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A. SIM Project Summary

This section updates the outineof Rhode | sl andd s. ItplowlesTamarativeGar a n t
the overall goals and project approach, and contains the following five areas: projectnarrative,
driver diagram, core progress metrics and accountability targets, master timeline, and budget
summary table.

Overview of Changes and Updates

As Version 3 of the Rhode Island SIM Operational Plan, this plan prepares us to move into
Award Year 3 and 4 of our SIM Test Grant. This document now includes updates on our
progress in Award Year 2 and modifications to our plan for Award Years 3 and 4, given that
many of our vendors to do the work outlined in our original Operational Plans have now been
procured and their scopes of work clearly defined.

Notable updates from Version 2 to Version 3 of our SIM Operational Plan include:

General Themes

9 Through our procurements, several of our projects ended up naturally aligned (e.qg.,
Community Health Teams (CHTSs) and Screening, Brief Intervention, and Referral to
Treatment (SBIRT; Patient-Centered Medical Homes (PCMH)-Kids and Integrated
Behavioral Health). We restructured and combined these projects throughout the
document.

1 Our Integration and Alignment initiative is integrated into our Operational Plan and we
describe it throughout the document.

1T We have added information on S| M6s focus on ou
stakeholder engagement.

1 We have excised the Integrated Population Health Plan (IPHP), now referred to as the
iState Health | mprovement Pl and demasummdarypof s docu
this document and its relationship to SIM, along with a link to our updated Health
Assessment Report.

1 We replaced the existing Workforce Capacity Monitoring section with an update on our
development of a Healthcare Workforce Transformation Plan as part of our Health
System Transformation Project (HSTP) in Rhode Island.

Project Summary
1 Updated the SIM Component Wheel to reflect our current state;
1 Changed the Driver Diagram to reflect additional alignment;
1 Removed the Metric Table and addedthe full listing as an Excel Appendix; and
1 Updated the Budget Summary Table.

Detailed SIM Operational Plan
1 Updated the summary of all SIM components, where applicable;
1 Updated the overarching SIM Component Summary Table;
1 Updated our SIM Sustainability str ategies; and
1 Revised our Risk Matrix to include changing mitigations and new risks, where
applicable.



General SIM Operational and Policy Areas
1 Reorganized the SIM Governance and Stakeholder Engagement sections, removing some
tables and repurposing as addtional Appendices;
1 Updated our Healthcare Delivery System and Payment Transformation Plan to reflect
accomplishments in Award Year 2 and provide detail on Award Years 3 and 4 plans;
1 Provided updates on Leveraging Regulatory Authority, Quality Measure Alignment, and
SIM Alignment with State and Federal Initiatives;
1 Revised the Health Information Technology Plan, inserting new components, including:
o0 Updated Rhode Island Health Data Architecture Diagram;
0 Updated all HIT components with Award Year 2 progress and Award Years 34
plan;
o Detailed some of our sustainability successes for HIT projects which will
transition off SIM funding soon;
0 Added a policy levers section;
0 Added a HIT Modular Components section; and
91 Described plan to update data collection, sharing, and evaluation section during the first
quarter of Award Year 3.

Because we still have several procurements to complete, we still have components of this plan to
finish, including some metrics and final budgets for our activities. We intend to finish almost all
of the procurements by the summer, and will be working with our Steering Committee to
reallocate funds by September.

Therefore, we are looking forward to providing CMMI with a mid -year update of our
Operational Plan at the end of the September, when we submit our Annual Report.



Summary of Model Test

Overview

Rhode I sl andés history of health reform is
of Medicaid for children and their par ¢ruild
on the market reforms and coverage expansions of the Affordable Care Act; and bold, as we
embrace the task of multi-payer delivery system transformation and payment reform as the next
crucial step in building a health care system that produces higher quality care, better health, and
smarter spending.

When we received the State Innovation Model Test Grant, we were excited about the
opportunity that the dollars and the project structure gives us to take real strides for change
while building on our history of reform.

Our challenge wasto take this opportunity and use its component parts i the ability to tie our
projects to specific metrics for planning and program implementation, the convening function
that SIM gives us, and the ability to use our SIM staff and participants to make int entional
connections between the related federal and state initiatives aiming at reform i to make more
significant change than any of the reform efforts could do alone.

In Award Year2, we 6 ve | earned that coll aboration is
the strongest impact if we make sure that they are aligned and integrated with other public and
private activities throughout the state. The power of our SIM table is its ability to be the place
where conversations and connections happen that might not happen elsewhere.

Our structure is an important part of our success so far. Having SIM staff embedded in five key
state agencies, and engagingur diverse Steering Committee, key stakeholders, and the public
in a transparent manner have allowed us to make progress in building a culture of collaboration
in Rhode | sl and 6 sThréughaut thishwpdatedeversion sf bue @perational Plan,
we track our first implementation year 6 s accompli shments and |
implementation year two.

Figure 1: Rhode Island & Jriple Aim

Vision
Adapting the Trip]e Aim The vision of the Rhode Island SIM Test Grant
: represents the desired future state resulting
Healthier People from a transition to value -based care in he

state. Our vision statement, borrowed from the
Triple Aim, reads:

Better Care, by continuously improving
Rhode I sl andersd (inc
satisfaction) ; Healthier People , by
enhancing the physical and

behavioral health ofal Rhode | s
Better Care Smarter Spending population ; and Smarter Spending

on healthcare for our residents.

Adapted from Institute for Healthcare Improvement, 2012
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Mission

The mission of the Rhode Island SIM Test Grant is to significantly advance progress towards
making this vision a reality. To accomplish this, the SIM Steering Committee has adopted the
following mission statement:

Rhode Island SIM is a multi -sectoral collaborative, based on datai with the
patient /consumer/family in the center of our work. Rhode Island SIM is committed to
an integrated approach to the physical and behavioral health ne eds of Rhode Islanders,
carried out by moving from a fee -for-service healthcare system to one based on value
that addresses the social and environmental determinants of health. Our major activities
are provid ing support to the healthcare providers and pati ents making their way
through this new healthcare system. We are building the system upon the philosophy
that together d patients, consumers, payers, and policy makersi we are accountable for
maintaining and improving the health of all Rhode Islanders.

Rhode Island SIM has maintained fidelity to its mission throughout year one, implementing the
projects described below that ultimately aim to shift the healthcare delivery system toward value
and high quality care.

SIM Theory of Change

Rhode | sl an syhétan isglraggmeta focus more on value and less on volumelF
Rhode Island SIM makes investments to support providers and empower patients to adapt to
these changes, and we address the social and environmental determinants of healthTHEN we
will improve our population health and move toward our vision of the ATriple Aim. 0

Figure 2: Rhode lsland 6 S$IM Theory of Change

Empower Support

Patients Providers

The Transformation Wheel below places our SIM Test Grant investmentswithin our strategic
vision for our healthcare system. With patients in the center, and the providers and others who
serve patients around the circle, our investments focus on system transformation.



Figure 3: Rhode Island SIM Transformation Wheel
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RI SIM THEORY
OF CHANGE-

Rhode Island's payment system
is changing to focus more on

SIM Healthcare

value and less on volume.
IF SIM makes investments to support
providers and empower patients to

adapt to these changes, and we address

Island

the social and environmental determinants
of health, THEN we will improve our
Population Health and move toward our

Rhode

vision of the Triple Aim.

SIM Health Transformation Strategies

SIM& approach to healthcare system transformation combines aspiration and pragmatism, as
wealignt he st ateds curr e far-semicevteevalize wased purchasing withe e
practice transformation and a focus on integrated population health. Rh o d e | SIM &@estd 6 s
Grant is built on the premise that transitioning to healthcare payment models that reward value,

as opposed to volume, and incentivize providers to work together, is a necessary step toward
building a sustainable healthcare delivery system that reaches the following outcomes

1 Promotes high quality, patient -centered care that is organized around the reeds and
goals of each patient;

9 Drives the efficient use of resources by providing coordinated and appropriate care in the
right setting; and

1 Supports a vibrant economy and healthy local communities by addressing the physical
and behavioral health needs of residents, including an awareness of the social
determinants of health.

To achieve these outcomes, we have identified three key strategies, listed below. Our practice
transformation funding supports efforts to link payment to outcomes. We invest in



infrastructure both through our health information technology projects and our workforce
strategic plan. Finally, we are committed to i mpr
especially in sevenkey focus areas described in depth in ourintegrated Population Health Plan

(beginning on page 10). Our SIM budget limitations mean that we were not able to budget as

much money in projects to address population health as we did in infrastructure projects.

This has encouraged us to find more creative ways to carry out these activities, leading to our
Integration and Alignment project. By identifying ways that state departments were already
undertaking population health improvements, we have been able to spark collaborations that
leverage people and dollars both inside and outside state government.Details of these three
strategies are woven throughout the SIM Operational Plan.

Figure 4: SIM Health Transformation Strategies

@ Linking Payment to Outcomes

x Developing Infrastructure for Quality Care

(X X
Planning and Aligning for a Healthy Population

End State Vision of Transformation

The following core elements of Rhode I sl andds Hea
provide a roadmap for achieving the strategies listed above.

1. Coordinated and aligned approaches to expanding valuebased payment models in
Medicaid and commercial insurance through state purchasing and regulatory levers.
Rhode Island has adopted the goal of having 50% of commercial and Medicaid payments
under an Alternative Payment Model (APM) by 2018, and 80% of payments linked to
value.

2. Support for multi -payer payment reform and delivery system transformation with
investments in workforce and health information technology.

i.  Investment in practice transformation & development of the healthcare
workforce : These investments in training, coaching, and technology
improvements aim to add to the skills and resources of the providers working
within a transforming health system. This is the largest set of investments, with a
proposed budget of $7.1 million.

ii. Patient engagement: In order to ensure that patients receive the greatest value
from payment reform changes, and that they are maximally engaged in positive


http://www.eohhs.ri.gov/Portals/0/Uploads/Documents/State%20Innovation%20Model/RISIMOperationalandIPHPlan.pdf

health behaviors including self-advocacy, SIM isinvesting $2.2 million to provide
patients access to tools that increase their involvement intheir own care.

iii. Access to increased data capacity and expertise: Rhode Island's healthcare
community agrees that we are not using data as effectively as we could bé and
that we lack both standardized data collection, and training of staff responsible
for collecting, inputting, a nd analyzing the data. SIM is investing $5.3 million in
this data capability pillar to help tie data to quality and outcome improvements.

3. Significant stakeholder engagement in policy development and SIM investment
decisions through the SIM Steering Committee, SIM Workgroups and agency-specific
advisory groups. In Rhode Island, healthcare delivery system transformation is a public -
private partnership.

4. Fidelity to our State Health Improvement Plan to ensure that transformation is aligned
with our vision of improved integratedp hy si cal and behavi or al
residents, especially in our eight health focus areas.

5. A Multi -Sector/Multi -Agency Approach.On e o f mdnlstkhfegies is to reach a new
level of alignment and integration of our existing healthcare innovation initiatives with
each other, and with new 9M -funded activities. This is allowing us to build on current
achievements, expand the reach of these initiatives, avoidduplication of funding, and,
we expect, save moneyThe SIM Integration and Alignment Initiative  aims to maximize
impact of public and private investments by building goal directed, sustainable
partnerships that we believe will ultimately cultivate a transformational culture of
collaboration in Rhode Island.

By the end of the grant period, we aim to produce marked improvements in health care quality,
affordability, and population health. Indicators of success will be transformed provider practices
poised to succeed under valuebased payment arrangements, a capacity to use datanore
effectively and creatively to make change and monitor system performance,more empowered
patients (and families) who act as agents in their care, and a health care system that perates as
a system and delivers whole person care centered around the goals and needs of each patient.

Background: SIM Operational Plan

The fundamentals of the Rhode Island SIM Test Grant are based on a vibrant body of healthcare
reform work over the p ast decade that has been described and analyzed by healthcare leaders
and stakeholders participating in a variety of initiatives, most notably the Rhode Island State
Healthcare Innovation Plan (SHIP) process led bythen Lt. Governor Elizabeth Roberts.

The Centers for Medicare and Medicaid Services (CMS) awarded Rhode Island $1,631,042 to

heal t

participate in t he SHIP process, whichwass nt ended t o fAi mppedornsanch,eal t h sy

increase quality of care, and decrease costs

for

Insuran ce Program (CHIP) beneficiariesi and for allreside nt s of partici pating st

By early 2014, Rhode Island had completed the work ofround one through an extensive
stakeholder engagement procesded by Lt. Governor Roberts, with technical assistance from
The Advisory Board. The result was the Rhode Island State Healthcare Innovation Plan: Better
Health, Better Care, Lower Cost (SHIP Plan).

10
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TheSHIPPlanbegan with a description of Rhode | sl and6s
highlighting the burden of chronic diseases. It identifies heart disease, stroke, diabetes and

arthritis as among the most common and costly chronic diseases in the state, tyng the presence

of these conditions to age adjusted hospitalization and mortality rates. All of these diseases,

except for arthr it cugentHealtheFocaswoeasy S| M6 s

The SHI P also identified behavi orbalr dheenalotfh da ss etahsee
Rhode Island, noting that behavioral health related conditions are among the top three
diagnoses for Medicare, Medicaid and commercial health insurance.

In July 2014, Rhode Island applied for the second round of SIM awards in order to test its model
design. As part ofround two, 32 awardees received $660 million. Rhode Island has received a
$20 million award to test its health care payment and service delivery reform modelusing this
Operational Plan as the guiding document. The Planincludes an in-depth description of our

SIM components fulfilling all of the CMS requirements, and a significant Integrated Population
Health Plan that looks equally at physical and behavioral health.

Historical Context

Aside from the SHIP, several other bodies of work have contributed to the landscape in which
the Rhode Island SIM Test Grant Operational Plan is being built. Initiatives such as the
Statewide Healthcare Inventory and the Truven Behavioral Health Report have been
instrumental in quantifying the gaps and needs within Rhode Islandd kealthcare system.
Furthermore, the following examples ofinitiatives that have preceded SIMor happened
alongside SIM havecontributed to the sense of urgency for healthcare transformation in Rhode
Island:

1 The Rhode Island Health Care Planning and Accountability Advisory Council, formed by
the Rhode Island General Assembly

1 The Rhode Island Healthcare Reform Commission, created by Governor Lincoln Chafee
and chaired by then Lt. Governor Elizabeth Roberts;

1 Health Stakeholders Convention led byUS Senator Sheldon Whitehouse and Rhale
Island Foundation President and Chief Executive Officer Neil Steinberg; and

1 Working Group for Healthcare Innovation, convened by Governor Gina Raimondo .

As Rhode Island notedinourSHI P document, the Wor | definildomafl t h Or gan
heal t h sdthigaestate of domplete physical, mental and social wellbeing and not
merely the absence of disease or infirmity. o Rhod

society, including world -class healthcare providers; top medical, nursing, and social work
schools; an environment with places to walk and play; a growing community committed to
healthy, local food sources; and state leadership that understands how to leverage thee building
blocks to improve our population health. However, we also face difficult roadblocks to our
population health , such as

Unacceptable levels of health risks, including lead in our housing stock;
High opioid addiction rates ;

Rising numbers of children facing behavioral health challenges;and

I ntractable numbers of people with preventable chronic diseases.

= =4 =8 =9

Even with our high quality healthcare providers, most woul d agr e ec arheats yosutre niich
lacks coordination among providers, rewards providers with little or no regard to the quality of
the caregiven, and struggles to meet the needs of all patients in terms of accessNow is the time

11



to make the changes we need. Our SHIP plampaved the way with a call for real reforms, noting
t h a tven thgcurrent environment of change in health care, the window of opportunity to
change the healthcare system is open wider than it has been in a generationd The
implementation of federal reforms, changes in the market, aging of the population, and
breakdown of the old business model have created an impetus for change. This impetus is
further supported by the recent increase in the number of Rhode Islanders covered by health
insurance.

Guiding Principles for SIM Implementation

The Rhode Island SIM Test G-ant planning process has been guided byeight principles that
together describe the overarching work of our efforts. These principles have been agreed upon
by a diverse group ofRhode Island stakeholders from across the state Our partners draw from
state and local government, the private sector, academia and various community organizations
with expertise in both public health and clinical care. These principles guide our population
health planning as well as this overall SIM Operational Plan:

1. We are committed to empowering individuals, families, and communities
to improve their own health.
Any successful efforts to improve population health must include efforts to activate
Rhode Islanders with the skills, knowledge, and motivation they need to live healthy
lives. Rhode Islanders deserve access to clear and usable information about how their
care is provided, what it costs, and how they are billed. We are also committed to making
it easier for local communities to be involved in the development of goals, strategies, and
policies that improve conditions impacting their health through effective planning, the
use of key regulatory and policy levers and community engagement. Workforce
development is a key tool in these efforts. We aim to empower communities from within
by helping residents with existing cultural and linguistic competence receive the training
they need to take on new roles such as community health workers, clinicians, and
behavioral health specialists.

2. We embrace our reliance on multi -sector and multi  -agency collaboration.
Improving population health and decreasing inequalities in health requires a multi -
agency, multi-sector, and public/private partnership approach that includes expanding
our current understanding of what creates health and focuses on local, geographically
based interventions whenever possible. The success of our SIM grant project will rely on
significant collaboration among a range of partners, include those in mental health,
substance use, primary care, educatiom, public safety, social service, and faith-based
communities. Strategic planning must be well coordinated to fully identify the impact of
policies not only on overall population health, but also on health disparities. Such
coordination will also help to prevent the duplication of efforts, to highlight gaps in
service development, and to identify potential useful data linkages. Rhode Island
recognizes that policies related to transportation, housing, education, public safety, and
environmental protection will affect the health and well -being of residents as much as
any policies specifically related to Rhode 1| sl
health system. This requires a fino wrong dooro
where the potential health impact is considered.

3. We are improv ing our ability to collect, share, and use data to drive action.
Assessment of whole person health outcomes, risk factors/determinants, interventions,
and policy effectiveness requires usable, sustainableand shared surveillance systems
that produce timely measures for action and data. That data is also only truly useful if it

12



is available across institutional or organizational boundaries through accessible and
user-friendly health information technology. Our Rhode Island SIM Test Grant
Operational Plan and our Integrated Population Health Plan stress the importance of
strengthening our data sources and empowering providers, policy makers, and patients
to use those sources effectively to better coordinate are. Rhode Islanders deserve tools
to help them make informed decisions about their personal health and the overall health
of the state. The Rhode Island SIM Test Grant will use the data we produce and analyze
to evaluate our activities on a regular basisand to ensure that we are spending our
dollars as effectively as possible.

We are taking an integrated approach to the physical and behavioral

needs of Rhode Islanders.

Rhode Island is committed to developing and implementing an integrated approach to
population health that embraces the whole person and considers the physical and
behavioral health needs of our residents. By behavioral health, we include mental health
and substance abuse. All recommendations and metrics in the Operational Plan and
Integrated Population Health Plan reflect this cohesive approach, which we refer to as

Afiwhole person care. o0 For example, although tob
heart disease are traditionally considad ed dAph
address how these health conditions are intertwined with the behavioral health needs of

the stateds population. The plans recognize th
play in addressing the relationsbralpealthet ween pa
needs throughout their | ifespan, centering the

hallmark of population health improvement efforts in our project.

We are transforming our healthcare delivery system by moving away from

a fee -for -servic e payment model to a value -based approach.

Our plan embraces the evolving role of new models of health care delivery such as
patient-centered medical homes (PCMHSs), accountable care organizations (ACOs), and
accountable care communities (ACCs) to improvepopulation health. The plan also
recognizes collaborative care approaches that integrate behavioral healthcare into
primary care practices. The new system must be multi-payer and collaborative. Included
in our approach is a recognition that physical and behavioral health approaches must
transform from disease-focused treatment to care that focuses on prevention and early
detection Included in this approach is the integration of evidence -based interventions
where appropriate and available. In allthesecases Rhode | sl andds healthec
system will accept responsibility for managing care and improving the health of
populations through established multi -sector and multi-agency partnerships.

We recognize the importance of addressing the social and environmental
determinants of health and health equity.
Health is created where we | ive, | ear n, wor k,

Project focuses not only on improving clinical care, but using the levers of public policy

and state leadership toinfluence the various social, economic, and environmental factors

that affect al/l Rhode | sl anahekbeladorahheadtHcareh out si d
delivery systems precisely where they live or work. These considerations include

examining strategies that both promote whole community resiliency and recovery, and

reduce inequalities in factors that influence health across the diverse populations in our

state. Factors promoting and undermining the health of individuals and populations

should not be confused with the social processes underlying their unequal distribution in

the population. To ensure we capture both processes in Rhode Island, our Integrated

13



Population Health Plan examines not just statewide estimates for our specific health
focus areas, lut also disparities in those health outcomes across Rhode Island
communities.

7. We value ¢ onsistent and reliable support for provider s embarking upon
practice transformation
Rhode Island is committed to empowering physical and behavioral healthcare providers
to transform their practices Ato improve the ¢
car e, the affordability of <care, and the heal't
providing assistance to grow and strengthen the presence of Accounable Care
Organizations (ACOs), Patient-Centered Medical Homes (PCMHs) and Community
Behavioral Health Centers of Excellence. This empowerment includes support for
changes in approach and infrastructure, as well as opportunities to actively participate in
the stateds overall efforts to transform our d
plays a role in these efforts, giving providers the skills and additional team members they
need to provide comprehensive whole person care.

8. We have a commitment to a ddressing disparities on many levels.
We begin with a focus on the individual consumer or patient, their family, and others in
their care networki and we end with this focus too. Fundamentally, efforts in population
health improvement attempt to bridge what happens in the healthcare delivery setting in
the providerds office, the clinic, or hospital
people live their lives (e.g., home, workplace, school). The activities of our Rhode Island
SIM Test Grant and finding s within our Integrated Population Health Plan will guide our
efforts to improve the health of the entire population of residents, as well as investigate
and address why some population groups are healthier than others. This approach
requires a focus on the overall distribution of the specific Integrated Population Health
Plan priority areas in the state, and the differences between groups to highlight
disparities in those health areas.

CMS6 $20, 000,000 investment i n Bllovang the SINM Steringl 6
Committee and state staff team to bring the SHIP plan to fruition. This Operational Plan

describes our system transformation approach, which is made up of several coordinated

i nvestments and pl ans t oylévervteimgegent réfdre. The Rllodee 6 s r e g
Island SIM Test Grant is committed to maintaining an energetic level of stakeholder

engagement in reform that together, will help build a new, more sustainable healthcare system

in the state. This system will be basal on value-based payments for care rather than on volume,

will prioritize equally physical and behavioral health, and will focus on addressing the social and
environmental determinants of health to address our vision of the Triple Aim.

(@)
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Updated Driver Diagram

Table 1: Driver Diagram

This is our Rhode Island Driver Diagram, laying out our Aims, Primary and Secondary Drivers, Interventions, and associated Me trics.

Vision

IMPROVE THE HEALTH OF RHODE ISLANDERS
Create measurable improvements in Rhode Islander's physical and mental health.
Targeted measures include, but are not limited to, rates of diabetes, obesity, tobacco use and depression.

Pgé'}/lvpg\l;\( SECONDARY DRIVER INTERVENTIONS METRIC(S) TARGET(S)
Using regulatory and o
purchasing/contracting levers at OHIC | Continue to implement OHIC's Affordability Percentage of payments made under an APM. 50%
1. REDUCE RATE and Medicaid, implement rules and Standards and Medicaid's Accountable Entities;
OF INCREASE IN conditions that expand value-based ensure their alignment and integration with other
RHODE ISLAND payment more broadly across the state and private VBP activities Percentage of payments linked to value. 80%

HEALTHCARE Change our commercial and Medicaid markets
SPENDING payment system
Move to -a i (al-payer)to

basedod heal 80% value-based | Aligning quality measures for

Create an ongoing governance structure to

implement the aligned measure sets (primary care, Percentage of insurers/payers adopting the SIM

Complete the Common Provider

maintain the claims data collection process; support

; ; ; . 0
system that pays by 2018, with healthcare contracting ACO, hospital, behavioral health, and maternity) allgn_ed measure sets into their contracts with 100%
> . providers
health care providers | 50% of payments and update metrics as needed
for delivering in alternative
measurable high payment Support integrated Community Health Teams and See CHT metric
quality health care, methodologies Screening, Brief Intervention, and Referral to See CHT metrics under aim 2. targets under
rather than paying Treatment (SBIRT) in our unified project aim 2.
- Enhance and/or create programs to

providers for the . -
volume of addre_ss needs of high utllizers . . . . TBD i We are in the process of convening

. coordinated across payers Provide practices and payers with tools to easily . / ; )
procedures, office - e T - stakeholders to identify deliverables that will be of

L and accurately identify high-risk patients through the : . . TBD
visits, and other Intearation and Alianment initiative value to the provider community. Once deliverables
required services that 9 9 are identified, we will establish metrics
they deliver.
Maximize the use of HealthFacts RI, Maximize the use of HealthFacts RI: Support and # of publicly available reports released from 6

HealthFacts RI per year
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PRIMARY

DRIVER SECONDARY DRIVER INTERVENTIONS METRIC(S) TARGET(S)
Increase use of Diregtory and Create a Health Care advaqceq reports and qnalytics; and support the o
data to drive Quality Measurement, Reporting, and coordlr)atlon of data validation, release, and # of applications/requests for level 2 or level 3 data 10
quality and policy Feedback System to create a data analysis extracts from HealthFacts RI per year
infrastructure that can support VBP.
Complete the Common Provider Directory:
Consolidate provider data from multiple sources into | CUM # of state agencies using common provider
a single Asource of tr ut|directory 5
understanding of provider-to-organization
relationships; Provide a public portal to search for
Maximize the use of HealthFacts RI, and locate providers; Provide mastered provider CUM # of private sector health care organizations | ;¢
Complete the Common Provider data extracts to integrate into state systems. using common provider directory
Directory and Create a Health Care
Quality Measurement, Reporting, and Create a Health Care Quality Measurement, N .
Feedback System to create a data Reporting, and Feedback System that will CUM # of health care organizations/practices
infrastructure that can support VBP. consolidate quality reporting requirements and sending data to the Health Care Quality 10 or more
continued facilitation in one place to reduce the reporting Measurement, Reporting and Feedback system.
burden on providers; Create a provider
benchmarking and feedback system to L .
communicate quality back to those who provide CUM # of health care organizations/practices
LIRSS | essouse o care o il lmalon oTepble 0| e o s et Con ualy | 20t more
RHODE ISLAND data to drive support making informed healthcare decisions.
ggé‘:\‘lgl_:\?éRE 232{:2’”‘;3‘1 policy Modernize the state's current Human Services data
inued ' Warehouse to create an integrated data ecosystem N/A N/A
continue that uses analytic tools, benchmarks, and
visualizations;
Carry out qualitative and quantitative evaluation of
- the effect of alternative payment models in use in
Enhan_ce_ state agencies' data an_d_ Rhode Island and the value of more closely aligning NIA N/A
analytic |nfrastructurg by modernizing the models across payers
the statebds curren
Data Warehouse
Work collaboratively with state and community
partners to encourage wider clinical data capture TBD TBD
(particular focus on BMI) through the Integration and
Alignment initiative

16



PRIMARY

for according to a
value-based payment
arrangement. SIM will
invest in work place
transformation
activities that build
upon the professional
expertise of x% of
Rhode Island's
healthcare workforce.
continued

continued

CHTs into their practices;
continued

SIM-funded)

DRIVER SECONDARY DRIVER INTERVENTIONS METRIC(S) TARGET(S)
2. SUPPORT Number of active SIM-funded CHTs 2
PROVIDER . . Create up to 3 new CHTSs; Investigate the need for a
PRACTICE Maximize & Ujgﬁapsli"’:]n ﬁ;%ﬂggé{iigﬂg\tg?s, a;r(]j d more formal CHT training and certification program, | Percent of new, SIM-funded CHTSs actively seeing 100%
TRANSFORMATION Ssupport team- gIM investgments magmize S;J ort including Screening, Brief Intervention, and Referral | patients
AND IMPROVE baggd care for intearated tea,m-based modF()eFI)s of to Treatment (SBIRT); Provide training to providers
HEALTH CARE care 9 (PCPs, CMHCs and hospitals) to better incorporate Number of unique practices utilizing new. SIM- 5-10
PROVIDER CHTs into their practices; funded CHT quep 9 '
SATISFACTION unde s
Number of CHTSs participating in the statewide CHT 4
consolidated operations model
2. SUPPORT _
PROVIDER Percentage of completed data reports submitted by 100%
PRACTICE consolidated operations team
TRANSFORMATION
AND IMPROVE Number of provider trainings delivered about 50
HEALTH CARE practice transformation and CHT benefits
PROVIDER
SATISFACTION Percentage of tools and assessments made
Support health care available to all CHTs in RI that are adopted by TBD
i i i : i intended CHT recipients

provu_j_ers in their Using plan design, regulatory and Create up to 3 new C_:I-fTs, Invesng_ate t_he need for a p
transition to - ; . more formal CHT training and certification program,

L Maximize & purchasing/contracting levers, and . - - : . 100%
delivering health care . . including Screening, Brief Intervention, and Referral 0
: . . support team- SIM investments, maximize support . . . . Note this target is
in an environment in . to Treatment (SBIRT); Provide training to providers . . ! arge

- - . based care for integrated team-based models of 5 . Percentage of patients referred to applicable CHTs | highly aspirational
which the care is paid ; (PCPs, CMHCs and hospitals) to better incorporate : . . . X '

continued care who received services (A: SIM-funded; B: Non- since patients are

free to choose
whether to receive
services or not.

Percentage of patients referred to and seen by

0,
applicable CHTs who then enrolled in CurrentCare 100%
Percentage of patients referred to and seen by
applicable CHTs who received an annual influenza | 100%
vaccination
Number of Community Health Workers certified 65

through the Rhode Island Certification Board
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PRIMARY

behavioral health initiative

DRIVER SECONDARY DRIVER INTERVENTIONS METRIC(S) TARGET(S)
Percentage of CHTs employing Certified 100%
Community Health Workers 0
Number of patients in provider panels with referral TBD
ties to SIM CHTs
Percent of RI residents with access to CHT (SIM TBD
funded + Existing)
CUM # of practices participating in the pediatric
PCMH program 9
. e CUM # of clinicians participating in the pediatric
Support the PCMH expansion to 9 pediatric sites PCMH program 75
CUM # of patients attributed to practices 30000
participating in the pediatric PCMH program
CUM # of pediatric primary care practices that have
2. SUPPORT Make investments in the following on-demand access to pediatric mental health 40
PROVIDER Better integrate programs for practice transformation: consultation services
PRACTICE behavioral health | Community Health Teams (CHTS),
TRANSFORMATION | into primary care | PCMH Kids, Child Psychiatry Access Provide child psvchiatry consultation services to CUM # of pediatric primary care practitioners who
AND IMPROVE Investments in Program, Integrated Behavioral Health ediatric rimgrycare yroviderS' Train PCPs to have on-demand access to pediatric mental health | 200
HEALTH CARE Rhode Island's & PCMH-Kids, Community Mental gx and thpeir abi)llit to tFr)eat somé behavioral health consultation services
PROVIDER Healthcare Health Center supports, and Health negds in their ragtices
SATISFACTION Workforce Care Quality Measurement, Reporting, P CUM # of pediatric primary care providers who
continued and Feedback System have received consultation to provide basic 200
psychiatric assessment and treatment services
CUM # of patients served under the Child
: 7500
Psychiatry Access Program
Support integration of behavioral health into primary ggm.ﬁ of providers who have been trained in 250
care by providing resources and training for SBIRT
in PC practices and evaluation/data collection for 12 . . .
Integrated Behavioral Health Model practices. CUM # of practice sites participating in integrated 12
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PRIMARY

SECONDARY DRIVER

INTERVENTIONS

METRIC(S)

TARGET(S)

DRIVER

Build workforce capacity to maximize the use of

existing tobacco cessation resources through the TBD TBD
Integration and Alignment initiative

CUM # of CMHCs that received provider coaching 8
Support CMHCs with practice transformation and to dce?sl\r/llbtg dcs:'\iAansseW'th real-time ED and inpatient 8
receive data about their patients

CUM # of providers trained to use dashboards at 120

CMHCs

2. SUPPORT . . . .
PROVIDER Better integrate Make investments in the followmg . . . . . At Iegst 2 learning
PRACTICE behavioral health | Programs for practice transformation: Assist prpwders in aggregating data from their . . . . . . . sessions held by
TRANSFORMATION | into primary care Community Health Teams (CHTs), Electronic Health Records, to help make reporting Provide learning sessions for providers on interpreting | 2018, and an
AND IMPROVE Investments in PCMH Kids, Child Psychiatry Access and practice transformation easier; Provide training | data from the Healthcare Quality Measurement additional 4
HEALTH CARE Rhode Island's Program, Community Mental Health to p_rqwders in how_to_lnterpret the_ data to make Rep_ortl_ng and Feedback System and how to use it for | sessions by _
PROVIDER Healthcare Centgr supports, and Health C_:are positive changesf within thelr_ practices; I_Dursue quality improvement. 2019.resources (if
SATISFACTION Workforce Quality Measurement, Reporting, and making this quality data available to patients. outside the
continued ’ Feedback System CMHQ).

3. EMPOWER

PATIENTS TO Create or implement existing processes or tools that

BETTER allow patients more control of their health and Metrics TBD, when procurement is complete (likely | Targets TBD

ADVOCATE FOR
THEMSELVES IN A
CHANGING
HEALTHCARE
ENVIRONMENT
AND TO IMPOVE
THEIR OWN
HEALTH

Engage and educate
patients to participate
more effectively in
their own health care

Provide access
to patient tools
that increase
their
engagement in
their own care.
Assist with
advanced illness
care planning

Patient engagement tools or
processes

healthcare decision-making; Train providers and
patients in how to use these tools to maximize their
effectiveness

8/1/2017)

within 6 months

Use Community Health Teams to help implement
Patient Empowerment tools

Metrics TBD, when procurement is complete (likely
8/1/2017)

Targets TBD
within 6 months
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PRIMARY
DRIVER

SECONDARY DRIVER INTERVENTIONS METRIC(S) TARGET(S)

in order for them to
live healthier lives.

Invest in tools (e.g.,
online applications,

patient coaches | Increase the number of Rhode Islanders with

approp_rlate for “)e E'?‘_"‘?f'“fe’ Advanced IIIne_ss Care Advance Directives through training of providers Metrics TBD, when procurement is complete (likely | Targets TBD
atient ds Initiative outreach, and patient and
ﬁemographic profile) provider educatior’l P and patients; Determine whether Rhode Islanders 8/1/2017) within 6 months

) can upload their Advance Directives to Current Care
to teach patients how

to navigate effectively
in an increasingly
complicated health
care system.
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Core Metrics and Accountability Targets

Core Metric Set

For each milestone, or objective, core metrics have been developed to track progress over time
and identify implementation barriers related to SIM. The measures are a combination of
required items from the Centers for Medicare and Medicaid Services (CMS) and those identified
as important by Rhode Island. These measures will be updated quarterly or annually as part of
performance monitoring.

Please see our CMSapproved metrics chart that we use for our Quarter Reports here.

Metrics, Baselines, and Accountability Targets

Baseline data for each metric was obtained from a variety of data sources. Below is a table that
contains each metric, baseline, and target. Any relevant notes related to the data (e.g., lag times
for reporting) are also noted.

Due to uncertainties around project scope until actual procurements take place, some of the
metrics and targets that are listed may require revision. We have made our best attempt to
specify meaningful metrics and aggressive targets. We will notify CMMI promptly should

metrics need revision and seek approval to change them. Any baselines or targets listed as TBD
will be populated within 3 - 6 months from the approval date of this operational plan.

Not listed in the linked table are plans to report on a set of clinical quality measures. Once we
have built the Quality Measurement, Reporting, and Feedback System we maypublicly report
aggregate performance on the core quality measures discussed under the quality measure
alignment section.

Please note: Some metrics are assessedver populations specific to the SIM programs, and
others are assessed over the entire state population.
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Updated Master Timeline

Our SIM Master Timeline is updated for 2017, with significant numbers of intermediate
milestones included, asrequested in 2016. For easeof review, please find the Master Timeline
here.
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Budget Summary Table

Table 2 : Budget Table

SIM
Component

Projected Total
Expenditure

Proposed
Spending -
Award Year 3

Expected
Carryover
from Award
Year 2

Goal/
Primary Driver

Health Teams

Training/Capacity
Building

Better integrate behavioral health into
primary care

Investments in Rhode Island's
Healthcare Workforce

Rhode Island In-kind from OHIC and | In-kind i Staff In-kind 7 Create measurable improvements in | Percentage of payments made under

Health System Medicaid Staff Rhode Islander's physical and mental | an APM.

Transformation health. Percentage of payments linked to
value.

Community $2,000,000 i $635,248 $533,999 Maximize & support team-based care | Number of active SIM-funded CHTs

Percent of new, SIM-funded CHTs
actively seeing patients

Number of unique practices utilizing
new, SIM-funded CHTs

Number of CHTSs participating in the
statewide CHT consolidated
operations model

Percentage of completed data reports
submitted by consolidated operations
team

Number of provider trainings delivered
about practice transformation and
CHT benefits

Percentage of tools and assessments
made available to all CHTs in RI that
are adopted by intended CHT
recipients

Percentage of patients referred to
applicable CHTs who received
services (A: SIM-funded; B: Non-SIM-
funded)

Percentage of patients referred to and
seen by applicable CHTs who then
enrolled in CurrentCare
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SIM

Component

Projected Total
Expenditure

Proposed
Spending -
Award Year 3

Expected
Carryover
from Award

Goal/
Primary Driver

Metric

Percentage of patients referred to and

seen by applicable CHTs who then
received an annual influenza
vaccination

Number of Community Health Workers
certified through the Rhode Island
Certification Board

Percentage of CHTs employing
Certified Community Health Workers

Number of patients in provider panels
with referral ties to SIM CHTs

Percent of RI residents with access to
CHT (SIM funded + Existing)

Child Psychiatry | $650,000 - $105,788 $110,879 Maximize & support team-based care | CUM # of pediatric practices that have
Access Program | $216,667/yr for 3 Better integrate behavioral health into | on-demand access to pediatric
years for psychiatrist primary care behavioral health consultation services
phone consultation Investments in Rhode Island's CUM # of o
g pediatric primary care
angtfa(ief tro fagie . Healthcare Workforce providers who have on-demand
Ccr)aczgeso pediatnic access to pediatric mental health
P consultation services
CUM # of pediatric primary care
providers who have received
consultation to provide basic
psychiatric assessment and treatment
services
CUM # of patients served under the
Child Psychiatric Access Program.
PCMH Kids $500,000 i $113,776 $78,972 Maximize & support team-based care | CUM # of practices participating in the

over 2 years for
Practice Support
Specialists, CAHPS
pediatric survey,
Quality Measurement

Better integrate behavioral health into
primary care

Investments in Rhode Island's
Healthcare Workforce

pediatric PCMH program

CUM # of clinicians participating in the
pediatric PCMH program
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SIM
Component

Projected Total
Expenditure

and Reporting, and
data analysis

Proposed
Spending -
Award Year 3

Expected
Carryover
from Award

Goal/
Primary Driver

Metric

CUM # of patients attributed to
practices participating in the pediatric
PCMH program

Behavioral $480,000 $153,783 $8,217 Maximize & support team-based care | CUM # of providers who have been
Health for Training of SBIRT Better integrate behavioral health into | trained in SBIRT
Transformation: | providers primary care
SBIRT Investments in Rhode Island's

Healthcare Workforce
Behavioral $370,000 for a Maximize & support team-based care | CUM # of practice sites participating in
Health Behavioral Health $103,383 $83,617 Better integrate behavioral health into | integrated behavioral health initiative
Transformation: Practice Facilitator, primary care
Integrated Data Collection and Investments in Rhode Island's
Behavioral Analytics, and Healthcare Workforce
Health Training Webinars.
Behavioral $150,000 $45,000 $0 Maximize & support team-based care | CUM # of CMHCs with real-time ED
Health (15 Dashboards @ Better integrate behavioral health into | and inpatient dashboards in use
Transformation: | $10,000 each) primary care
Care Investments in Rhode Island's CUM # of providers trained to use
Management Healthcare Workforce dashboards at CMHCs
Dashboards
Behavioral $1,200,000 7 For $300,000 $400,000 Maximize & support team-based care | CUM # of CMHCs that received
Health practice Better integrate behavioral health into | provider coaching
Transformation: | transformation primary care
Practice specialists to work Investments in Rhode Island's
Coaching at with 8 Community Healthcare Workforce
Community Mental Health Center
Mental Health staff teams
Centers
Healthcare $1,750,000 $200,000 $600,000 Maximize & support team-based care | CUM # of health care
Quality, Better integrate behavioral health into | organizations/practices sending data
Reporting, primary care to the Health Care Quality
Measurement Investments in Rhode Island's Measurement, Reporting and

and Technology

Healthcare Workforce

Feedback system.
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SIM
Component

Projected Total
Expenditure

Proposed
Spending -
Award Year 3

Expected
Carryover
from Award

Goal/
Primary Driver

Metric

Feedback CUM # of health care

System organizations/practices receiving data
from the Health Care Quality
Measurement, Reporting and
Feedback system.

Patient $2,200,000 $400,000 $645,005 Provide access to patient tools that Metric(s) in development.

Engagement & for End of Life and increase their engagement in their

End-of- Patient Engagement own care. Assist with advanced

Life/Advanced activities illness care planning

lliness Care

Initiative

HealthFacts RI $2,039,673 $0 $9,275 Increase use of data to drive quality # of publicly available reports released

(Rhode | and policy from HealthFacts RI per year

All-Payer Claims —

Database) # of applications/requests for level 2 or
level 3 data extracts from HealthFacts
RI per year

Statewide $1,500,000 $270,000 $30,000 Increase use of data to drive quality CUM # of state agencies using

Common and policy common provider directory

Provider .

Directory CUM # of_ private sector health care
organizations using common provider
directory

Integrated $1,800,000 i For $300,000 $320,000 Increase use of data to drive quality N/A

Health and staffing (a Database and policy

Human Services | Administrator,

Data Ecosystem | Database Architect,

and an ETL or Data
Modeler) and a
vendor to build the
Data Ecosystem
Measure Included in the Project | In-kind i Staff Reflected in Create measurable improvements in N/A
Alignment Management line item staff line Rhode Islander's physical and mental
(sub-contractor to below health.

Project Management
team)
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SIM Projected Total Proposed Expected Goall/ Metric
Component Expenditure Spending - Carryover — primary Driver
Award Year 3  from Award
Leveraging In-kind from all SIM In-kind i Staff Reflected in Create measurable improvements in N/A
Regulatory participating state staff line Rhode Islander's physical and mental
Authority agencies below health.
Integration & In-kind from SIM and In-kind -- Staff Reflected in Create measurable improvements in TBD within 6 months
Alignment agency staff staff line below | Rhode Islander's physical and mental
Project health.
Workforce In-kind from EOHHS In-kind T Staff Reflected in Maximize & support team-based care | TBD within 6 months
Development staff line Better integrate behavioral health into
below primary care
Investments in Rhode Island's
Healthcare Workforce

SIM Project $3,000,000 $940,000 $0 Create measurable improvements in N/A
Director and 6 staff members, Rhode Islander's physical and mental
Staffing Across fringe, benefits for 3 health.
Five Partner years
Agencies
Project $1,600,000 for $0 $190,000 Create measurable improvements in N/A
Management Program Management Rhode Islander's physical and mental

and subcontractors to health.

write Integrated

Population Health

Plan and support

Measure Alignment
Evaluation $700,000 i $334,688 $45,312 Create measurable improvements in N/A

For a mixed method Rhode Islander's physical and mental

formative and health.

summative evaluation
Other Expenses | $60,000 i Including $20,000 $10,000 N/A N/A

travel, audit, and other
expenses
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SIM
Component

Other Program
Expenses

Projected Total
Expenditure

We will end our
UMass Contract on
June 30, 2017 and
have secured IAPD
dollars to fund
HeatlhFacts RI. We
will reallocate these
dollars by September
30, 2017.

Proposed
Spending -
Award Year 3

$0

Expected Goal/ Metric

Carryover — primary Driver
from Award

Year 2
$747,054

Totals

$3,930,941

$3,803,056
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B. Detailed SIM Operational Plan

This section provides detailed information on the specific operational components of Rhode
Island SIM. The information provided cov ers the following three areas: Narrative Summary of
Components, SIM Component Summary Table, and Risk Assessment and Mitigation Strategy.
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Narrative Summary of SIM Components

Rhode Island SIM Components

The focus areas of the Rhode Island State Innovation Model (SIM) Test Grant reflected in the

SIM Transformation Wheel are the foundational components for this funding investment. Given

the overarching aims of SIM, Rhode Island 6 s v al ues, and the current | an
Committee has committed to the following components aimed at overall health system change.

We describe thecomponents below and summarize them in the SIM Component Summary

Table.

SIM Governance

Rhodelsland SI Mb6s g ov er n-makingeauthoritydis staeed ansrig @ ooordinated
group of people and agencies, managed by SIM project Director Marti Rosenberg whose office
sits at the Office of the Health Insurance Commissioner. Ms. Rosenberg reports to bah
Commissioner Kathleen C Hittner, and EOHHS Acting Secretary Anya Rader Wallack, and leads
a team of individuals hired with SIM dollars and placed at SIM participating agencies. Ms.
Rosenberg also leads the SIM Interagency Team that includes representaties from all SIM
participating state departments, plus our Steering Committee Chair Andrea Galgay and Vice
Chair Larry Warner . This team is responsible for the strategic implementation of the project.

The SI'M Steering Committee is the public/private
project and is comprised of community stakeholders representing health care

providers/systems, commercial payers/purchasers, state hospital and medical associations,

community -based and long term support providers, and consumer advocacy organizations. The

committee has approved four workgroups (Integrated Population Health Plan, Measure

Alignment, Patient Engagement, and Technology Reporting) to obtain subject-matter expertise,
stakeholder and communityin-put , and i mpl ementation recommendat |
transformation efforts. To avoid duplicating community efforts, SIM also obtains valuable input

into our work with Community Health Teams and Provider Practice Transforma tion by

participating with two existing community groups.

Ms. Rosenberg has also overseethe work of UMass Medical School (UMASS), the SIM Project
Management Vendor. UMASS came on board in January 2016 to manage related project
management activities including support for stakeholder management, project meetings, data
collection, risk management, communications, sub-contractor management, and work plan
management. UMASS has also subcontracted with the Technical Assistance Collaborative (TAG
and the Providence Plan (ProwPlan) to provide expertise in behavioral health and physical
health, respectively, and write the Integrated Population Health Plan. In order to reserve dollars
for healthcare transformation and program funding, the leadership team has decid ed to
eliminate project management funding as of June 30, 2017. The UMass Contract will end on
that date, and as of April 30, 2017, thelogistical tasks associated with Program Management
have successfully transitioned to SIM staff.

Another key governance tool that we have are our Quarterly Vendor Meetings, so thatall of our

individual SIM vendors can learn about the larger SIM project as wellaseachorgm i zat i onés
funded activities. This has al r e atdmakédcengeationst o f aci
across programs and interventions. Descriptions of key vendors can be foundhere.
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Convening partners in this way enhances SI|I Mbés dcu
of stakeholders, providing forgr eat er awareness of other teamsod ini
down silos that to support greater collaboration, and multi -directio nal communication. We go

beyond hub-and-spoke communication between SIM leadership and vendors,and instead have
communication around the circumference of the wheel, generating peerto-peer conversations

and partnering across projects.

Health System Transformation Plan

Rhode Island has been committed to significant system transformation for years. Rhode Island

was an early supporter of primary care practice transformation, building a multi -payer patient

centered medical home collaborative in 2008, which now comprises 72 practice sites and serves

nearlyone-t hi rd of the stateb6s population. Building o
newly forming accountable care organizations, and initial steps toward value-based payment in

the commercial market, our primary strategy is to scale value-based payment statewide by

setting regulatory targets for insurers to expand value-based payment models in Medicaid and

commercial insurance.

Rhode Island is advancing the work of payment reform in a coordinated way. The goal of
achieving critical mass for payment reform across Medicare, Medicaid, and commercial
insurance is a necessary condition for transforming the healthcare system as a whole.

Rhode Island has adopted the goal of having 50% of commercial ad Medicaid payments under
an Alternative Payment Model (APM) by 2018, and 80% of payments linked to value. To achieve
our system transformation goal, we are focusing SIM dollars on delivery system transformation
with investments in workforce, health infor mation technology, and data capacity, as described
below. We also include significant stakeholder engagement in policy development and SIM
investment decisions through the SIM Steering Committee, SIM Workgroups and agency-
specific advisory groups. As we nde throughout this document, in Rhode Island, healthcare
delivery system transformation is a public -private partnership.

Rhode Island is poised to significantly advance the use of valuebased payments and APMs

through the implementation period of the SIM grant through regulatory and purchasing activity

of both Medicaid and OHIC. As planned, in Award Year 2, Medicaid developed certification

standards for Medicaid Alternative Entities (AES), and our Medicaid Managed Care

Organizations (MCOs) are beginning to contract with them on a total cost of care basis for

attributed populations, according to specific annualtargets s peci fi ed in the MCOO6s
the state. AEs also focus on the social determinants of health among their attributed

populations. The AE contracting mechanisms are one of the primary means for Medicaid to

achieve 50% of payments under an APM by 2018 Managed care procurement, contracting, and
Accountable Entity accreditation are three crucial purchasing and regulatory levers that are

drivingachi evement of Rhode | slandés payment reform t

OHIC tracks commercial insurer compliance with their annual APM targets on a semi -annual
basis. In addition to semi -annual reporting of APM use, OHIC requires each insurer to develop
plans for engagement of specialists in VBP arrangements, including the development of APMs
for high volume specialties and specialty care practices.These requirements build on extant
rules that obligated insurers to have quality improvement programs with hospitals and tie
hospital fee increases to quality performance.

Engagement of payers and providers around payment reform is important for our success.
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While we had planned to convene a learning collaborative comprised of providers and payers

who are engaged in VBPand APMs, to discuss best practices around VBP contracting
methodologies and implementation, to avoid duplicative meetings, we have insteadkept these

di scussions within OHIC6s existing committees

Besidescarrying out system transformation activities aim ed at improving quality and lowering
the cost curve, the stateis also helping prepare our provider community for the new

Quality Payment Program (QPP) under the Medicare Access and CHIP Reauthorization Act
(MACRA). To ensure that Rhode Island understands the implications of QPP, Rhode Island has
also embedded these discussions in existing stakeholder processeswith training for providers
asnecessary The Health Insurance Commissioner put alignment with QPP on the agenda of her
Alternative Payment Methodology Advisory Committee in the fall of 2016. We are leverag ing
our SIM investments and regulatory and purchasing initiatives to prepare

providers in Rhode Islan d for the QPP.  We are also currently pursuing conversations
between Medicaid and the commercial health plans around participation in CPC+, which feeds
into CMS6s draft QPP rul e.

Investing in Rhode Island's Healthcare Workforce and Practice
Transformation

Community Health Teams (CHTs) and the SBIRT Training and Resource Center

During Award Year 2, SIM leadership decided to align our SIM-funded Community Health

Team (CHT)and the Statebs Screening, Brief Interventi
program, funded by the Substance Abuse and Mental Health Services Administration

(SAMHSA). This combined project provides a braided funding stream to create a more
comprehensive system of care within the community
Entitled Rhode Island Health System Integration: Coordinating Community Health Teams

(CHT) and Screening, Brief Intervention, and Referral to Treatment (SBIRT) Sites , our project

seeks to create more integrated physical and behavioral health services in Rhde Island by

increasing the capacity for primary care practices, emergency departments of hospitals, and the

Department of Corrections to identify individuals with significant physical and behavioral health

needs, coordinate their care effectively, and refer them to programs to assist in addressing

additional treatment and/or social service needs.

Consolidated Operations Model

Our project creates a vehicle for the integration and coordination between newly created CHTs

and the implementation of new SBIRT capacity throughout Rhode Island under one

consolidated operations model. The Statebs goal [
a set of integrated physical and behavioral services and followup as possible for those Rhode

Islanders with the gr eatest unmet clinical or social service needs. The purpose of this combined

approach is to establish a sustainable model for consolidated operations of these two

community-based health interventions within Rhode 1| sl a
in new SBIRT sites and additional CHTs to meet significant, unmet need. To do this, this health

systems integration project will:

9 Establish a consolidated operations model for CHTs and SBIRT to ensure the
projects are implemented in an integrated fashion, with overlapping goals, staffing
approaches, data collection and analysis, information sharing (e.g., using
CurrentCare, the statewide health information exchange), and outcomes;
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1 Implement SBIRT in ten to twelve clinical settings throughout Rhode Island
(including primary care sites, hospital emergency departments, and the Department
of Corrections);

Establish at least two additional CHTs serving residents with greatest clinical needs;
Coordinate SBIRT and CHT activities (especially in engaged clinical ®ttings);
Provide technical assistance, tools, and training for all CHTs in Rhode Island, with
input from CHTs and their staff;

Provide SBIRT training to all interested providers within the State; and

Evaluate our model, estimate return-on-investment, and make recommendations for
moving forward. Of note, SIM Staff members convened a Joint CHT/SBIRT
Evaluation Meeting with the SIM/CHT Evaluator, SBIRT Evaluators, and SBIRT
Training and Resource Center to kick-off formal evaluation planning for this joint
initiative by providing a venue for introducing staff to one another, sharing scopes of
work (as applicable), and developing a schedule for additional coordination needs.

= =4 = =4 =9

The purpose of our approach is to expand the capacity of CHTs in the state of Rhode l&nd,
normalize the practice of screening and treating patients for substance use disorders, and
provide CHT services that address the social/environmental determinants of health to the
substance use population through one system of care. The programs arenutually supportive in
both design and goals of practice transformation, care integration and coordination, and
population health improvements, especially given the co-occurrence of conditions identified
within SI Més Health Assessment Report.

Combining CHTs and SBIRT is mutually beneficial. CHTs and SBIRT are intended to serve
high-risk, and in many cases, high-cost patients, some of whom are high utilizers of Emergency
Departments. By leveraging CHTs alongside SBIRT clinical sites, to screen and identifypatients
for substance use disorders (which may contribute to frequent ED visits), this project has the
ability to prevent and/or decrease ED overutilization. It may also provide necessary supports in
the community to an already vulnerable population whil e simultaneously helping the SBIRT
program identify those with the greatest need for treatment.

Community Health Team Specifications

Community health teams have been a critical
inception. CHTs have the potential to facilitate coordinated and integrated care, through the use
of dashboards and other tools to attend to the whole person (i.e., oth physical and behavioral
health needs). CHTshelp patients meet unaddressed social, behavioral, and environmental
needs that are having an impact on their physical health. Overall, CHTs serve three critical
functions:

1 Improving population health by a ddressing social, behavioral, and environmental
needs;

Supporting providers in transitioning to value -based systems of care; and
Transforming primary care in a way that increases quality of care, improves
coordination of care, and reduces/controls related costs and expenditures.

T
T

The CHTSs aur project will provide for will be multi-disciplinary, connected with primary care
(meaning an extension of at least one practice into the community setting), and payer agnostic,
meaning that any Rhode Islander can receive services from them regardless of who their health
insurance carrier is or if they are uninsured. CHTs will focus on primary care practices located in
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communities that are not currently served by a CHT in the state and that have large high-risk
populations. At least one staff member in each of the CHTs will be trained and dedicated to
provide SBIRT screening and resource referrak. The composition of the CHT staff (including
those embedded in SBIRT sites) will reflect the needs,language preferences, anddiversity of the
community being served.

SBIRT Site Specifications

The systemic focus of our RFSBIRT project is to train and support healthcare workers in the use
of SBIRT to promote health and prevent and treat substance use disorders for patients seen in
their clinical settings. It will also help integrate medical and behavioral health practices into an
efficient, effective system of care that addresses individuals in a holistic manner. SBIRT clinical
settings are healthcare settings in Rhode Island serving individuals at higher risk for substance
use disorder and unmet treatment needs within communities that have identified substance use
treatment as a community need. Primary care practices (including CHTs as extensions of care
within the community), Federally Qualified Health Centers, hospital emergency departments,
and the Department of Corrections will be included as SBIRT sites. Collectively SBIRT sites will
have the capacity to conductup to an estimated 250,000 SBIRT screenings of Rhode Islanders
over a five-year period. SBIRT screening and referral to treatment will also be accessible to all
individuals regardless of insurance, SBIRT staff will complete GPRA surveys for all individuals
screened. The extent of the GPRA survey is determined by the service received (i.e. individuals
who are screened only complete thedemographic sections of GPRA where as individuals
referred to treatment need a full GPRA).

When braided together, our program will assist in the identification of and continued service
delivery to individuals likely to have the greatest unmet needs, including:

Individuals who have three or more known chronic conditions;

Individuals who have two or more special healthcare needs (i.e., disabilities);
Individuals with substance use disorder and at least one other co-morbid physical or
behavioral health condition;

Individuals who are not accessing primary care regularly; and

Individuals who have had three or more in -patient or emergency department visits
within six months.

= = = =8 =9

Together, SBIRT clinical sites and CHTs will be geographic in nature with a strong place-based
focus (i.e., providing referral services where people live, work, learn and play). As applicable,
CHTs will provide their services to SBIRT clinical sites that do not currently have access to a
CHT, in order to address co-morbidities. Sites wil | maximize utilization of Health Equity Zone
resources, existing community assets, and the Community Health Network referral system for
chronic disease management to improve the health of patients seen. Sites will support staff
obtaining Community Health W orker (CHW) certification for existing and new CHWSs. The
inclusion of Certified Peer Recovery Specialists and for specialty community-based, licensed
health professionals within SBIRT/CHT sites will also be allowed. This may include Certified
Tobacco Treaiment Specialists, Diabetes Prevention Program Clinical Staff, Chronic Disease
Self-Management Educator, or Diabetes SeltManagement Educator Staff, and/or Narcan
Educators. For more information on the details of this project, please see the Request for
Proposal here. We are in the final stages of negotiating our CHT/SBIRT contract and will update
CMMI with the details of this project in our September update. (Procurement rules do not allow
us to make contract information public until a Purchase Order is issued for the project.)
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Figure 5 : Proposed Integration Model for CHTs/SBIRT
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SBIRT Training and Resource Center

The SBIRT project will train healthcare workers and community health workers through a
partnership with the Rhode Island College (RIC) School of Social Work. As of December 2016,
we began funding RIC ($486,083 over 31 months) to be our SBIRT Training and Resource
Center to provide centralized, statewide training and professional development for SBIRT in
Rhode Island. RIC has past experience in creating a SBIRT training for professionals and
paraprofessionals (of varying backgrounds) in the community. As such, the original RIC
curriculum is the foundation of our training program and is being tailored to many audience,
including students, social workers, nurses, and/or community health workers. In the context of
SIM, RIC will be providing training for all CHT/SBIRT staff, as well as interested pro viders in
the community, and ensuring they are proficient in screening for and identifying substance use
disorders, and referring patients for additional services when necessary. Since our funding
began, RIC has siccessfully completed its SIM Vendor Orientation, hired its Project
Coordinator, developed population-specific training materials, created clinical case simulations
for its training curriculum, developed CEU certificates, completed six SBIRT training sessions,
began planning for a simulationlabusi ng medi cal actors, began to dev
and online SBIRT curricula, started to develop a certification for the training, and identified
three languages for training translation moving forward.

PediPRNT Rh ode | sChildislyéhsatry Access Program

The SIM-funded pediatric psychiatry referral consultation system has formally established a
childrenés ment al health consultation team to wor

35



needs of children with mental health care needs.We havecontracted with the Emma Pendleton
Bradley Hospital with a three year, $650,000 commitment.

Called PediPRN, the program is based on the model implemented in M assachusetts which
consist of regionally based teams that provide reattime telephone consultation with child
psychiatrists, face-to-face appointments for acute evaluations, and assistance with accessing
community -based behavioral health senices.

Pedi-PRN is designed to assist pediatricians in their efforts to manage children with behavioral
and mental health needs inaway thatisprevent i ve and responsi viate t o
need. Bradley Hospital is capable of responding to the immediate management needs of
children with behavioral health concernsby providing pediatricians with consultation/support
and response to emergent situationswhich will be invaluable for families and children.

We have known about the severe need for psychiatric services for children in Rhode Island for a
long time T and there is evidence that this program will work to address the need. One in five
(19%) children ages six to 17 has a diagnosable mental health problem, and amin ten has
significant functional impai rment (Kids Count Factbook, 2017). And a 2014 article in Health
Affairs concluded that pediatric primary care providers enrolled in the project reported a
dramatic improvement in their ability to meet the psychiatric needs of their patients.

Pediatricians are the front line trusted partner of a parents and childrend and the investment of
SIM dollars in opportunities for pediatricians to work more directly with families on behavioral
health needsis critical to the well -being of Rhode Island children.

Since its December2016 start date, the Child Psychiatric Access Program has served 79 children
and adolescents. The Bradley Hospital team has continued to reach out to pediatric primary
care providers and practices to inform them about the new service In the last month, Bradley
staff made three in-person presentations to a large group of pediatric primary care providers in
South County and carried out phone outreach to 40 primary care practices statewide. Currently,
over 300 pediatric primary care providers (e.g., pediatricians, family practice ph ysicians,
Advanced Practice Registered Nurses) in 47 primary care practices have enrolled in the
PediPRN program. The PediPRN staff have also reached out to psychiatric providers in Rhode
Island to help establish referral sources statewide for children and adolescents who may require
follow -up psychiatric and other mental health services after a primary care consultation.

Patient-Center Medical Homes for Kids & Integrated Behavioral Health

SIM has contracted with the Care Transformation Collaboration of Rhode Island (CTC) for both
PCMH-Kids and the Integrated Behavioral Health Program, with a three -year, $870,886
commitment.

PCMH -Kids

PCMH-Kids builds off CT C6 s s uadult patientfentéred medical home (PCHM) initiative

in Rhode Island. PCMH-Kids is extending the transformation of t h e sprimaryedres
practices to children. PCMH Kidsd® mission is
purchasers, and policy makers to develophigh quality family and PCMHSs for children and youth
that will assure optimal health and development, a commitment to quality measurement,
accountability for costs and outcomes, a focus on population health, and dedication to data-

driven system improvement. A group of engaged stakeholders and pediatric leaders has been
working over the past several years to develop this PCMHKIids program. A pediatric medical
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home initiative is an opportunity to standardize and to improve the patient and family centered

care already delivered in pediatric offices around our state. PCMH-Kids is convened by the

stateds Executive Office of Health and Human Seryv
program, garnering participation from all four major health plans in Rhode Islan d.

CTC is working with nine pilot practices, with a target population of 30,000 patients under 18
years of age. The practicedhave created a common contract with payers. Practices are receiving
supplemental payments and on-site, distance, and collaborative learning and coaching to
support practice transformation and quality improvement. SIM funding for PCMH  -Kids
supports the following:

9 Practice facilitation and coaching, through a sub-contract;

1 Supporting practices with understanding the PCMH -Kids measures and definitions;

1 Assisting practices with developing reports to calculate measures in their electronic
health record (EHR);

9 Assisting practices with developing workflows and processes to regularly produce
reports, perform quality assurance and submit d ata; and

9 Assisting practices with analyzing and improving the quality of EHR data.

The PCMH-Kids evaluation include s the use of the Pediatric Consumer Assessment of

Healthcare Providers and Services (CAHPS) PCMH Survey, quality measurement and reporting,

and utilization measurement, through a sub -contract with the Rhode Island Quality Institute .

Included in this evaluation are methods to determine how patients experience care, how to

support practice improvements, how to assist practices in measuring their clinical quality

measures, and how to best help practices measur e
proxy for direct cost and effective care coordination data.

Throughout Award Year Two, the PCMH-Kids practices continued to work together on best
practices, identifying high-risk patients, and overall improving the health of the youth to invest

in the future health of adults. The practices that are participating in the BH learning
collaborative focused on ADHD continue to work with the content experts and practice
facilitators on delive rables. Two participating Hasbro Pediatric practices that applied to NCQA
were notified that they were awarded NCQA level 3 recognition. And, as an example of the SIM
culture of col | ab orsdt RayiBrokeB3en mrdsented the Pedjatiict a | 6
Psychiatry Resource Network (Pedi PRN) tothe practices. Theyconvened on 2/21/17 for the
Nurse Care Manager/Care Coordination pediatric focus meeting as a PCMHKids contract
requirement.

Integrated Behavioral Health

Behavioral health issues are frequently an important area of concern for individuals who visit

their primary care practitioners. Behavioral health includes mental health, substance use, and

health behaviors. There is ample evidence in medical literature that primary care practices can

effectively treat and support many individuals who have mild to moderate behavioral health

issues. It is widely acknowledged that, to be successful, the behavioral health focus must be well

integrated into the primary care practice, not simply co-located. S| Més is i nvesting in
behavioral health integration effort along with The Rhode Island Foundation and Tufts Health

Plan. SIM is supporting the following activities:

1 Depression, anxiety and substance use screening;
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1 Collaboration of behavioral health specialty staff with nursing/physician personnel;

9 Effective use of a behavioral health subjectmatter expert(s) to support training and
development efforts; and

1 Knowledge of appropriate measurement and quality assurance activities.

CTC selected tvelve practices for the Integrated Behavioral Health (IBH) Pilot program , with a
target population of 58,000 adults 18 and over. Practiceswere screened on their readiness, with
four prerequisites that each practice had to meet:

1 Current NCQA Level 2 recognition and continued achievement of CTC program

requirements based on stage in developmental contract;

Team completion and submission of Maine Health Access Toolwith application;

Electronic health record (EHR) system that can produce registry reports based on

PHQ-9, GAD, CAGEAID screening and re-screening results with sample report or

screen shot that demonstrates capacity with application;

9 Electronic Health Record (EHR) system that can support a shared behavioral health
documentation, care plan and billing; and

1 A patient panel of 5,000 patients or an MOU with other practices that articulates
how the practices would work together to meet the pilot objectives, share resources
and financial support.

T
T

Applicants were also rated on other criteria including:

1) Electronic Health Record Capacity including ability to bill for b ehavioral services;
registries for depression, anxiety, substance use disordershigh-risk patients;
standard plus customized reporting capability; designated electronic health record
staff/support; ability to provide quarterly screening reports for depres sion, anxiety
and substance use disorders.

2) Behavioral Health Staff including capacity to hire and co-locate or fully integrate
behavioral health staff; ability to provide space for behavioral health staff.

3) Reporting Capacity including ability to report on number of unique patients with
behavioral health encounters; ability to track referrals to specialty behavioral health
programs.

For other practices who are still in the process of planning for behavioral health integration,
CTC sponsors Learning Sessionsand Webinars to facilitate ongoing improvement of primary
care medical homes, including incorporating behavioral health care within primary care
practices. There is a monthly IBH Workgroup open to all interested primary care practices
where information sharing occurs.

There is a phasein approach for the 12 practices. The first cohort of six practices began in
January 2016 and the second cohort of six in November, 2016.Regarding a continuum of BH -

PH integration, all of the practices have licensed behaviord health staff co-located or fully
integrated on site at the practices. There is a long list of Phase 1 and Phase 2 requirements. Here
is a sample:

IBH Start -Up (Award Year 2):

All Phase 1 requrements were implemented within a 6 -12 month timeframe.
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1 Provide baseline report on screening for depression, anxiety, and substance use
within one (1) month of award notification;

1 Hire behavioral health staff if not already in place with a staffing ratio of 1 FTE for
every 5,000 attributed lives with staff ready to see patients within two (2) months of
award notification;

1 Implement a staffing plan for patients with behavioral health needs to be able to
access assessment/treatment with same day to 72 hour access (within one (1) month
of start date of IBH clinician or award notification if IBH clinician already hired);

1 Establish billing systems that will allow for the billing of behavioral health services
and/or establish supervision of behavioral health interns (within three (3) months of
start date of IBH clinician o r award notification if IBH clinician already hired);

1 Produce monthly practice registry reports on screening results (initial and follow -up)
within four (4) months of award notification; patients with moderate to high
screening scores would be rescreenedwithin six (6) months;

1 Produce guarterly reports on screening results within four (4) months of award
notification;

1 Commit to and host monthly on -site IBH consultation with membership to include
practice leadership, physician/clinical champion, nurse care manager, practices
(within 30 days of award notification);

1 Commit to and participate in quarterly webinar learning events;

1 Work to achieve screening targets by twelve (12) months.

IBH Performance Year (Award Year 3) requirements:

Continue to perform start -p components;
Monitor/improve patientsd treatment response
patient registry scores for depression, anxiety and substance use, chronic care quality
measures with submission of a PDSA plan to test change for improvement;
1 Implement population health review for patients with high ED usage and behavioral
health needs and implement IBH strategies including submission of a PDSA to test
change for improvement; and
9 Achieve screening targets to be eligible for incentive payment.

1
1

Since January 2017, he IBH Program has beenmoving along smoothly and according to plan.
CTC is working with the practices on their patient specific data submissions and fine tuning the
data elements with Brown University. Dr. Nelly Burdette continues to meet with both cohorts
monthly. The initial participating practices have reported increasing screening rates over time
for depression, anxiety, and SUD.

Community Mental Health Center Provider Coaching

A key investment related to our practice transformation focus area will be Provider Coaching

within our Community Mental Health Centers . Rhode I sl andés publicly fun
Ment al Health Centers (CMHCs) are fAhealth homeso
CMHCs are also adapting tonew payment methods, moving from fee for service to bundled

rates with consumer outcomes as key.

Rhode Island applied for, but did not receive, a CCBHC Program Grant. We had been hoping to
use that certification process to improve servicesi and to augment the changes with SIM

39



dollars. Now, SIM dollars will stand alone to assist the Centers, although we are always seeking
additional funding to maximize improvement.

Through a competitive Request for Proposal (RFP) process,SIM will select expert coaches b
support agency -wide learning among CMHC direct care, supervisory and

management staff in Evidence -Based Practices demonstrated in the clinical

literature to improve life outcomes for service consumers. The RFP will focus on a
two-year project, with coaching resources provided with greatestintensity in the first year. As
new developments emerge in the behavioral health field CMHCs need outside coaching
and support to build skills in many areas including:

9 Service delivery practices such as dual disordersteatment for persons with co-
occurring mental health and substance use conditions and enhancement of the
integration of behavioral health and primary care.

9 Health information technology uses and benefits;

1 Collection and measurement of data; and

1 Quality improvement practices.

This project is well matched with our Integrated Health Homes initiative at BHDDH, and we
will ensure that we work together to align our goals for both.

Community Mental Health Center Care Management Dashboards

An additional priority for the SIM Test Grant is the deployment of advanced technology to build
a real-time communication system between Rhode Island hospital providers and CMHCs, which
are mutually responsible for the care of approximately 8500 publicly i nsured individuals with
serious mental illness.

SIM has contracted with the Rhode Island Quality Institute (RIQI) for the Care Management
Dashboards with a one-year, $150,000 commitment.

Specifically, SIM funds are being used to developof an electronic dashboard that delivers real-
time, encrypted notifications to the CMHCs when consumers under their care experience a
hospital emergency department or inpatient encounter. We are also deploying a Dashboard
with our Medicaid fee -for-service Community Health Team, which is called CareLink. These
dashboards put critical health information in the hands of the appropriate providers at exactly
the right time. This prompt information sharing is expected to facilitate targeted, appropriate
clinical interventions, im prove care coordination and reduce re-admissions. Ongoing funding
for operation of the dashboard will come through a PMPM cost to the CMHCs. In addition to
development of the dashboard tool, SIM Test Grant funding covers the cost to train providers in
use of this new technology.

So far two of the ten dashboards have been successfully implemented and agreements are being
finalized with the remaining implementation partners.
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Healthcare Quality, Measurement Reporting and Feedback System

As part of the Rhode Island SIM Test Grant, the state convened a Technology Reporting
Workgroup based on directive from the SIM Steering Committee. The workgroup is led by the
State Health Information Technology (HIT) Coordinator and the SIM HIT Specialist. This
workgroup began meeting in January, 2016 and consists of representatives from state agencies,
payers, provider organizations, and quality improvement organizations. The workgroup also
conducted a survey of healthcare providers in the state in order to receve additional input on

the concept of a centralized quality measurement, reporting, and feedback system. The
Technology Reporting Workgroup recommended using SIM funding for the development of a
statewide quality reporting system with the goals of:

91 Impr oving the quality of care for patients and driving improvement in provider

practices by giving feedback to providers, provider organizations, and hospitals about

their performance based on quality measures,;

Producing more valuable and accurate quality measurements based on complete data

from the entire care continuum ;

Leveraging centralized analytic expertise to provide valuable and actionable reports

for providers and to drive improvements in population health ;

Reducing the duplicate reporting burden upon providers and provider organizations

by having a common platform for reporting ;

Publicly reporting quality measurements in order to provide transparency and

support patient engagement in making informed healthcare decisions; and

9 Using existing databases, esources and/or systems that meet our needs, rather than
building from scratch .

= = = =4

The RFP for the Healthcare Quality Measurement Reporting and Feedback System was posted
on February 1, 2017, and closed on March 29, 2017. The review committee is currently irthe
process of reviewing the proposals and selecting a vendor. We expect to complete the
procurement processin the summer of 2017.

Patient Engagement Tools and End-of-Life/Advanced lliness Care Initiative

In order to ensure that patients receive the greatest value from payment reform changes, and
that they are maximally engaged in positive health behaviors including self-advocacy, SIMis in
the process ofinvesting funds to provide patients access to tools that increase ther involvement
in their own care, including:

1 Creating the infrastructure and strategiesto allow patients to be more actively
involved in their own care across their entire life course. One SIM project in this area
is to determine whether we can assistpatients to more easily sharetheir advanced
care directives and healthcare proxies with their providers;

Developing patient engagement tools such as health risk assessmentsand
Implementing tools that measure consumer satisfaction as well asbehavior change
readiness.

= =

In early 2017, Rl SIM put out a Request for Proposal focusing on Patient Engagement and End
of Life. Guided by the SIM Patient Engagement Workgroup and to maximize the impact of SIM
patient engagement funds, all applicants were directed to submit proposals that addressed one
or more of the physical or behavioral health focus areas outlined in the SIM Integrated
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Population Health Plan. Additionally, all proposals were required to include one or more of the
following strategies:

1 Maximize relationships and coordination between existing population health efforts
within communities
9 Focus on the specific points of interaction between targeted populations (e.g.,
adolescents) and the objective or goal of that interaction (e.g., engaging them in their
reproductive health, healthcare, and their privacy rights)
Address patient O6di sengagementé or | ack of
Focus on populations with the highest-risk and greatest known disparities
Focus on prevention, detection and diagnosis, triage and treatment, and/or end -of life

=A =4 =4 =9

choices (specifically in the health focus areas listed above)

There were nine responses to the RFP andve are still within the review pro cess. Execution of
negotiated contracts is expected to begin August 2017.

Once our procurement process is complete, the Workgroup will continue to meet to monitor the
projects, ensure that we are following best practices, and determine other patient engagement
activities for SIM.

Data Capability and Expertise

HealthFacts RI

The Rhode Island SIM Test Grantis investing funds to support the implementation and
maintenance of the All-Payer Claims DatabasgAPCD), named HealthFacts RI. SIM has
contracted with the Onpoint and Freedman Healthcare for the HealthFacts RI, with a three -year
commitment of approximately $2.1 million.

The purpose of HealthFacts Rl is to ensure transparency of information about the quality, cost,
efficiency, and access of Rode Island6 s h eal t hc ar e WhHen it is fullg functiormalyis t e m.
will provide state agencies and policy makers with the information needed to improve the value

of healthcare for Rhode Island residents, illuminating how Rhode Islanders use the healthcare

system, the effectiveness of policy interventions, and the health of our communities.

HealthFacts RI collects, organizes, and analyzes health care data from nearly all major insurers

who cover at least 3,000 individuals in Rhode Island. This information allows users to
benchmark and track Rhode | sl andds bushanott h car e
possible, such as evaluation hospital readmissions, total cost of care, and utilization of

preventive or disease management services.

Through the Rhode Island SIM Test Grant, HealthFacts RI will be used to help the state better
understand the healthcare delivery system by:

Identifying areas for improvement and growth in the healthcare system;
Understanding and quantifying overall health system use and performance;
Evaluating the effectiveness of policy interventions; and

Assessing the health of communities.

=A =4 =8 =9

42

par

| mprove patientso heal tnmanabeitheieowalhealth anchibaltma bi | i t y

Sy



Most recently, the data vendor for HealthFacts Rl was reprocured and the contract was awarded
to Onpoint Health Data. The scope of work for this vendor includes continuing the data
aggregation work as well as assisting the state with setting up an analytics platform for
HealthFacts RI within the state data center. Additionally, the Data R eleaseReview Board has
received several applications for data and hasbegun to review data requests.

Rhode Island submitted an MMIS IAPD in December 2016 to support the move of HealthFacts
RI to the State Data Center and the implementation of analytics tools for Medicaid uses,
including to meet the new Access Monitoring Review Plan requirements. We recently received
approval for this IAPD plan, and expect to start transitioning HealthFacts RI from its SIM
funding and into Medicaid funding in May 2017. Fo r long-term sustainability, HealthFacts Rl
will change for responses to data requests.

Statewide Common Provider Directory

Payers, providers, and consumers alike need access to accurate provider information. This
information ranges from current name, add ress, and contact information, to specific health plan
network information or direct e -mail addresses. In order to maintain accurate provider
directories for facilitating payment, care coordination, data analysis (such as with the
HealthFacts RI), or health information exchange (HIE), each type of organization expends
considerable resources attempting to maintain their own internal provider directories.

Additionally, per |l egislation, Rhode I sl andds
regarding the visibility of their data: in emergencies only, for all providers, or for only specific
providers. Facilitating this |l ast option for

requires an accurate provider directory be in place. Finally, there is no central location from
which to quantify the number of providers within the state and to which organizations they are
affiliated.

Using SIM funds, Rhode Island has contracted with its state designated entity for HIE , Rhode
Island Quality Institute to build a Statewide Common Provider Directory, with an overall
investment of $1.5 million. The directory consists of detailed provider demographics as well as
detailed organization hierarchy. This organization hierarchy is unique and essential t o being
able to maintain both provider demographic and contact information, and their relationships to
practices, hospitals, ACOs, and health plans. The intent of this project is to:

1 Allow for the mastering and maintenance of provider info rmation and organizational
relationships to only occur once in the state in a central location;

1 Provide a web-based tool that allows a team of staff to maintain the file consumption
and data survivorship rules, error check flagged inconsistencies or mapping
guestions, and manually update provid er data or enter new providers;

1 Develop and institutionalize the appropriate data mastering and maintenance system
to allow for useful data export via a flat file to ensure readiness for aJune 2016
launch;

1 Provide iterative data exports that allow for hospitals, payers, and state agences to
incorporate the centrally -mastered provider data within their own databases; and

1 Increase data availability and transparency with a provider portal and a consumer
portal. The design of these pottals will take place in 2016, with the anticipated go-
live in 2017.
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The first phase of the Statewide Common Provider Directory has been built and includes
mastering and validation of over 10,000 providers (mostly MD, DO, NP, PA) and 3.500
behavioral health providers. Many additional data sources to supplement the accuracy and
completeness of the provider data are in progress. Several Statewide Common Provider
Directory extracts have been released to external organizations and state ageries at this time.
The work to develop and launch the public web portal has with a soft launch anticipated in mid -
2017. A Provider Directory advisory committee consisting of community partners, SIM staff and
state agencies has beemctively guiding the work of this project, and the SIM Steering
Committee has been fully briefed on its progress.

Since SIM Funding for this project ends at the conclusion of the contract in the Summer 2017,
the State included additional development and implementation work in the HITECH IAPD -U
submitted in December 2016. We have received approval and are currently in the process of
setting up this new funding mechanism to allow for a smooth transition.

Rhode | sl anddés I ntegrated Health and Human
Rhode Island lacks a modern system for integrating person-level information across our

EOHHS agencies (Medicaid, the Department of Behavioral Health, Developmental Disabilities
and Hospitals (BHDDH), the Department of Children, Youth and Families (DCYF), the
Department of Human Services (DHS), and the Department of Health ( RIDOH)), and then
turning that holistic information into action. These agencies share a mission of providing
essential services, safety net support, and public health promotion, while often serving the same
people and collecting substantial amounts of data on these beneficiaries. If we are able to
combine and better analyze these data, we can obtain critical information about the needs of our
population, the effectiveness of our programs, and how to responsibly spend valuable public
resources.

With funding from SIM, Rhode Island will take informed, project -based steps that reflect
iterative learning and sophistication to build our new data ecosystem, integrating data across
our agencies and driving policy with those data. Rhode Island is planning a light, simple and
adaptive solution.

Our plan has been tobuild on a recentassessment of our entire data ecosystem, which includes
our current data warehouse and our processes for collecting, managng, and using data, as well
as lessons learned from other states.

With the completion of the assessment of the current EOHHS databases complete, state and
SIM staff have begun discussing the best approach on how to design an easy to support and
sustain EOHHS Data Ecosystem. The plan is to pursue a catered, agile data wahouse
approach, which means that the Ecosystem will be developed in short sprints to answer specific
policy questions, by bringing in only the specific data elements required to answer the question.
The advantages of this approach are that there is lessipfront development work, the extensive
data quality and cleansing work that would be required will only be performed on data that will
be used, and we will be able to adapt and respond to changing needs and experience as we go.
Some components oftechnical infrastructure have been preliminarily designed and will be
tested through a prototype to be completed by Fall 2017. The prototype as well as discussions
with other state agencies and learning institutions in Rhode Island, will help us design an RFP
that will meet our needs as we begin growing the EOHHS Data Ecosystem in the coming year.
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SIM Evaluation
There are three parts to our SIM evaluation plan:

1) SIM leaders and staff are participat ing in the Federal evaluation being undertaken by
RTI. We havehad one site visit in Rhode Island, one round of phone interviews of
our key informants with the RTI evaluators, and regular monthly communications
(including emails and conference calls) with the RTI Evaluation Team.

2) SIM has contracted with the University of Rhode Island (URI) for our State-based
evaluation, with a three-year commitment of approximately $700,000 . URI will be
focused on studying the effectiveness of our overall program, as well as a select set of
interventions (e.g., Pedi-PRN-Child Psychiatry Access Project).

3) SIMis also carrying out regular in -house performance monitoring and evaluation of
our program, tracking the milestones and metrics we have identified in our planning
process.

URI is in the last stages ofwriting our full Overarchin g Mixed-Methods Evaluation Plan (both
gualitative and quantitative) f or our Steering Committeeds review :
ensure that our State-led evaluation efforts arecomplementary to the Federally-led evaluation,

but not duplicative.

We will rely on our in -house evaluation to gather routine information that we must report to
CMS and CMMI. Having our professional evaluator allows for a deep dive into those topics
where we do not have the expertise or tools to carry out a particular type ofin-house evaluation.

Since the inception of this contract in December 2016, URI has:

9 Listened in on SIM activities to understand our programs and process.

o Evaluators join SIM staff on the monthly RTI Evaluation Team calls, attend
monthly SIM Steering Committee Meetings, participate in our Quarterly
Vendor and Partner Meeting, and are helping us define evaluative roles for
SIM Core and vendor staff.

9 Finalized a draft of the Overarching Mixed-Methods SIM Evaluation Plan for review
with the SIM Interagency Team in April. One specific evaluation activity will be a
study on the Return on Investment for SIM -supported CHTSs (including the
Consolidated Operations Model aligned with SBIRT).

1 Implemented a collaborative partnership wi t h Br own Universityos R
SIM State Evaluation efforts.

1 Completed afirst draft of the Child Psychiatry Access Project intervention-level
evaluation plan.

We also want to note that another set of URI evaluator s are carrying out the evaluation of the

SBIRT ImplementationPr oj ect t hat i s f or 1@dTahdySBIRT Trajnimgeadd wi t h S
Resource Centerprocurement. The SBIRT and CHT evaluators work closely togetheron a

routine basis, therefore we are confident that they can collaborate on an effective review of the

project. To ensure this collaboration, we have convened both evaluation teams together on

several occasions.

Finally, as a part of our evaluation work, we had planned to carry out a Learning Collaborative
on Alternative Payment Models in use in the state. However, because of the potential
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duplication in meetings and discussions with the work OHIC is carrying out to review APMs, we
have replaced this with aprocess evaluation of SIM organizational dynamics (including our
culture of collaboration, which includes our Integration and Alignment work, and our

organizing principles, which also includes our unique staffing model).

Other System Transformation Components

Measure Alignment

Quality measurement and improvement are integral components of value-based contracting. As
value-based payment arrangements become more widely used in Rhode Island, it is important
to ensure consistency and coherence in quality measures, to ease administtive burden on
providers, and drive clinical focus to key population health priorities. Toward this end, in June
2015, the SIM Steering Committee charged a workgroup comprised of payers, providers,
measurement experts, consumer advocates, and other commuiity partners to develop an
aligned measure set for use across all payers in the state.

The first product for this committee was a menu totaling 59 measures. Included within the

menu were core measure sets for ACOs (11 measures), primary care providers (fieasures), and
hospitals (6 measures). In the fall of 2016, the committee reconvened to create two specialty
measure sets: maternity (1 core measure, 9 menu measures) and behavioral health (3 core
measures, 18 menu measures). The full list of measures irthe SIM Aligned Measure Sets
(including ACO, Primary Care, Hospital, Behavioral Health, and Maternity) are posted online.

Then, between July and Ocbber 2016, SIM convened two Specialist Measure Alignment
Workgroups to develop recommendations for maternity care and behavioral health measure
sets.

Through OHI C6s regul atory power, Rhode I sl and ins
updated SIM Aligned Measure Sets(above) beginning on or after 7/1/17. So asto align processes

between commercial and public payers and reduce administrative burden for providers,

Medicaid will also incorporate aligned measures in their performance -based contracts with

providers.

Regulatory Levers

Rhode Island is committed to using multiple regulatory and purchasing levers to advance the
policies described in the healthcare delivery system transformation plan above. All the state
agencies thatare a part of the interagency team are engaged in this work. Starting onPage

150, we have described the key regulatory levers held by our participating state agencies thatve
will use to help us reach our goals. For example, to facilitate us moving toward our goal of 80%
of payments linked to value by 2018, we will use OHIC's Affordability Standards. The standards
hold insurance carriers to specific standards to advance valie-based purchasing; promote
practice transformation and increase financial resources to primary care for population health
management; and around hospital contracting.

In another example, Medicaid contracts with Managed Care Organizations (MCOs) and pays
them a capitated rate for Medicaid enrollees across different programs. In turn, Medicaid
imposes conditions on the MCOs through contracting. The contracting conditions structure
how MCOs reimburse providers, measure quality, and support multi -payer programs, such as
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t he st atpayérpatienticertered medical home program. As stated in the Rhode Island
Healthcare Transformation Plan, Medicaid will use the MCO contracting mechanism to impose
specific annual targets for use of APMs by the MCOs, andlirectives to contract with credential
Medicaid Accountable Entities.

Over the first couple of months in 2017, SIM has worked with the Associate Director of the stae
Office of Regulatory Reform during the statewide effort to review i and if needed, revise or
deletei all regulations in the state. This major initiative is providing a new level of access to
information about current regulations and the regulation revision process in the state, since
agenciesare creating a single code of regulations that will be available online. SIM staff is
exploring opportunities for work across state agencies in aligning regulations to support SIM
aims.

Integration & Alignment Project

Rhode I slandés size provides us with engeset of
include an economy that must rely on a relatively smaller set of economic drivers than those

found in larger states, and a healthcare system that is thus a higher percentage of our economy
than in other states. However, our small size provides us with a number of positive

opportunities, including the strong relationships that we can build statewide between existing

and new interventions.

The number of federal- and state-funded initiatives listed beginning on Pagel24 of this plan
show that we do have a significant level of reform activities underway. It is often easier for state
departments to carry out the grants they have received or the statutory requirements they must
fulfill without taking the time to align with  other projects. However, the SIM Interagency Team
provides us with a forum to share this information and to ensure that state agency activities can
be as aligned as possible with each otheii to maximize the value of the interventions, serve
more people, avoid duplication, and save money.

opp

Therefore, wed et er mi ned t hat one of the main articul ated

project will be to pursue a new level of alignment and integration of our existing healthcare
innovation initiatives with each o ther, and with new SIM -funded activities. The SIM convened
workgroups bring people from multiple agencies and backgrounds into the same room to
collaborate and plan together. One major benefit of this collaboration is that needs of all

agencies are discssed during the planning phase of our projects, meaning that the result will be
more | ikely to meet each stakeholderoés needs.

For example, the Patient Engagement Workgroup has brought together a variety of stakeholders
including all our SIM state agencies and has helped usdetermine a clear set of the highest

priorities for patient engagement in the state. This allows all voices and needs to be heard and

will result in a very different end result than if only one agencies had determined the type of

patient engagement activitiesto procure. | t wi | | al so mean that i f an
chosen to be developed, representatives from that agency will have a better understanding of

why and may agree with the decision.

Several areas for alignment andcollaboration come from the Rhode Island Department of

Health (RIDOH). RIDOH ha s a wellestablished, evidencedbased Family Visiting program
which provides supports and referrals to pregnant women and mothers of children up to age 3.
The RIDOH team has offered to share best practices and lessons learned as SIM invests in new

47

ag


http://health.ri.gov/programs/detail.php?pgm_id=176/

Community Health Teams, which will also work to connect Rhode Islanders with community
resources and clinical suppat as needed.

RIDOH recently completed a Statewide Health Inventory , examining utilization of healthcare

services and the capacity of providers to offer needed care. Among the findings was aack of

consistent data about patient demographicsi providers rarely collected information about

patient race/ ethnicity arCdnnyssidnonaHealth Adeoagyardg e . RI DO
Equity has reported a similar lack of data on patient demographics. This data gap has made it

difficult to paint an accurate picture of existing health disparities. To address this issue, the SIM

team plans to develop standard demographic ard social determinants of health-related data

requirements in all of its procurement contracts. In addition, the Measure Alignment

Workgroup will consider adding the same or a subsection of those measures to its core measure

set.

RIDOH is also in the process of developing a standard set of metrics to evaluate its Health
Equity Zones (described in detail on page 132 of this plan) and its other Community Health
Assessment projects. Instead of developing a different set of metrics, RIDOH will use the SIM
population health measures and metrics described in the IPH to guide our evaluation work.

Another example that we have described elsewhere in this document is the system
transformation goals set by OHIC. When Medicaid began to build its Accountable Entity
program, SIM set up a dialogue between the two agencies resulting in Medicaid adopting
OHI C6s | anguage on APM i mplementation.

One last example is our collaboration on the Provider Directory. The Provider Directory will be
a very versatile tool that servesa variety of clients, including state agencies, consumers,
providers, payers, and numerous organizations. Collaboration and alignment across agencies
helps to prioritize certain functionality when many ideas come to mind.

One proposed Provider Directory collaboration has the potential to address the prevalence of
obesity in Rhode Island. As the Population Health consultant vendors explored initiatives to
reduce obesity in Rhode Island, local experts mentioned that doctors are often reluctant to
diagnosis patients, especially children, with obesity. This reluctance comes from a lack of
knowledge about how to refer their patients to weight reduction experts. As a result, the SIM
team will propose prioritizing nutritionists an d dieticians among the specialists to include in its
Provider Directory. This addition will give physicians the ability to quickly find licensed experts
who can help their patients reach a healthy weight.

In addition, some discussion has begun about adding functions to the Provider Director y that
will help with care coordination and tracking at the practice level as well as referral system to
help route, track, and close the referral loop. An interagency team will help ensure that these
functions meet the needs of EOHHS, BHDDH, OHIC, RIDOH, and our community
stakeholders.

In addition to optimizing alignment and collaboration as we implement projects like the

Provider Directory, in year 2 we decided to create what we are calling the Integration and

Alignment I nitiative, which is focused on | everaging
stakeholder network to have positive impact on population health. This initiative began with the

realization that while SIM investments focused more on system change than population health

improvements, state agencies and community organizations in Rhode Island are already
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carrying out activities that have a positive impact on population health, specifically in our health
focus areas. We agreed that SIM was well positiord to act as a convener of these state agencies
and community groups. The Integration and Alignment project identified state activities that
address population health within the SIM health focus areas, and line them up with each other-
and with projects and activities outside of state government as well, to move the needle on
population health and maximize the impact of every dollar spent.

Through an iterative process, SIM held discussions with state leaders, agency staff, community
stakeholders, and subject matter experts. Between August andDecember 2016, state staff
proposed, researched, refined, and critically assessed several Integration and Alignment
Collaborations designed to improve population health with in one or more of our health focus
areas: desity, tobacco use, chronic disease, maternal and child health, depression, children
with social and emotional disturbance, serious mental illness, and opioid use disorders. Three
projects emerged as leading priorities:

A Chronic Diseasei ldentification of high-risk patients;
A Tobacco Usei Aligning best practices; and
A Obesityi BMI data collection .

In January 2016, we took these project concepts to the SIM Steering Committee and asked for
their strategic guidance about which two to pursue. ldentificati on of High-Risk Patients
emerged as a clear priority, and the other two projects were tied in importance.

SIM staff appreciated the Steering Committeedbds in
Projects associated with obesity and tobacco and workel with subject-matter experts and state

agency colleagues to explore potential strategies for moving these forward. These are discussed

in more detail in the SIM Alignment with State and Federal Initiatives section.

This alignment will stem from good, ongoing communication between agencies, facilitated by

the SIM process that has been embraced by seven state agencies to this point, and can be joined
by other related state departments. For example, as SIM builds up its activities on social and
environmental determinants of health, we will be reaching out to the Departments of
Environmental Management and Transportation. Both departments already have engaged with
RIDOH as members of the RIDOH Commission for Health Advocacy and Equity.

Over the next three years, we have the opportunity to bring their topic areas into the larger SIM
portfolio, to I|Iift up the types of conversations
orientation to state government i i.e. the importance of play space for youth to counter obesity

and more public transportation to medical practices as a facilitator of health access.

Our high-risk project is moving forward with OHIC as the lead, and a broad range of staff from
OHIC, RIDOH, and BHDDH are meeting to plan the tobacco project. We will be developing
metrics to evaluate our Integration and Alignment work in Award Year 3.

Workforce Development

In June 2016, EOHHS launched a Healthcare Workforce Transformation (HWT) planning

process to assess Rhode I slandbds current and proj
educational capacity, and to identify priorities and strategies to align healthcare workforce

education and training programs with the objective
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Transformation Program (HSTP). We describe the work briefly here and in more detail in the
Healthcare Workforce Transformation section below, on page 144.

The HWT processinvolved the active participation of more than 250 healthcare partners
representing providers, educators, policy-makers, payers, community-based organizations,
advocates, professional associations and labor organizations to identify the knowledge, skills,
training, and experience that will be needed by the current and future healthcare workforce to
support health system transformation.

This initial phase of the EOHHS HWT ini tiative culminated in early May 2017, with the

publication of the EOHHS Healthcare Workforce Transformation Report, which includes data

(labor market, education, and licensure), best practices (national and local), a compendium of
Aitransformatived occupations, and an inventory of
inRI. Mostimportantly, the Report identifies three over
support for, and development of, the healthcare workforce that Rhode Island will need to

achieve its health system transformation goals.

1. Healthcare Caree r Pathways: Skills  That Matter f or Jobs That Pay
Prepare Rhode Islanders from culturally and linguistically diverse backgrounds for
existing and emerging good jobs and careers in healthcare through expanded career
awareness, job training and education, and advancement oppotunities.

2. Home and Community = -Based Care
Increase the capacity of community-based providers to offer culturally -competent
care and services in the home and community and reduce unnecessary utilization of
high-cost institutional or specialty care.

3. Core Concepts of Health System and Practice Transformation
Increase the capacity of the current and future workforce to understand and apply
core concepts of health system and practice transformation.

In June 2017, EOHHS will convene a HWT Summit which is expected to be attended by over

200 healthcare partners. The Summit will feature presentations and workshops that will focus

on transformative healthcare workforce innovations from throughout the U.S. and Rhode Island

that are related to the priorities and strategies outlined in the HWT Report. The Summit will

al so serve to |l aunch the i mplementation phase of
will further engage healthcare educators (especially public institutions of higher education i

IHEs i via the DSHP processes) and healthcare providers (especially Accountable EntitiesAEs-

also via the DSHP process) to address healthcare workforce transformation priorities and health

system transformation goals.
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SIM Component Summary Table

Table 3 : Component Summary Table

This table has been updatedwith new metrics, and to avoid duplication, with page number
references for component descriptions. The Drivers have remained the same.

SIM Component Summary Table

Component &
Activity/ Budget
Iltem:

Planning and Governance

Description
of activities

Vendor
(If known)

Expected
Expenditures

Primary Driver

Metric

SIM Steering Committee | See Pages N/A N/A Create measurable N/A
29& 77 improvements in
Rhode Islander's
physical and mental
health.
SIM Project Director and | See Page 73 N/A $3,000,000 Create measurable N/A
Staffing Across Five improvements in
Partner Agencies Rhode Islander's
physical and mental
health.
Project Management See Page 29 | University of Original amount - Create measurable N/A

Massachusetts | $1,600,000. improvements in
Medical Updated Amount: | Rhode Islander's
School $1,421,329 physical and mental
Cost savings of health.
$178,671 to be
allocated.
Rhode Island Health System Transformation
Transformation through See Page 90 | N/AT Carried | In-kind by OHIC Create measurable Percentage of payments
regulatory action and out by OHIC and Medicaid improvements in made under an APM.
payment reforms and Medicaid Rhode Islander's

physical and mental
health.

Percentage of payments
linked to value.

Investing in Rhode Island's Healthcare Workforce and Practice Transformation

Community Health
Teams (Linked to
SBIRT) & the SBIRT
Training Center

See Page 31

To be
determined
through a
competitive
RFP process

$2.000,000 for
CHTSs; $480,000
for the SBIRT
Training Center

Maximize & support
team-based care
Better integrate
behavioral health into
primary care

Investments in Rhode

Island's Healthcare
Workforce

Number of active SIM-
funded CHTs

Percent of new, SIM-
funded CHTs actively
seeing patients

Number of unique
practices utilizing new,
SIM-funded CHTs

Number of CHTs
participating in the
statewide CHT
consolidated operations
model

Percentage of completed
data reports submitted by
consolidated operations
team

Number of provider
trainings delivered about
practice transformation
and CHT benefits

Percentage of tools and
assessments made
available to all CHTs in RI
that are adopted by
intended CHT recipients

Percentage of patients
referred to applicable
CHTs who received
services (A: SIM-funded;
B: Non-SIM-funded)
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SIM Component Summary Table

Component & Vendor Metric

(If known)

Description
of activities

Expected
Expenditures

Primary Driver

Activity/ Budget

Item:

Percentage of patients
referred to and seen by
applicable CHTs who then
enrolled in CurrentCare

Percentage of patients
referred to and seen by
applicable CHTs who then
received an annual
influenza vaccination

Number of Community
Health Workers certified
through the Rhode Island
Certification Board

Percentage of CHTs
employing Certified
Community Health
Workers

Number of patients in
provider panels with
referral ties to SIM CHTs

Percent of RI residents
with access to CHT (SIM
funded + Existing)

CUM # of providers who
have been trained in
SBIRT

Child Psychiatric Access | See Page Emma $650,000 Maximize & support CUM # of pediatric
Program 34 Pendleton team-based care practices that have on-
Bradley Better integrate demand access to
Hospital behavioral health into pediatric behavioral health
primary care consultation services
Investments in Rhode | CUM # of pediatricians
Island's Healthcare who have on-demand
Workforce access to pediatric
behavioral health
consultation services
CUM # of pediatricians
who have received
consultation to provide
basic psychiatric
assessment and treatment
services
CUM # of patients served
under the Child Psychiatry
Access Program.
Practice Transformation - | See Pages Care $870,000 Maximize & support CUM # of practices
PCMH Kids & Integrated | 35 & 36 Transformatio team-based care participating in the
Behavioral Health n Better integrate pediatric PCMH program
Collaborative behavioral health into
Rhode Island primary care
(CTC) Investments in Rhode
Island's Healthcare
Workforce
CUM # of clinicians
participating in the
pediatric PCMH program
CUM # of patients
attributed to practices
participating in the
pediatric PCMH program
CUM # of practice sites
participating in integrated
behavioral health initiative
CMHC Provider See Page 38 | To be $1,200,000 Maximize & support CUM # of CMHCs that
Coaching determined team-based care received provider coaching
through a Better integrate
competitive behavioral health into

RFP process

primary care
Investments in Rhode
Island's Healthcare
Workforce
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SIM Component Summary Table

Component &
Activity/ Budget
Iltem:

Description
of activities

Vendor
(If known)

Expected
Expenditures

Primary Driver

Metric

Care Management See Page 39 | Rhode Island | $150,000 Maximize & support CUM # of CMHCs with
Dashboard Quality team-based care real-time ED and inpatient
Institute Better integrate dashboards in use
behavioral health into
primary care
Investments in Rhode
Island's Healthcare
Workforce
CUM # of providers trained
to use dashboards at
CMHCs
Integrated Population See Page 83 | University of Funded within the | Create measurable N/A
Health Plan Massachusett | Program improvements in
s Medicaid Management Rhode Islander's
School sub- vendor line for physical and mental
contractors subcontractor health.
The consultants
Providence
Plan
(ProvPlan)
and the
Technical
Assistance
Center (TAC)
Healthcare Quality, See Page 40 | To be $1,750,000 Maximize & support CUM # of health care
Reporting, Measurement determined team-based care organizations/practices
and Technology through a Better integrate sending data to the Health
Feedback competitive behavioral health into Care Quality
RFP process primary care Measurement, Reporting
Investments in Rhode and Feedback system.
Island's Healthcare
Workforce
CUM # of health care
organizations/practices
receiving data from the
Health Care Quality
Measurement, Reporting
and Feedback system.
Patient Engagement
Patient Engagement See Page 40 | To be $2,200,000 Provide access to Metric(s) in development.
Tools/ determined patient tools that
Advanced lliness Care through a increase their
Initiative competitive engagement in their
RFP process own care.
Provide access to
patient tools that
increase their
engagement in their
own care. Assist with
advanced illness care
planning
Metric(s) in development.
Increasing Data
Capability and
Expertise
HealthFacts RI See Page 41 | Freedman Original amount: Increase use of data to | # of publicly available
Healthcare, $2,039,673 drive quality and policy | reports released from
Onpoint, Updated amount: HealthFacts RI per year
$1,661,296.
Cost savings of
$378,383 to be
allocated.
# of applications/requests
for level 2 or level 3 data
extracts from HealthFacts
RI per year
Statewide Common See Page 42 Rhode Island | $1,500,000 Increase use of datato | CUM # of state agencies
Provider Directory Quality drive quality and policy | using common provider
Institute directory
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SIM Component Summary Table

Component &

Activity/ Budget
Item:

Description
of activities

Vendor
(If known)

Expected
Expenditures

Primary Driver

Metric

CUM # of private sector
health care organizations
using common provider

directory
Integrated Health and See Page 43 | To be $1,800,000 Increase use of datato | N/A
Human Services Data determined drive quality and policy
Ecosystem through a
competitive
RFP process
Other System
Transformation
Components
Measure Alignment See Page 45 | Bailit Health Included in Increase use of datato | N/A
Purchasing Project Manager drive quality and policy
Line Item
Regulatory Levers See Page 45 | Conducted by | N/A Create measurable N/A
staff improvements in
Rhode Islander's
physical and mental
health.
Integration and See Page 46 | Conducted by | N/A Create measurable TBD
Alignment SIM leaders improvements in
and staff Rhode Islander's
physical and mental
health.
Workforce Development | See Page 48 | Conducted by | N/A Maximize & support TBD
SIM Staff and team-based care
the Better integrate
Healthcare behavioral health into
Workforce primary care
Transformatio Investments in Rhode
n Committee Island's Healthcare
Workforce
Evaluation
Evaluation See Page 44 | To be $700,000 Create measurable N/A
determined improvements in
through a Rhode Islander's
competitive physical and mental

RFP process

health.
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SIM Sustainability Strategies

As the Rhode I sland SIM teambés efforts have shift
contin uing to design our sustainability model. In addition to addressing the sustainability of

each SIM component, we are planning to create an overall sustainability framework for our

overarching system changes and population health improvements.

Because weare a model testwith significant evaluation built in to our work , we do not yetknow

what specific initiatives will be the most compelling to sustain, or at this point, what will be the

best means for supporting each viable projectonce the grant period has ended Therefore, in the

coming year wewill establish a process for considering sustainability and evaluating potential
sustainabl e program el ements based on our experie

In Award Year 3, SIM will plan for ove rall sustainability by drawing on the following three
priorities:

1. Establish a SIM Sustainability Planning Workgroup
The work group shall consist of members of the SIM Core Team, Interagency Team,
and Steering Committee. This group will be charged with continuing research on
sustainability, reviewing and discussing the project updates and evaluations,
conducting an environmental scan of the supports available for sustainability,
exploring stakeholder entity readiness and willingness to sustain specific projects,
developing the transition plan for projects, and bringing data and recommendations
to the Steering Committee around sustainability.

2. Leveragethe L earnings from SIM Evaluations and Reporting
SIMwilluse theresultsf r om bot h the State Evalwuatords As
RTI federal evaluation to better understand the effectiveness and impact of each SIM
component. The State Evaluator will be conducting a qualitative analysis in addition
to a quantitative analysis, so perceptions of key stakeholders on the success or failure
of SIM projects will be captured, providing additional insight into the community
buy-in and long term viability of these projects. Tracking key metrics outlined in the
SIM Metrics Table will al so demonstrate whether SIM projects are successful in
meeting their intended goals.

3. Maintain the Culture of Collaboration
The SIM grant has been instrumental in cultivating a culture of collaboration in
Rhode Island, and the partnerships forged in planni ng and implementing SIM
projects will outlive the SIM grant cycle. We anticipate that by ensuring widespread
communitybuy-i n t hrough the Steering Committeeds g
I ntegration and Al ignment Proj ecughoutshed SI M6 s
lifetime of the grant, we will be able to garner support needed to sustain successful
projects.

The table below provides assessment criteria, sustainability proposals and measures of success
for the major SIM Components :
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Table 4 : SIM Susta inability Chart

SIM
Component

Goal/

Sustainability

What is Success by
SI Més end

Community
Health Teams
(Linked to
SBIRT) & the
SBIRT Training
Center

Primary Driver

Maximize & support
team-based care
Better integrate
behavioral health into
primary care
Investments in Rhode
Island's Healthcare
Workforce

Proposal

Collect data to determine cost
effectiveness of consolidated
operations and overall ROI. If
ROl is significant, would
pursue funding from ACOs,
infrastructure payments from
carriers (through negotiations),
or netted out of shared
savings.

With recent award of a
SAMHSA SBIRT grant, the
SAMHSA component of the
project is secured for just
under five years. Through the
last two years of SIM and the
longer SBIRT project, Rhode
Island will explore ROI, create
an ongoing train the trainer
program to ensure that the
program continues, work to
build it into provider coaching
for the CMHCs and other
formal Practice Transformation
initiatives, and explore other
forms of multi-payer support.

CHTs: Proof that CHTs provide
higher quality care and added-
value to the practices with which
they partner. Proof that CHTs are
an essential role for improving care
coordination and responding to
specialized needs within a less
restrictive setting. Elimination of
barriers, infrequent care, and lack
of access to preventive services by
CHTs are keeping individuals out
of the ED and/or avoiding
readmission.

SBIRT: Improvement in behavioral
health outcomes of people with
substance use disorders.
Increased access to screening
services for adults within primary
care/ health clinic settings,
emergency care/health clinic
setting, EDs and the Department of
Corrections. IT strategies in place
so providers can access and score
SBIRT questionnaires centrally or
through their own Electronic Health
Records and share SBIRT results
through Current Care for enrolled
individuals.

Child Psychiatry
Access Program

Maximize & support
team-based care
Better integrate
behavioral health into
primary care
Investments in Rhode
Island's Healthcare
Workforce

If the program is found to have
an ROI by reducing psychiatric
admissions, keeping children
out of more restrictive settings,
and building the capacity of the
primary care provider
community, we may be able to
explore opportunities to build
system capacity to support the
program, either on the payer or
provider (ACO or MCO) side.

Children with psychiatric needs are
cared for in thei
rather than in EDs or hospitals.
PCPs are more confident in their
ability to treat children with
behavioral health issues. More
integration between physical and
behavioral health in PCP offices.
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SIM
Component

Goal/
Primary Driver

Sustainability

Proposal

What is Success by
SI M6s end

Maximize & support
team-based care

If the 9 practices successfully
transformtomeet OHI C6 s
standards, health plans will
continue to support their
ongoing care management
and provide quality incentives.
Because health plans are
required to have 80% of their

At least 19 practices will come
through the initiative and be

working on transformation to meet
OHI Cb6s standards.

Increasing numbers of primary
care practices with integrated
behavioral health providers on-site.

PCMH Kids & Better integrate contracted practices operating
Integrated behavioral health into | as PCMHSs by 2018, they are Improvement in rate of screening
Behavioral primary care incentivized to continue their for anxiety, depression and
Health Investments in Rhode | support of PCMH Kids. substance use for persons served
Island's Healthcare by primary care practices that
Workforce Evaluation plan to help integrate behavioral health care.
determine cost savings from
reduced ED and inpatient use ED and inpatient savings through
and how those savings can be | reduction in behavioral health
deployed to sustain ongoing symptoms that drive medical/
behavioral health integration in | behavioral health utilization and
health care settings. cost
CMHCs will have the data they
need about patients just admitted
Maximize & support for hospital stays or being
team-based care . discharged from the hospital stays.
Better integrate One-time payment for With one in five hospital stays
Care behavioral health into dashboard development. having a behavioral health
Management rimary care CMHCs and Medicaid FFS component, this knowledge will
Dashboards P y CHT are expected to pay for P J 9

Investments in Rhode
Island's Healthcare
Workforce

maintenance.

allow CMHC staff or CHTs to
communicate with their patients, to
help patients follow discharge
protocols and avoid additional
hospital stays.

CMHC Provider
Coaching

Maximize & support
team-based care
Better integrate
behavioral health into
primary care
Investments in Rhode
Island's Healthcare
Workforce

The design of this program can
ensure that the investment in
provider coaching will be built
into the infrastructure of the
CMHC:s for up to 10 years.
This includes train the trainer 1
a ladder of training so that staff
turnover will not affect the
institutional knowledge. We will
develop training manuals that
can be consulted by staff, and
ongoing refresher courses
throughout SI Mg

CMHC staff learn to incorporate
health care coordination into their
behavioral health practices, with
demonstrated results to include, for
example, reduction in rates of
smoking, reduction in BMI,
increased evidence of healthy
eating habits and participation in
regular exercise. Overall increase
in self-reported quality of life and
decrease in expensive inpatient
care. (This is a reworking of the
primary driver in this case,

because instead of integrating
behavioral health into primary care,
we are integrating primary care into
behavioral health.)
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SIM

Goal/

Sustainability

What is Success by
SI M6s end

Component

Primary Driver

Maximize & support

Proposal

We expect that this feedback

Providers will have the data in a
format that allows them to easily

gizlﬁ?care team-based care system will be of significant use it for reporting quality
Y, Better integrate use to providers transitioning measures, quality improvement,
Reportin
Megsure?ﬁent behavioral health into | to QPP i and that they will find | learning about best practices
primary care it cost-effective to pay for its among peers, and whole-person
and Technology . . i .
InvestmentsinRhode | ser vi ces af t er | careoftheir patients. Consumers
Feedback , : . ) - :
Island's Healthcare investment to build and refine will have access to quality
System . . .
Workforce it. transparency to increase their
engagement in healthcare choices.
Patient Engagement i While the
Patient Engagement i We will | specific goals for patient
create the sustainability engagement will be developed as
models as we continue our we continue procurement, our
Provide access to planning and RFP creation for | overall definition of success will be
atient tools that patient engagement. We will that patients are more able to take
ﬁ’ncrease their also ask our vendors to build in | ownership of their care and
engagement in their srlljs_talnabllltyrgl)lannlng into improve their health.
Patient own care their approach. . s .
) End-of-Life Initiative i We will see
Engagement/

Advanced lliness
Care Initiative

Assist with advanced
illness care planning
by promoting end-of-
life conversations in
the primary care
setting.

End-of-Life Initiative 7 Just as
we plan for the Practice
Coaching at CMHCs to create
long-term capacity within the
agencies, we will build in a
significant train the trainer
program to maximize the long-
term value of the training and
group support provided
through this program.

an increase in the number of
primary care provider/patient
conversations concerning advance
care planning, an increase in the
documentation of advance care
planning, a decrease in unwanted
utilization of services among those
with advanced illnesses, and
improved comfort levels among
providers and patients and their
families.
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SIM

Component

Goal/

Primary Driver

Sustainability

Proposal

What is Success by
SI M6s end

HealthFacts RI

Increase use of data

Datasets from HealthFacts Rl
will be valuable for various
research projects, business
analytics, and informing
healthcare policy. This data is
also critical to Medicaid and as
such, RI recently received
approval of a 5 year IAPD to
receive Medicaid enhanced
match funding for the
continued development and
implementation of analytics
through a Business
Intelligence tool so that state

Datasets will be used by state staff
to meet Medicaid needs. We will
also share data with customers
through an efficient data release
process, expanding the

;\Ilf{ng(z)erdC?aim; 1 to c_irive quality and staff can directly access anc_i possibilities _for learning we can
Database) policy analyze the_ data for l\/_Iedl_cald have collectively as a state from

and to continue to maintain the data. Consumers have access

and operate the database for to cost data to inform healthcare

Medicaid purposes. decisions and increase

Additionally, given the value of | engagement in their care.

the data it will likely be desired

by other interested parties.

These interested parties will

need to pay for the data

requested and this supports

the Medicaid requirement to

cost allocate the use of the

system if users beyond

Medicaid want to us the data.

SIM is funding the initial build

and data model design for the

provider directory. Given that Meaningful and accurate provider

the provider directory also directory that tracks organizational

supports health information relationships over time and

exchange needs among and supports the stat
Statewide between providers,_we ha\_/e communi t y_() s nee d s
Common Incre_ase use of data secured 90/10 funding during can search for prov_lders in one
Provider to erve quality and the next 18 months to place to meet a variety of needs,
Directory policy complete the development of such as selecting a health plan,

the system including the
provider portal for updating
their own information as well
as mastering additional types
of providers. When fully
operational, RIQI will provide
extract files for a fee.

finding a physician that can speak
their language, etc. Overall it is
very important that stakeholders
have confidence in the accuracy of
the data.
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SIM
Component

Goal/
Primary Driver

Sustainability

Proposal

What is Success by
SI M6s end

Integrated Health

Increase use of data

The initiative aims to identify
program strengths and
weaknesses and assure that
the State government is using
data driven decision making
when investing in and
supporting programs to meet
the needs of t
population. If ROl is proven

r

Several critical EOHHS data sets
are linked at the person level.
Vendor has built a scalable and
transferrable master client index.
The newly integrated data is being
used to enhance the structure and

and Human to drive quality and and project leadership are interventions of ACOs and AEs.
Services Data - . . The integrated data is being used
Ecosystem policy f on f ' dhe nt i f? e to more holistically measure
0 maintain t € system & er population health and potential
the vendpr exit, the state will high-risk clients who are
?oczs\gt?c}r?sl?r?tcc)n r?k?t;ag;irtlg?al unattributed to an ACO orlwithin an
budget and leverage the ACO and showing excessive use
: X of acute or unnecessary services.
capital budgeting process to
fund future hardware and
software needs.
Rhode I sl andés
transformation plan exists
within the regulatory structure
of OHIC and Medicaid. SIM is
preate measurgble providing ways to more fully
System improvements in integrate the two sectors, 1o A health system where 80% of
Transformation Rhode Islander's carry out significant ' payments are linked to value and
physical and mental - 50% are under an APM.
health. evaluatlons.of the. .
transformations with evaluation
dollars, and to lift up the
system changes to a wider
audience.
Rhode Island has been
working with CMS to secure
DSHP funding for_ workforce A workforce system more prepared
Create measurable development for five years ) L
improvements in (see page 126). This funding o treat patients within the new
Workforce ‘ structures of value-based

Development

Rhode Islander's
physical and mental
health.

will allow us more time to build
in other forms of Medicaid
reimbursement and to continue
to explore the potential of
apprenticeships or similar
programs.

payments, integrated behavioral
health, and transformed primacy
care.
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SIM

Component

Integration &

Goal/

Primary Driver

Create measurable
improvements in
Rhode Islander's

Sustainability

Proposal

The structure of our staffing 1
that we have embedded SIM
staff members in each agency
rather than having them work
out of one SIM office T means
that we are purposefully
sharing the SIM integration
and alignment priorities
throughout state government.
Our Integration & Alignment

What is Success by
S| M6 s

SIM activities are carried out
effectively and are seamlessly
melded into other state agency
work. State are aware of the

end

Alignment physical and mental project will also allow us to use | functions and duties of each state
health. these additional two years with | agency, and communication flows
significant state staff to freely between agencies.
cultivate relationships among
state agencies and between
state agencies and private
community organizations that
can continue beyond the SIM
grant period.
A deep understanding of our
system changes, how APMs will
continue to work to drive down
costs, and a guide to what SIM
activities should be continued with
Evaluation N/A state or other funding, and

feedback on the success of our
SIM organizational model that will
inform decision making about the
post-SIM governance structure for
projects that that are being
sustained.
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Risk and Mitigation Strategy

Rhode Island has been pursung health transformation for many years, and the SIM Test Grant

builds on prior research, policy, law, economics, regulation and clinical innovation in healthcare

reform. As a small state, we have the opportunity to work closely with stakeholders statewide,
ofteninface-to-f ace encounters. As webve noted throughout
strong tradition of collaboration between federal, state, local, academic, business, and

community stakeholders to identify issues and seek collaborative solutions.

Accordingly, we have beenaware of risks and issues thatmight have affected the success of the
SIM Test Grant project in the state, and have worked actively in the past yearto mitigate those
risks.

As a result, few of the risks have materializedas issues, and as the program has moved into
implementation, a number of the risks have been downgraded as the program has matured. The
single class of risk that has materialized across multiple instances as we forecast and reported
over the past yea® has been delays in procurement. We were able to mitigate that to some
degree by conducting frequent work sessions and engaging in close communication with the
other state entities responsible for various approval processes. With experience, we have
managed to minimize delays within the team, and the last two quarters have seena significant
number of the SIM procurements begin implementation.

Implementation -dependent risks have not had a chance to materialize, since many of the

projects have just entered implementaton. They i nclude fAChall enges to ac
program outcomeso and AProject i mpltosaeskdtaret i on doe
being actively monitored by SIM staff across the projects.

Approach

The Rhode Island SIM team has createda risk and mitigation matrix based on standard project
management practice, where each risk is assessed based on likelihood of occurrence, impact of
occurrence, and assigned a 45 (low-high) scale value. The likelihood and impact are multiplied
to produce a risk score. These scores have no intrinsic meaning, other than to allow relative
comparisons of risks.

Risk Mitigation Principles
The following are the general principles that Rhode Island SIM proposed last year andthat we
are continuing to use to address project risks:

1 Involvement of a diverse group of stakeholders , With significant
communication
By engaging stakeholders across the spectrum of our work, we increase our ability to
call on subject matter experts for assistance in our projectsi and decrease the
chances that we will encounter problems that we cannot solve. All SIM activities
foll ow Rhode I sl andés Open Meetings | aws, en:
transparency of meeting proceedings. This year, community participation has been
heavy, and moststakeholders attend regularly. We have not experienced any issues
resulting from lack of involvement or input .
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1 Robust and active project management.

Project management was at the top of Rhode

consultants to assist with the SIM Model Test Grant, and the teams are following
project management best practices in developing, managing, and tracking activities.
Moreover, we have implemented an oversight structure for the SIM investment
projects that will ensure that the SIM staff managing the vendors can provide active
monitoring and controlling of risks during the project lifecycle.

1 Following evidence -based practices.
We have engaged experts in population health planning and behavioral health
planning, as well as measure development and other technical specialties for SIM.
Their expertise is being heavily leveraged in researching policies and best practices
that can be applied to Rhode Island from within and outside of the state.

Identifying and mitigating risks is an ongoing process. Periodic reassessment is the best means
for addressing currently unidentified risks. Success at early and active mitigation may prevent
later risks from developing. And while SIM leadership has been satisfied with our current risk
mitigation strategy, we remain alert to potential new risks during implementation. If we need

to define additional risk mitigation strategies , we will work through our Interagency Team.

Rhode Island has a unigue advantage for a project of this ske. A large proportion of the
stakeholders already know each other and have worked together previously on our long history
of healthcare transformation. This has made early SIM work well -informed, collaborative and
efficient. Points of view on issuesi even if people are not always in agreementi are usually
understood. Methods for problem -solving have been tested, and are effective.

Finally, one of the most significant mitigating factors is that the political leadership in the state
is well aligned around the issues and needs for Rhode Island, and they are prepared to work
together to meet those needs. As such, they have been strong supporterof the SIM Test Grant,
and we expect that support to extend throughout the life of the project.
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Risk Register

The Rhode Island SIM team identified nineteen key risks and the mitigation strategies to address them. They are ordered within Risk
Category, then by highest Risk Score in the following table.

Table 5 : Risk Register

Likeliho Impact Risk
od it will if it Score
occur | occurs

Risk Category/ (1-5) (1-5) (=Likeliho Mitigation Plan
Risk od X
Impact)
Procurement
1 | Deadlines for procurements Prioritize procurement in our work plan above other projects. The SIM team will
are missed work collaboratively and efficiently to minimize delivery time to Purchasing.

Purchasing process is lengthy;
funds cannot be disbursed and
applied to the objectives
sufficiently rapidly, making it
more difficult to achieve our
goals.

To that end, the SIM team:

1 Created a small procurement staff team dedicated to expediting the process
end-to-end.

1 Conducted initial exploration with all approving entities to ensure we
understand their rules and process

1  Met with Department of Administration leadership to engage them in grant

5 4 20 goals and get their commitment to timely purchasing and contract
administration

Current contractors will be enlisted for support in any processes where there is

not a conflict of interest.

Update: These mitigations were consistently applied, and while there were

delays, many procurements have closed in the last two quarters.

We also received permission to handle some procurements at the

Executive Office level, rather than at State Purchasing, which has provided

some additional flexibility.
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Risk Category/
Risk

Protracted contract
2 | negotiations once a vendor is
selected

Likeliho
od it will
occur
()

Impact
if it
occurs
(1-5)

Risk
Score

(=Likeliho
od X
Impact)

16

Mitigation Plan

Send out state contract template/terms and conditions with RFP and request that
vendors identify what issues they have with the state contract and alternative
language when they submit their proposal so the state can be prepared ahead of
time for contract negotiations with the vendor.

Update: We have had delays with contract negotiations. Some were due to
complicated contracts, and others were due to timing issues with
attorneys. Applying lessons learned and advance preparation for contract
reviewers in advance has somewhat mitigated the risk going forward, but
the issues remain.

Inadequate bids on Specific
3 | RFPs

Provide thorough bid guidance in RFP. Conduct robust RFP distribution efforts
through current stakeholders and the wider state healthcare network

Update: Solicitations have been widely publicized, and this has not been
an issue to date.

Metrics and Measures

Project implementation does
4 | not work as planned

16

Hold regular internal evaluations to assess implementation and find problems
quickly. Work with stakeholders to find solutions to the problems without delay.
Update: This has not been an issue to date, but a number of projects are
just beginning implementation. We have established a robust project
reporting, tracking, and management system for our investments (#12,
below), and all vendors receive training to ensure a consistent approach
across the portfolio.

Lack of Data Availability to
5 | Meet Need

Aggressively pursue data availability early, to establish parameters of what is
possible. Work within the stateds cur
resources if necessary. Prioritize other data for acquisition at a later time. If there
is a lack of data about fnet nemiy or
benchmarks or targets, set targets and reassess at mid-year to determine they
reliability and validity. Work with stakeholders to assure access to data at the
provider and payer level.

Update: This has not been an issue to date, and we foresee no risk at
present.

Technology & Data

IT development lifecycle takes
6 | longer than expected.

12

Set realistic goals during the planning phase, prioritizing activities that must be
done by deadlines versus those that can wait. Use iterative IT development life
cycle process and implement incrementally so as to accomplish most critical
functionality first.
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Risk Category/
Risk

Likeliho
od it will
occur
()

Impact
if it
occurs
(1-5)

Risk
Score

(=Likeliho
od X
Impact)

Mitigation Plan

Update: Some delays have occurred on all of our successfully procured
HIT components due to IT development lifecycles, (including HealthFacts
RI, Provider Directory, and Care Management Dashboards). In each
instance, we have successfully worked with our vendors to manage the
risks and ensure that delays do not pose arisk to accomplishing our goals
by extending contracts and incorporating service level credits in new HIT
contracts to discourage future delays.

Technology does not exist to
support needs

Conduct thorough assessment of business requirements; make technical
selection based on priorities and cost benefit of build vs. buy.

Implement infrastructure that is extensible and scalable and can easily be
modified to meet users changing needs

Update: The assessments of business requirements as well as the use of
ONC TA through SIM has allowed us to accurately judge the industry and
issue RFPs for which technology already exists or can be developed.
Throughout all of our RFPs, we have encouraged the use of existing
technology which has allowed vendors to be creative and resourceful.

Technology or Data is Not in
Compliance with Standards

Identify standards before conducting technical assessment
Update: This has not been an issue to date, and we do not anticipate it
becoming one.

Privacy concerns disrupt
project plans or timelines

Involve the community of stakeholders in any decisions that may have privacy
implications and discuss the potential for duplication of data systems and
interfaces as a result of limiting data sharing. Seek to identify how widespread
the privacy concerns are to gauge the implications for moving ahead or not
and/or identifying alternate options for achieving the same goal.

Update: Privacy concerns have slowed some of the plans for our projects,
such as HealthFacts Rl and Provider Directory, however they have not
affected the overall success of the technology implementation.

10

Internal staffing lacks skills to
achieve goals

Assess current staff skill levels related to data analytics as well as IT
development, incorporate training opportunities for existing workforce, and in any
new hiring, choose new staff with needed skillsets to fill in gaps. Leverage staff
experience within stakeholder organizations.

Update: This has not been an issue to date.

Program Implementation
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Risk Category/
Risk

Challenges obtaining a no-cost
extension

Likeliho Impact Risk
od it will if it Score

occur occurs

(1-5) (1-5)  (=Likeliho

od X
Impact)

Mitigation Plan

We recognize that there are no guarantees for No Cost Extensions, but our
procurement delays (see Risk 18, below) make obtaining a no-cost extension an
important consideration so that we may get the full benefit of our investment
activities that we have approved with our vendors.

Projects falling at the end of the procurement cycle tend to be some of the most
complex and correspondingly have a significant likelihood of making significant
and durable contributions to Rhodavlll s
work closely with CMS to determine the best ways to allow these projects to

reach their full potential.

12

Challenges achieving our
expected program outcomes

Base solutions on evidence. Set clear, concrete goals for initiatives, with
achievable objectives and work with our subject matter experts and other
stakeholders to address challenges. Provide sufficient funding to achieve
success. Ensure robust quality assurance, measures, and metrics capture
mechanisms. Carry out regular monitoring of progress, tied to data on quality.
Update: This has not been an issue to date, but a number of projects are
just beginning implementation, and we will be alert for project delays or
issues with deliverables. Longer-term, we will be looking closely at
program outcomes, since evidence of success will be vital for
sustainability.
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Risk Category/
Risk

Vendors for SIM funded

13 | projects do not perform as
planned, e.g. timeline,
deliverables, quality, or budget

Likeliho
od it will
occur
()

Impact
if it
occurs
(1-5)

Risk
Score

(=Likeliho
od X
Impact)

Mitigation Plan

Each SIM vendor received Orientation and Training to give them a consistent
overview of SIM, and an overview of program management roles and process,
supported by a set of project management templates. This set included
templates for monthly reporting (monthly progress, next steps, and key strategic
decisions made, Gantt chart, milestone update, and key risks/issues for
escalation), as well as an Excel-based timeline. We have also provided Training
in Vendor Management 101 to all our Agency Project leads. This focused on
managing the key project variables of time, cost, and quality.

Our process for managing vendor progress includes:

1. Monthly calls with the vendors and Agency Leads 3-5 days after receipt
of the Monthly Report. An agenda typically covers these topics:

a. Progress made since the last call.

b. Receipt of deliverables as required and of required quality.

c. Actions planned for the next 30-60-90 days (or other relevant
time period). Challenges anticipated in that time period and
associated recovery plans.

d. Actions the vendor, agency lead, or others can take to remove
roadblocks.

e. Effects of the above on overall project timeline.

f.  Billing or other financial issues

2. SIM Staff provide updates at the first Staff meeting post their call with
the vendor. This short verbal update covers:

a. Allon track except (scope, schedule and deliverables, budget,
or resources)

Brief summary of what is not working and recovery plan

c. What help is needed and from whom
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14

Risk Category/
Risk

Lack of alignment between
federally funded projects and
difficulty aligning existing state
projects

Likeliho
od it will
occur
()

Impact
if it
occurs
(1-5)

Risk
Score

(=Likeliho
od X
Impact)

Mitigation Plan

1 Continue outreach to state agencies and community agencies with federal
funds, maintaining close contact with stakeholders

1 Increase sense of ownership by involving stakeholders in incremental policy
development process.

1 If funding is pursued through other sources, maintain contact with those

1 2 2 stakeholders.
1 Active, consistent engagement of executive leadership across the
Executive Office of Health and Human Services, OHIC, HealthSource RlI,
and the Governor's Office
Update: This has not been an issue to date.
Participation in SIM activities Make and set realistic goals for participation based on historical experience;
15 | by providers or patients does incorporate stakeholder outreach plans into vendor contracts; increase outreach
not meet expectations, 1 > > efforts if participation falls short of expectations.
reducing the chance of Update: This has not been an issue to date,andwe donod6t anti ¢
achieving expected outcomes becoming one. Participation has been strong by community
stakeholders, including community advocates and providers.
16 | Timeline or Timeframe Prioritize scope elements. Cross-trai n st aff in each ot hj
Interruption (e.g., staff iliness, 1 2 prepared to de-scope lower priority elements if needed.
other issue) 2 Update: This has not been an issue to date.
Staffing
Non-SIM Agency Infrastructure Agency staff from organizations that are not aligned with SIM priorities may not
17 | Staff be able to expedite processes, or seek accelerated decisions in order to
3 4 12 L . . ! . .
minimize SIM activities, including procurements and related financial and
contractual activities.
18 | Staff departuresi Project Our Project Director has made a commitment to the state to the end of the grant
Director period. While she is playing a significant role in engaging stakeholders and
facilitating the work of the SIM Steering Committee, the structure of the project
1 3 3 means that she has back-up from other SIM-specific staff and colleagues

throughout SIM participating agencies. We are also cross-training staff in the
Directordéds initiatives.
Update: This has not been an issue to date.
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Likeliho Impact Risk
od it will if it Score

occur occurs

Risk Category/ (1-5) (1-5)  (=Likeliho Mitigation Plan
Risk od X
Impact)

Staff departures i Other Staff As noted above, we are confident that our broad staffing structure and culture of

sharing information would make a staff departure manageable from a risk
perspective. Additionally, within our team (and noted in our timeline), staff have
been paired up for many of the SIM-related activities to ensure coverage in the
2 2 4 event a staff member departs the team and/or has a personal emergency and
may not be available during critical implementation times.

Update: This has not been an issue to date. The SIM team experienced one
staff departure last year for a position which was filled quickly. Other staff
in the host agency were able to take over the work during the vacancy.

19
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C. General SIM Operational and Policy Areas

This section of the SIM Operational Plan document describes core operational components of
the SIM Test Grant and discusses their alignment with the Integrated Population Health Plan.
Discussion items include but not limited to governance, stakeholder engagement, healthcare
transformation, payment delivery models, and regulatory authorities. Also included are cross -
cutting topics such as measure alignment, workforce development, health information

technology, and evaluation.
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SIM Governance

Governance and Management Structure

SIM Project Leadership

Rhode Island SIM is at heart a public/private partnership, as well as an interagency

collaboration. Therefore, its governance structure and decision-making authority is shared

among a coordinated group of people and agencies, managed by SIM Project DirectoMarti
Rosenberg. Hi red i n Oct officesits atide DFice ofthe HeallRo s enber g 6 s
Insurance Commissioner, and she reportsto both Commissioner Kathleen C Hittner, and the

acting EOHHS Secretary Anya Rader Wallack.

Ms. Rosenberg leads a staff team made up of individuals hired with SIM dollars and placed
within other State agencies. These staff members officially report to staff at each agency, but
come together in a team that meets weekly and works together on all SIM projects. In addition
to regular staff meetings, the team holds regular meetings specific to: communications,
outreach, and engagement; SIM workgroups; procurement; and vendor contract management.
The attached SIM Organizational Chart depicts the SIM staffing structure, including SIM
designated and other state staff who support SIM efforts and the UMass Medical School project
management team.

Thenextleveld SI M activity takes place within our Sl Md:
facilitated by Ms. Rosenberg. The Interagency team includes staff at various levels from all SIM
participating state departments, plus our Steering Committee Chair, Andrea Galgay. The SM
Interagency Planning Team is responsible for the strategic implementation of the project:
financial and planning oversight, organizing SIM goals and deliverables, overseeing stakeholder
engagement, and tracking metrics.

While regulatory promulgation an d procurement issues will continue to be carried out by state

government, the SIM Steering Committee is the public/private governing body for Rhode

Il slandés SIM project. The committeeds primary fun
goals, gprove the funding plan, and provide oversight over SIM implementation. The

committee meets monthly and is comprised of community stakeholders who represent health

care providers and health systems, commercial payers, state hospital and medical associatiors,

community -based and long term support providers, and advocacy organizations. We understand

that resting SIM decision -making in this public/private Steering Committee is unigue in the

country.

Another way that we benefit from the public/private partners hip nature of SIM is through our

Workgroups. The workgroups allow us to garner subject-matter expertise, receive stakeholder

and community input, and secure i mplementation re
efforts. The Steering Committee has approved four specific SIM workgroups around our key test

components to date and may request additional workgroups as necessary. Current workgroups

include Integrated Population Health Plan, Measure Alignment, Patient Engagement, and

Technology Reporting. The sope and nature of these groups will be further discussed in the

next section on Stakeholder Engagement.
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Governoros Office Engagement in SI M

In February 2013 Rhode Island was awarded a CMMI State Innovation Model Design Grant to

develop a State Health Cae Innovation Plan (SHIP). The then Lt. Governor Elizabeth H.

Roberts led the project known as Healthy Rhode Island, engaging multiple stakeholders to

review current state payment and delivery system reform initiatives; identify data sources and

baseline data for outcomes measures and financial analysis; and identify available and needed

policy lever changes. The resulting SHIP document defined the strategy and mechanisms for

moving Rhode | sl andbs healt-drivenaonmenuniye-based, andy sy st em
patient centered system.

With a change in administration in January, 2015,
Raimondo appointed Ms. Roberts as Secretary of the Executive Office of Health and Human

Services (EOHHS) where she continuedto champion the SIM effort in Rhode Island until she

left the position in February 2017. Now, Acting Secretary Anya Rader Wallack is helping provide

support for SIM.

Governor Raimondodéds office retains a strong conne
the SIM Interagency Team, the SIM Steering Committee, and the ability to attend SIM

workgroups. The SIM Project Director engagesinbirwe ekl y updates with Govern
to keep the administration aware of SIM activities and ensure coordination of effor ts across all

state healthcare innovation efforts.

Health System Transformation Project

On February 26, 2015, Governor Gina Raimondo issued Executive Order 1808, establishing the

Working Group to Reinvent Medicaid. In July 2015, the Working Group deliver ed a multi-year

plan for the transformation of the Rhode Island (RI) Medic aid program. In May of 2016, Rhode

Island submitted an 1115 Waiver request to CMS to implement the Rhode Island Health System
Transformation Project (HSTP) to support and sustain thi s transformation. CMS subsequently

approved this request in October of 2016, wi t h up to $129.8 million ava
use. The HSTP proposes to foster and encourage ts critical transformation of Rhode Island 6 s

system of care by supporting an incentive program for hospitals and nursing homes, a health

workforce development program, and Accountable Entities.

To be more effective, health care must transform at the level of the patient and provider. The

health care delivery system at thislevel of care cannot transform without a significant infusion

of new health professionals as well as retraining of the current workforce. In partnership with

the Rhode | sl andds State I nnovation Model (SI M) p
leadership to develop plans, policies, programs, and resources that align Rhode Island s

healthcare workforce education and training programs with Rhode Island6s heal t h syst em
transformation and population health goals .
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Figure 6: Total Health System Transformation Project Funding

Total HSTP Funding = $129.8 M
Preliminary Funding Details, SM

Other Programs®*
Hospital & Nursing 57.6
Facility
Transiticnal
Program $20.5

IHE
Health Workforce
Partnerships® 57.8

Project Evaluation
55.5
Accountable Entity
Program

Project Incentives $76.8

Management
5116

*Health Workforce Partnerships includes $5.4 M for Workforce Development and 52.4 M for Program Operations.
**Other Programs includes: Consumer Assistance, Wavemaker Fellowship, TE Clinic, Rl Child Audiology Center, and
Ctr for Acute Infectious Disease Epidemiclogy. Includes some unavailable funding.

Regulatory Authority

Our SIM leaders understand that one of the key tools that we have to implement our

transformation agenda are the regulatory levers that each participating state agency holds.
Examples of these leversar e OHI C6s rate review responsibilitie
Standards regulations. The Department of Health is responsible for licensing hospitals and

healthcare providers, and issuing Certificates of Need. Our specific plan for using regulatory

levers to meet our transformation goals is included in the Leveraging Regulatory Authority

section of this plan. Additionall vy, al | of Rhode
and updating current policies and regulations through the Office of R egulatory Reform (ORR).

SIM is engaging these State agencies in conversations around regulations that impact health

system transformation and population health within Rhode Island.

Staffing Roles and Responsibilities

Our SIM teams work together efficient ly, with clearly defined responsibilities, managed by
Project Director Marti Rosenberg. Each of our SIM -funded staff people were hired with specific
job descriptions laying out the work that they would do in their individual departments and

thus, the expertise and relationships they bring to the staff and interagency teams.

The following chart details how our staff roles and responsibilities are generally divided:
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Table 6 : Staffing Roles and Responsibilities

Roles and Responsibilities

Agency Staff Title

SIM

SIM Project
Director

Oversee the implementation of the SIM grant, managing the

staff and interagency teams, and staffing the Steering
Committee. Oversee the procurement of the SIM
transformation agenda, as well as the vendors hired to carry
out the funded activities. Serve as the SIM liaison to the
Governords office, agency di
|l eaders, and SI Més feder al p
assistance providers. In this leadership role, guide the Multi-
Sector/Multi-Agency alignment approach.

Behavioral Health,
Developmental
Disabilities, and
Hospitals (BHDDH)

SIM Project
Manager

Represent BHDDH on Interagency Team. Link behavioral
health to physical health change components and serve as
BHDDH lead on Integrated Population Health plan.

Oversee behavioral health transformation elements, including
managing procurement and implementation of projects such
as Community Mental Health Center Provider Coaching,

Child Psychiatry Access Project, and SBIRT. Carry out tasks
as team member on BHDDHO6s CCH
wi t h st a-basedl purchaainggaals.

Executive Office of
Health and Human
Services

HIT Specialist

Represent the HIT division of EOHHS on the Interagency
Team. Provide oversight to the implementation of the
technology components of our transformation agenda,
ensure that technology information and data are available to
SIM workgroups to weave in our HIT activities throughout all
transformation work. Assist with sustainability strategies to
ensure the continuance of HIT investments beyond SIM
funding.

Rhode Island
Department of
Health

Chief Health
Program
Evaluator

Represents RIDOH at, and assists SIM in leading the SIM
Interagency Team. Oversees the creation and
implementation of the State Health Improvement Plan,
ensuring alignment with the physical and behavioral health
components of our transformation agenda. Participates in the
management and implementation of our Community Health
Team, State Evaluation, SBIRT Training and Resource
Center procurements. Provides oversight of strategic
partnerships, grant writing, assists with overall SIM project
management, and is a backup for the SIM Project Director,
as applicable. This position also provides coordination and
alignment with over an estimated 20 programs internally at
RIDOH.

HealthSource RI

Value-Based
Purchasing
Analyst

Represent HealthSource RI on the Interagency Team. Work
with commercial carriers, Medicaid, and others to help guide
the design of insurance plans, both QHP and Medicaid
Managed Care, in support of value-based care and our
transformation agenda. Also, lead HealthSource Rl in
reviewing and analyzing plan filings, and support the
exchanges implementation of approved plans. Advise
EOHHS efforts to develop models for value based
purchasing in Medicaid.
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Staff Title Roles and Responsibilities

Office of the Health | Principal Policy | Represent OHIC on the Interagency Team. Provide subject
Insurance Associate matter expertise and technical assistance to the SIM team on
Commissioner value-based purchasing, alternative payments models, and
the regulatory activity needed to achieve our transformation
goals. Provide technical expertise on practice transformation
for health system reforms, including how our funded activities
and uses of regulatory levers will help us reach our overall
system change goals.

Figure 6.1: SIM Staffing Chart

EXECUTIVE OFFICE OF HEALTH OFFICE OF THE HEALTH
AND HUMAN SERVICES INSURANCE COMMISSIONER
Anya Rader Wallach, PhD Kathleen C Hittner, MD

SIM PROJECT DIRECTOR*

SIM LIAISON (OHIC)*
Libby Bunzli

SIM LIAISON (BHDDH)*
Ann Detrick

SIM LIAISON
(HealthSource)*
Betsy Kerr

SIM LIAISON (EOHHS)*
Melissa Lauer

SIM LIAISON (RIDOH)*
James Rajotte

Marti Rosenberg

SIM LIAISON (HSTP)
Rick Brooks

SIM LIAISON (Medicaid)
Debbie Morales

SIM LIAISON (DCYF)
Susan Lindberg

SIM LIAISON (SBIRT)
Janie O’Donnell

SIM CONSULTANTS
Various

*Asterisk denotes SIM-Funded Staff
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Stakeholder Engagement

Rhode | sl andbs Approach

Rhode Island hasalways valued the inclusion of public and private stakeholders in efforts to
transform our health care system. Our SIM Test Grant proposal was built on the intensive
stakeholder engagement that was a hallmark of the State Health Innovation Plan creation that
led to the SIM Model Design process.Expanding on the Healthy Rhode Island Stakeholder
Work Group of 150 participants, SIM has extended its reach to over 300stakeholders
representing state government, payers, hospitals, physicians, longterm-care and behavioral
health providers, community organizations, employer s, and patient advocates.

The goals and objectives ofthe SIM effort can only be attained through continuing a robust and
inclusive processthat engages our stakeholders Rhode Island is relying on its experience in
facilitating meaningful stakeholder engagement and the participation of an expansive and
representative group of participants to meet the challenges of health system transformation.
Under the Rhode Island SIM Test Grant, Rhode Island is continuing in that tradition and
implementing this grant in an open and transparent manner. Rhode Island is pursuing the
implementation with active collaboration within state government and in explicit partnership
with external public and private sector entities.

The success of RbsoGrantrdsts onaur dbditg to iBplavhent three
foundational changes in state government: improved internal alignment, explicit external
partnerships, and effective use of information technology. T o achieve these changes and meet
the objectives of the grant, Rhode Island must have engaged key stakeholders representing state
government, community organizations, payers, and providers.

Description of Stakeholders
SIM identifies our stakeholders in three working groups:

9 SIM Core Staff Team;
1 SIM Interagency Team; and
1 SIM Steering Committee.

SIM Core Staff Team

The Core Staff Team meetsweekly and is comprised of staff from the Executive Offi ce of Health
and Human Services, the Department of Health, HealthSource RI, the Department of Behavioral
Health, Developmental Disabilities, and Hospitals , Medicaid, and the Office of the Health
Insuran ce Commissioner. SIM project director Marti Rosenberg is responsible for
communicating with the Center for Medicare and Medicaid Innovation (CMMI) and organizing
the goals and deliverables of the SIM Statelnteragency Team, including development of project
materials.

SIM State Working Group & SIM Interagency Team

At the beginning of the SIM grant, Rhode Island had a multi -agency team identified as he SIM
State Working Group that met on a weekly basis comprised of staff from EOHHS and OHIC.
The team was responsible for the implementation of the SIM Grant with the original charge to:
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1 Pursue the goals related to improved coordination of regulatory, fiscal, and policy
levers;
1  Work with other entities to ensure state efforts on data collection, rep orting, and
analyses are integrated and not duplicative; and
1 Lead the transformation of state health and human services agencies, operating in a
well-coordinated, cost-effective, transparent environment that is focused on the
people of Rhode Island and thei mpr ovement of the statebs heal

In May 2015, the Working Group expanded to include core staff members and additional agency
leads to createthe SIM Interagency Team. The Team continues to evolve and expand, including
additional staff member participation from the following state departments: Behavioral Health,
Developmental Disabilities, and Hospitals , Children Youth, and Families; Executive Office of
Health and Human Services, Health; HealthSource RI, Medicaid, Department of Corrections,
and the Office of the Health Insurance Commissioner. Meeting weekly, the team is responsible
for the strategic implementation of the project, including organizing SIM goals and deliverables,
and tracking metrics. It is led by Marti Rosenberg.

SIM Steering Committee

The SIM Steering Committee is the public/private governingbody f or Rhode 1 sl andés S
project. Members fall into five categories: medical providers and systems, commercial payers

and purchasers, professional associations, consumer advocacy organizations, and state

government leaders.

The Steering Committeeis charged with setting the strategic direction and policy goals. While
regulatory promulgation and procurement issues will ¢ ontinue to rest with the state
government, the Steering Committee exercises leadership discretion over the implementation of
the SIM grant. The current Steering Committee is comprised of several members of the original
Healthy Rhode Island Steering Committ ee (convened during the SIM Model Design process)
who were actively engaged in the development of the SIMGrant.

The official members of the Steering Committee are the organizations, and each organization
has identified an individual to provide guidance a nd subject matter expertise to the committee.
This person is expected to participate for the full four -year grant period i and if he or she is
unavailable for a meeting, is expected to ensure that an organizational representative attends in
their absence.Each stakeholder may also be asked to participate in a workgroup to be
established as required by theSteering Committee (See TableG2). Each stakeholder
organization is also expected to facilitate the transformation of the health care system and the
work of the Steering Committee as it relates to their organizations and the community at large.
They are also expected to assure coordination between their orgnization and the Steering
Committee.

The Steering Committee meets monthly (excluding a summer hiatus). All meetings are subject

to the stateds statutory open meeting requirement
Steering Committee agendas, minues, and supporting documents are also posted on the

EOHHS Rhode Island website. Members of the public are welcome and are given the

opportunity to provide comment at every meeting.

Table G3 provides a full li st of Steering Committee member organizations, their representatives
on the Committee, their workgroup participation , and rational for being involved.
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Steering Committee Leadership Transition

SIM Steering Committee experienced a change in leadership in the summer of 2016, with
Committee Chair Lou Giancola stepping down from his position after yearswith the project.
This transition provided an opportunity to bring in new leadership and vision t o the Committee
with the appointment of Andrea Galgay as Chair and Larry Warner as Vice Chair of the SIM
Steering Committee.

Chair Andrea Galgay is Director of ACO Development for Rhode Island Primary Care Physicians
Corporation, a 350-member, statewide multi -specialty physicians Independent Practice
Association. Vice Chair Larry Warner is the Healthy Lives Strategic Initiative Officer at the
Rhode Island Foundationd one of the nation's oldest and largest community foundations, and
the largest funder of Rhode Island's nonprofit sector.

Steering Committee Expansion

The transition in leadership provided an opportunity for the SIM Project director to reach out
individually to Steering Committee member organizations to asses their interest and desire
to continue to participate. This also provided an opportunity to evaluate any gaps in
representation at the table. As a result, all but one member recommitted, three organizations
replaced existing members with someone new, and sevennew members acceptedour invitation
to join the Steering Committee.

New Steering Committee member organizations included additional community clinicians,
consumer advocates, higher education, and housing:

Brenda Clement - HousingWorks RI;

Mary Dwyer, RN T Rhode Island State NursesAssociation;

Dean Gary Liguori - University of Rhode Island College of Health Sciences
James McNulty - Mental Health Consumer Advocates of Rhode Island;
Kathy Sullivan i Rhode Island Student Assistance Services

Tara Townsend - Rhode Island Parent Information Network ; and

Caroline Troise, MD.

= =4 =8 =4 -4 -4 -9

There Steering Committee Members replacedtheir organizational representatives:

Katherine Dallow, Blue Cross & Blue Shield of Rhode Island
Julie Lange i Rhode Island Health Center Association;

Kim O'Connell - South County Health; and

Tilak Verma, MD i Tufts Health Plan.

—- —a _a _a

Most Steering Committee member representatives participated in a formal orientation that
provided an in depth overview the project.
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SIM Outreach and Engagement

Outreach and Engagement Strategic Plan

One of SI M6s top priorities is to engage current
paying close attention to how we communicate with each of these entities. The SIM outreach,

engagement and communications strategicplan has two main components: Healthcare Reform

Messaging and Coordination, and Priority Stakeholder Engagement and Outreach.

Given the ever-changing political climate, SIM recognized the need to have a consistent message

regarding healthcare reform, and for that message to be aligned with other health-focused state

agencies. Engaging communication directors at the Executive Office of Health and Human
Services(EOHHS), SIM began this alignment work through sharing existing SIM initiatives and

learning more about how health system transformation is being described and talked about

across state agencies. Furthering the spirit of collaboration, SIM staff members have begun to

participate in the monthly Health Communications meetings with communication directors

from each EOHHS agency and is spearheading an ini
office and other non-health state agencies in message alignment.

To maxi mize SI MO6s relationships and reach within
for identifying potential stakeholders, determining the rational for engaging them, how and

when to engage them, and how to ensure that we are maintaining ard strengthening existing

relationships. SIM staff identified three priorities for stakeholder engagement and outreach:

1 Strengthening and maximizing engagement with agencies with whom SIM is already
working with;

1 Focus on spreading the word throughout the state about SIM investments, including
but not limited to the Provider Directory, Community Health Teams, Child
Psychiatry Access Project, and end of life planning; and

9 Foster new relationships that are not health specific but influence health system
transformation such as Rhode Island Department of Education, Rhode Island
Department of Transportation Authority, Department of Labor and Training, and the
Chil drends Cabinet.

SIM Slide Deck

A significant amount of S| M6 s emgaging coranwhity graupsol ves p
The SIM team developed a comprehensive presentation that condenses the Operational Plan,

Integrated Population Health Plan, and the achievements of SIM to date into a twenty to thirty -

minute presentation that can be presented by any member of the core staff team. The slide deck

highlights the history of SIM in Rhode Island; the inter -agency, inter-disciplinary, and public -

private make of up Rhode I sland SIM stakehol der s;
achieving health system transformation; where SIM is investment in system change or

population health improvements; and how to become involved in SIM work. The slide deck has

been used for community presentations, and shared with Steering Committee members who

were encouraged to distribute and use it within their own organizations.

Increasing community and strategic partner awareness of SIM is a key part of our
Operational Plan goals. Since the development of the SIM slide deck, SIM staff members
have given over32 presentations between September 2016 and April 2017. The decks
available here and a full list of presentations can be foundhere. We have also turned the
deck into a Fact Sheet, foundhere. Outreach has included presentations about SIM to other
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groups as well as including community stakeholders to share their work and engage in
concrete discussions on where our work interests and action steps.

Workgroups

The Steering Committee has commissioned four of our own Workgroups to provide subject-
matter expertise, community input, and recommendations for action. The Steering Committee
may request the establishment of more workgroups as necessaryAs described throughout this
plan, current workgroups i nclude:

1 Integrated Population Health T providing subject-matter expertise and strategic

oversight of the creation of Rhode aihdsl|l andds

alignment of measures across the physical, behavioral, and overall health care
continuum.

1 Measure Alignment i providing subject matter expertise for the creation of Rhode
I sl and & sneaadreiset andgdvernance for the measure set, responsible fo an
annual review and updates to the set.

1 Patient Engagement 1 assisting with an inventory of current patient engagement
activities taking place in Rhode Island and providing recommendations for filling
patient engagement gaps.

1 Technology Reporting T providing subject matter expertise on the creation and

i mpl ementation of Rhode | sl andds Healthcare

IT-related SIM projects.

Strategic Partnerships

SIM has been aligning the strong momentum that is building around syste m transformation in
Rhode Island. Through our strategic partnerships, we completed the following activities
between September 2016 and April 2017:

1 Provided a health systems innovation and action planning session at the Rhode
Island Health Equity Summit

1 Testified at the Rhode | sland Senateds Commi
SI Més perspective on the topic and how it

T Met with the Governorés Food I nsecurity
complementary and that related health issues arewellr e pr esent ed i n

ever Food Strategy Plan to be released in May 2017.

1T Participated in the rollout of the ARhode

collaboration between the Rhode Island Department of Health and the Rhode Island
Department of Education on a publication that describes the current landscape of
sexual health among adolescents in Rhode Island. It also provides recommendations
for future public health policymaking.

1 Assisted in convening six small Workforce Development work sessions and two

| arger Workgroup meetings in concert with

Project; and
9 Diversified the SIM Steering Committee (noted above).

Agency and Partner Communications

A significant part of the SIM O utreach and Engagement Strategy is to strengthen lines of
communication and proactively share SIM work with community and state partners. To achieve

this, SIM has engagedcommunications leadership atthe EOHHS andpar t i ci pat es i
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monthly meetingwi t h communi cation | eads from each
agencies. Additionally, SIM has highlighted a different activity or initiative each month in
RIDOH's monthly Health Connections newsletter which is distributed to all healthcare
providers in the state. To ensure that all SIM partners have access to the mostecent
information available, a significant amount of time and effort has been put into building and
maintaining the SIM website and associated materials. The websiteserves asa landing page for
partners to find meeting announcements and minutes, the Operational and Integrated
Population Health Plans, procurement updates, and other relevant information. Strong and
consistent communication is key to keeping our stakeholders engaged and successfuji
implementing healthcare system change in Rhode Island.

Community Group Engagement

To strengthen our stakeholder engagement and prevent duplication of efforts, SIM participates
with the Community Health Teams group organized by the Care Transformation Collaborative
Rhode Island. CYC has generously invited SIM to be a regular part of their agendas and allow us
to consult with the experts sitting around their tables. Additionally, SIM has been invited to
participate in the Commission for Health Advocacy and Equity, a group of policy-makers from
various state entities. This group may be an extension for overarching alignment, vetting of new
regulatory lever ideas, and integration activities.

Strategies for Maintaining Stakeholder Commitment

The Rhode Island SIM Test Grantis committed to the public/private partnership that is the
hallmark of our structure and process. While it may be possible for state government to work
alone to transform our health care system by amending statutes and imposing new regulaions
on payers and providers, the participation of stakeholders is fundamental to achieving a
coordinated transformation, ensuring community consensus and achieving our goals of
supporting better patient care, improving population health, and reducing the cost of health
care. Community organizations bring a clear understanding of the risks and benefits, barriers
and drivers, and overall impact of a transformed health care system on their constituents.
Payers bring a wealth of information about the implicati ons of a transformed payment system
on the insurance market and the health care system. The patrticipation of providers, both
hospitals and physician groups, is needed to share an assessment of the work they have already
begun in developing alternative payment models, and the impact of these changes on Rhode
|l slandds healthcare workforce.

What makes the Rhode Island SIM Test Grant uniqgue among SIM-recipient states is the extent
to which our public/private partnership has decision -making authority over the entire grant
spending priorities. Though EOHHS is responsible for coordinating the organization, finance,
and delivery of services and supports provided through state agencies, thesteering committee is
the driving force behind Rhode Island SIM Test Grant activities including defining stakeholder
outputs and deliverables. This level of engagement from the private sector in implementing a
federal grant is new and notable. These private sector organizations are in true partnership with
the state, determining how Rhode Island SIM Test Grant funds will have an impact on the
overall health system of Rhode Islandi not just helping in an advisory capacity. The Steering
Committee assisted in the hiring of our SIM Project Director and, as the law allows, helped with
the strategic thinking behind the procurement of our transformation activities.

The dual role of the Steering Committee chair is an integral component of our method for
stakeholder engagement. The Chairperson is also an active participant & the SIM Interagency
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Planning team, attending weekly meetings and monthly planning sessions with the EOHHS

Secretary and the Health Insurance Commissioner. This dual role provides a direct

communication link between the two groups and ensures stakeholder input into all SIM Test

Grant activities. Andrea Galgay, Director of ACO Development at Rhode Island Primary Care

Physicians Corporation, has served as Steering Committee Chair sincéugust 2017. Her energy

and input has been integral to ensuring open communication between the two groups and

hel ping to develop the statebs AnylseforeMs. Galgaynsf or mat
Lou Giancola began the SIM project with the same energeticleadership.

SIM Project Director Marti Rosenberg works with partner agencies to lead and coordinate the
accomplishment of grant deliverables. Key functions of this position related to stakeholder
engagement include:

1 Supporting and facilitating Steering Committee operations ;

1 Coordinating the development and preparation of all materials to support the
deliberations of the Steering Committee;

9 Presentation of subject matter information and data to Steering Committee;

1 Convening and coordinating the work of the SIM Interagency Planning Team; and

i Establishing and maintaining rel ationships within partner state agencies, with
community stakeholders, and workgroups to successfully accomplish project
objectives.

Besides the organizations officially on the Steering Committee, SIM works with several critical

partners that have been ergaged in transformative work for many years. These include the

Rhode I sl and Quality Institute (the stateds Regio
Heal thcentric Advisors (the stateb6s quality i mpro
Transformation Collabo rative of Rhode Island (a patient-centered medical home initiative), as

well as other organizations. Due to their clear commitment and their past, present, and future

efforts to transform health care, they are actively engaged in SIM implementation as members

of Workgroups, but because it was recognizedearly on that they were likely to be contractors at

some point in the process, they were not officially appointed to the Steering Committee.

Similarly, SIM engages with other stakeholders who are not official Steering Committee
members, such as leaders of community action agencies, advocacy groups, and other interested
parties. Much of the outreach at this level is conducted through Steering Committee workgroups
as identified in Table G2 and by the presentations in the community that we have described
above.

Rhode Island has a strong history of community-based engagement in our healthcare system.
S| M6 scture,tproaess, goals, and planned strategies all flow from that history and
commitment to the idea that it will take all of us working together to create the healthcare
system that will improve population health, improve healthcare, and hold down costs.
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Rhode Island SIM Health Assessment Report

Overview

The SIM Test Grant from the Centers for Medicare and Medicaid Services is unique, focusng

equally on system transformationi moving state healthcare systems from volume to value-

based and population he alth improvement . We know that the cost of healthcare, including

behavioral healthcare, is growing at an unsustainable rate in Rhode Island and across the United

States. While the United States spends a higher amount on healthcare when compared to other

developed countries, we have lower life expectancy than others. For every dollar the United

States spends on healthcare, we spend approximately 55 cents on the social services within our

health system. This is approximately a quarter of what other developed countries spend on

social services, many of which have better overall life expectancy Smarter spending and

improved health are a focus of our health system transformation efforts such as SIM in Rhode

Island. To this end, SIM and our partners are working to institutionalize a population health

i mprovement model within the RhodRhodesslaralingl 6lse daletat t
leaders are taking advantage ofS | Mdual emphasis to maximize changes in our health system

and i mprovements in our residentsdé. health in eigh

Figure 7 : SIM Health Focus Areas

Serious
Mental
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Schizo-
phrenia)

Maternal &

Child Health

The first part of our work on population health asses®d and documented the needs in Rhode
Island and our priorities for change related to the eight health focus areas Originally called the
fintegrated Populat i on Heal t h Pl a npartd oudfirstversiom bf the 81K a s
Operational Plan, the document was anexploration of our health focus areas, leveraging
background research, and an initial draft work plan for improvement activities . Our original
document (which starts on page 10} has since been extracted and updated from the SIM
Operational Plan, becoming a stand-alone, living document that will be updated to reflect new
information that becomes available as the additional parts of our plan are developed and
capture the evolving health needs of Rhode Islanders.This stand-alone document is a
comprehensive Health Assessment Reportof our eight health focus areas.This link is to the
latest draft of the document, which is still in production. We will update you with the final
version when it is complete, close to June 30, 2016.

State Health Improvement Plan

Moving forward, as we continue to develop other parts of our population health plan, it will be
published separately and referred to as ,tthe fARhod
serving asa centralized source document for statewide population health planning. This

approach to our plan in Rhode Island is ideal becausethe plan can be updatedin one central
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location and then be referenced, as needed, for multiple needs across State and local agencies.

Establishing this process for population health planning further strengthensRhode | sl andds
culture of coll aboration and endedonimmasoh he St ateds
population health. Additionally , this plan will satisfy the Community Health Assessment and

Health Improvement Plan requirements established bythe Public Health Accreditation Board

and as components of Rhode I slandés | egislatively

As we have createdhe State Health Improvement Plan, we have affirmed our definition of

population health. The Planvi ews health from theppesospmeoti nwel afdi
a focus on both the mind and the body.In Rhode Island,th e t er m Apopul ati on heal
both physical and behavioral h e & bral health,taidéhe t er m A p h
tet)mibehavioral healtho includes bldetlthiscoesidéredla heal t h
resource for everyday life and is created where we live, learn, work, and play Many factors

i mpede an i ndi vi du a lindakheatthyincluding nwadéqoate accdss tequadity o p t
healthcare. In our population health planning efforts, we feel it is imperative to consider all the

determinants of health affecting Rhode Islanders.

Figure 8 : Rhode Island Definition of Population Heal th
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In order for Rhode Island to achieve our Triple Aim goals, our healthcare, public health,
behavioral health, social service, academic, andcommunity development sectors must work
together and collaborate. Only with this co llaboration will we be able to ensure that all Rhode
Islanders canreach their highest health potential, regardless of who they are or where they live.
To remove the systemic and structural barriers within the healthcare delivery system that can
inhibit po pulation health improvement, the State decided that a multi -sector and multi-agency
approach is neededto help Rhode Island transition from an uncoordinated, provider - and
payer-centric care environment into a well -coordinated, integrated, equitable, and patient -
centered health system.

In this new framework, our vision is that our public health, behavioral health, social service, and
healthcare delivery systems are not only efficiently coordinating integrated care, these systems
are also continuously improving the quality of our services, reducing the cost ofour care, and
focusing on improving our population health outcome s for everyone
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When we first developed the SIM Operational Plan, in April 2016, and reviewed sources for the

creation of what was our Integrated Population Health Plan and is now the first iteration of our

State Health Improvement Plan, we aligned our eight health focus areas across sectors,

geographies, programs, and assessmentsWe used this work to infform SIM6 s popul ati on he
and system transformation activities. Our Health Assessment Repor® the first part of our State

Health Improvement Plan & includes a deep dive into each of the eight areas. This will help to

inform our population health improvement activities areas by providing data that are reflective

of historic trends, existing disparities, co-occurrences and co-morbidit ies between physical and

behavioral health conditions, life course considerations, and, where applicable, attributed costs.

What is most important about our health focus areasis the awareness that the boxes for each
focus area are permeable, rather than isolated. Eachfocus area hasan impact on the others, as
they co-occur and affect the lives of our Rhode Island families. An integrated healthcare system
will recognize these connections and help patients find access, and maintainthe carei physical,
behavioral, and orali that they need. Within the profiles of our eight health focus areasand their
co-morbidities in our Health Assessment Report section of our State Health Improvement Plan,
we indicate baselines wherever applicable. These baselines may be used within the SIM Test
Grant, which is important because we cannot measure change unless we know where we begin.

Establishing a Continuum of Integrated, Quality Care

Throughout the development of our State Health Improvement Plan , we have paid special
attention to addressing population health across the continuum of care d from prevention
through end-of-life care. We aim to reduce disparities while improving o utcomes, maximizing
early intervention at the earliest stages of life and rehabilitation in the later. An example of the
need for this continuum of care and its integration is a framework focused on Adverse
Childhood Experiences. Figure 9 shows the significant impact of physical and behavioral health
integration, especially when a young person experiences repeated adverse childhood
incidencesi from social, emotional, or cognitive impairment, to demonstrating health-risk
behaviors, and the likely possibility of disease, disability, or early death. This is why we have
included Maternal and Child Health as one of our health focus areas.

Figure 9: Adverse Childhood Experiences
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