCCI 31



PATIENT TRACKING
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COMMUNITY ADOPTION .4
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1 million services documented; 215K+ unique
patients impacted

Proprietary & Confidential © PCCI 33

Over 100 organizations in DFW
Includes two major umbrella
organizations with national
accolades:
o  North Texas Food Bank
o  Metro Dallas Homeless
Alliance
Mental Health
Criminal Justice Reintegration
Services
Prevent Blindness Texas

VNA

¥ pCCl



CONNECTED COMMUNITIES OF CARE PLAYBOOK

TECHNOLOGY

Pieces Iris™ technology to
create bi-directional exchange
of information, smart referrals

and individual tracking

CLINICAL

Build clinical workflows and
utilize predictive analytics
and Al to prevent
readmissions, save lives and
reduce healthcare costs.

o Governance, Legal and policy as foundational deliverables at the core
o Lightest to darkest shade & deliverable progression - Tier | (lightest) — Tier IV (darkest)

34

SUSTAINABILITY

ROI and SROI to support
ecosystem to provide better
healthcare to the individuals in
their communities. Strive to
improve healthcare trends across
the national continuum.

COMMUNITY

Develop CBO workflows and
understand SDoH’s impact on
quality of life and how connected
communities build a support
system for a path to self
sufficiency.

s
A ]
o@or

o
“»
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ACCOUNTABLE HEALTH COMMUNITIES

D
@
-
m Model Demonstration: Standard social
- screens at point of health care. High

needs & high ER utilizers navigated
Metrﬂcare _ for six months through community
A e services.
@B P 1 l d Goal: Decrease utilization, improved
AYLOR arxKiarl outcomes
~ Health Care System Process: Community Accountability

&2';“{'9&?!12% Methodlst

@211

TEXAS
Connecting Peopile ond Services

e P
I C C I
Proprietary & Confidential © PCCI 35




IMPACT TO DATE

e PHHS and ~100 CBOs engaged

e 215,000 unique patients have been impacted and enrolled into AGE GROUPS OF PATIENTS

various programs and services focused on a variety of social RECEIVING SERVICES IN DALLAS

services, i.e. addressing food insecurity, housing assistance, COUNTY

and increasing access to health care. 0-18 =19-50 «51-95 = Data Not Collected

Data Not Collected - 5%

e 1 million services have been documented across a variety of cros |
- 25%

social service domains

AGE GROUPS

19-50 [ a3%

o e . . . 0-18 | 27%
e Feasibility of cross-sector coordination and alignment was

completed for a pilot cohort of Parkland patients with the
highly prevalent conditions of hypertension/diabetes and
food insecurities

PERCENTAGE OF PATIENTS PER AGE GROUP

TIH
oo
S
Proprietary & Confidential © PCCI 36



@
EMERGING REQUIREMENTS IN THE CCC JOURNEY .{

Supporting and Community Wide
Expanding CBO Smart Data
Networks

National Connected Communities of Care via
PCCI Innovation Portal

+PCCI

Proprietary & Confidential © PCCI
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Please click the link below to take our
webinar evaluation. The evaluation will
open in a new tab in your default browser.

https://www.surveymonkey.com/r/aha webinar 06-06-18

Association for
H Community Health

Improvement”


https://www.surveymonkey.com/r/aha_webinar_06-06-18

Association for
maunitydealth
RISKATATty Health

Imnrovamant”™




Continue to celebrate CHI Week with ACHI

Visit www.healthycommunities.org/chiweek

sssssssssssss
I C mmmmmm ty Health


http://www.healthycommunities.org/chiweek

.,:2-: P
>, oF . B
e ?I
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Follow us on Twitter
@communityhlth
#chiweek

i & pssociation for
Hc mmmmm ity Health

Improvement”
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