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Webinar Instructions ()

Audio Options Join Audio

* Use your computer speakers, OR dial in using the
phone number in your registration email.
* All participants are muted.

Questions and Answers (Q&A)

* You can submit questions for the panelists at any
time during this presentation. On the Zoom module
on the bottom of your screen, click the Q&A icon,
type your question in the box and submit.

Chat Feature

e The Chat feature allows webinar attendees, the Chat
host, co-hosts and panelists to communicate for the )
duration of the webinar.

CLICK HERE TO START CHAT

US/ging



Accessibility

* Screen Reader Users: Reduce unwanted chatter
* Request speech on demand: Insert, Spacebar, “S”

* To get our attention if you need tech assistance:
* Raise or Lower Hand: Alt +Y

US/ging
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Congratulations and thank you for creating
innovative, age-friendly partnerships!

The John A. Hartford Foundation

BUSINESS INNOVATION AWARD
Western New York Integrated
Care Collaborative, Inc.

s ey USAGING < St

Leaders = Agev) Wel at Horve arvem bong ([ ovvvmers s crvd reuws A Caee

Runners Up:
Central Ohio Area Agency on Aging
Region IV Area Agency on Aging

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS
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Strengthening Aging Services

Aging and Disability Business Institute
Building business capacity of community-
based organizations to adapt to changing
health care environment

Aging and Disability
BUSINESS INSTITUTE

o Org anizational assessment tools Connecting Communities and Health Care

* Resource library and evidence bank

aginganddisabilitybusinessinstitute.orq

* Spreading success stories

e The John A. Hartford Foundation Business
Innovation Award

bEDICATED TO IMPROVING THE CARE OF OLDER ADULTS



http://www.aginganddisabilitybusinessinstitute.org/

allq‘ln 192 - *“"

oﬁh-

W
’v




6 THE g
.\ The

John A.Hartford

Foundation

Mission

DEDICATED TO IMPROVING THE EQUITABLE CARE OF OLDER ADULTS

Age-Friendly
PRIORITY AREAS Health
Systems

Family Serious lliness &
Caregiving End of Life

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS
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Planning for the Future: We
Need Age-Friendly Solutions

 Demography: # of older adults Is A%~ An Aging Nation
rap|d|y grOWing and becoming; maore Frolected:umber oniehlidien
diverse R e

 Complexity: multiple chronic
conditions, dementia, disability, social 20 -
Isolation, social determinants of health

» Disproportionate Harm: higher rates 4 B .
of health care-related harm, RS

discoordination, poor preparation for
disasters

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS
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The Need for Age-Friendly Health Care

Evidence-Based Care Not Reliably Applied Model Beneficiaries
 We have many evidence-based 137
geriatric-care models that have
proven very effective
* Yet, most reach only a portion of
those who could benefit
o Difficult to disseminate and scale
o Difficult to reproduce in settings with
less resources ‘
o May not translate across care settings ” nmet Need et Need

IHI Analysis of Model Beneficiaries 2016
Met Need — 8.7%
Unmet Need — 91.3%

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS
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Age-Friendly Health Systems

The aim: Build a movement so all
care with older adults Is equitable
age-friendly care:

. Guided by an essential set of evidence-
based practices (4Ms)

. Causes no harms

. Is consistent with What Matters to the © Mentation

older adult and their famil g
¢ Age-Friendly @ M |

Health Systems

An initiative of The John A. Hartford Foundation and the Insttute for Healthcare
Improvement (IHI) in partnership with the Amerncan Hospital Asscciation (AHA)
and the Catholic Health Association of the United States (CHA)

. G)
Age Frlendly Fulmer, T., Mate, K. S., & Berman, A. (2018). The age-friendly health system
Health Systems imperative. Journal of the American Geriatrics Society, 66(1), 22-24.

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS
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Age-Friendly Health Systems

Age-Friendly @
Health Systems

an initiative of
The John A. Hartford Foundation
and the
Institute for Healthcare Improvement
In partnership with the
American Hospital Associlation and

the Catholic Health Association of the

United States

IHl.org/agefriendly

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS



http://www.ihi.org/Engage/Initiatives/Age-Friendly-Health-Systems/Pages/default.aspx

A Growing Number of Stakeholders | John A Hartford
oundaarion
Institute for [[p Eﬂ,_l 1A
H iﬁ;lrt)}:ice?; eent "":mal'inan Hospital Association= u‘—cﬂtm'ﬂmeﬂ'? e @ US Departmens
of the United States I‘-",* I of Veterans Affairs

Geriatrics
Q’HAN S . —_— Healthcare
SIAIE Always There for Healthcare minute clinic SP"OfeSS'O“a'S Health Workforce

Department of

Real Possibilities

FRANMCES PAYNE BOLTOM

e -OAPNA - { RUSH

CENTER FOR CONSUMER FNGAGEM_ENT
in health innovation
A better way to better health, For everyone.

cr UCLAAnNderson D
FSDGHDATIDm SCHOOL of MANAGEMENT H’CHAP

&
~

MASSACHUSETTS

HEALTHY AGING

’)‘*—‘54 COLLABORATIVE

US/Aging
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Age-Friendly @
Health Systems

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS
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A Growing Movement!

Age-Friendly @ o &
Health Systems o
o
— o
Participant
i " 3,300+ hospitals, practices,
. convenient care clinics and
nursing homes have joined
...... the movement!
(and growing globally)
- Mexico
- Cuba As of September 2023

Mexico City

http://www.ihi.org/Engage/Initiatives/Age-Friendly-Health-Systems/Pages/Background.aspx

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS



http://www.ihi.org/Engage/Initiatives/Age-Friendly-Health-Systems/Pages/Background.aspx

The 4Ms of Age-Friendly Care

IHl.org/agefriendly

Age-Friendly @
Health Systems

Age-Friendly @
Health Systems

An initiative of The John A. Hartford Foundation and the Institute for Healthcare
Improvement (IHI) in partnership with the American Hospital Association (AHA)
and the Catholic Health Association of the United States (CHA).

For related work, this graphic may be used in its entirety without requesting permission.
Graphic files and guidance at ihi.org/AgeFriendly

The

John A.Hartford

Foundation

Know and align care with each older adult’s
specific health outcome goals and care
preferences including, but not limited to,
end-of-life care, and across settings of care.

If medication is necessary, use Age-Friendly
medication that does not interfere with What
Matters to the older adult, Mobility, or
Mentation across settings of care.

Prevent, identify, treat, and manage
dementia, depression, and delirium across
settings of care.

Ensure that older adults move safely every
day in order to maintain function and do
What Matters.

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS



http://www.ihi.org/Engage/Initiatives/Age-Friendly-Health-Systems/Pages/default.aspx
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2.7 + Million Older Adults
received Age-Friendly Care
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Other Age-Friendly Clinical Programs
and Resources — In the ED and OR

THE GERIATRIC
EMERGENCY DEPARTMENT

GEDC =5z

EDUCATE IMPLEMENT EVALUATE

* Geriatric ED Collaborative — training and
educational resources, join as a member
gedcollaborative.com

X£7ﬁ)

ACEI’SV(GJeriatric

Emergency Department Accreditation

 Geriatric ED Accreditation — meet standards and
receive recognition from American College of
Emergency Physicians in 3 levels acep.org/geda

* Geriatric Surgery Verification — meet standards
and be verified by American College of Surgeons

facs.org/quality-programs/geriatric-surgery

S Geriatric
) - Surgery Verification

DEDICATED TO IMPROVING THE CARE OF OLDER



http://www.gedcollaborative.com/
http://www.acep.org/geda
http://www.facs.org/quality-programs/geriatric-surgery
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Age-Friendly Health Care in
the Home

 Hospital at Home — join Users Group to

help you adopt model hahusersgroup.org ftospital ar klome
USERS GROUP
« Home-Based Primary Care — get training
from Home Centered Care Institute I4CCI
(hccinstitute.orq), improve QI in National HOME CENTERED CARE

INSTITUTE

Learning Network

(Improvehousecalls.org), join American P~
Academy of Home Care Medicine provider lll

directory (aahcm.org)

National Home-Based Il

Primary Care Learning AAHCM

Network AMERICAN ACADEMY OF
HOME CARE MEDICINE

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS



hahusersgroup.org
https://www.hccinstitute.org/
improvehousecalls.org
aahcm.org

Age-Friendly Care for People Living
with Dementia, Serious Illness,
Multiple Chronic Conditions

%)&a The
-] John A. Hartford

Foundation

* Alzheimer’s and Dementia Care Program — nurse |
practitioner led model started at UCLA, EDC helping ADC PROGRAM
to spread to systems adcprogram.org

Center to
.ﬂ.dvlcmlce

capc

e Center to Advance Palliative Care — clinical
training and resources capc.org

» Patient Priorities Care — helps coach older adults

. . _ patient
and health care providers on asking and acting on e priorities
What Matters patientprioritiescare.org ~care

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS



adcprogram.org
https://www.capc.org/
https://patientprioritiescare.org/
https://www.adcprogram.org/

Age-Friendly Public Health Systems

Trust for America’s Health & JAHF

partnered to create Age-Friendly o
Public Health Systems: eadifg POy

systems, and
environmental

* Working with state and local health changes
departments — In partnerships with
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Connecting
and convening
multi-sector
stakeholders

| | Complementing |t ADVANCING -
aging services and health care g e Ao carsnan
 6Cs Framework for healthy aging s EQUITY suppors an

* Recognition Program

Communicating
important public
health information

* Free monthly trainings

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS

Collecting, analyzing,
and translating

relevant data Age_Friendly @

PUBLIC HEALTH SYSTEMS

. /ﬁﬁ%m‘as Health



https://afphs.org/
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Countering Ageism /T Foundadon
* Longevity Is one of our greatest success stories National Center to
* Yet, ageism gets in the way of realizing Il_t_\-lRefrg-me
benefits: IZI Ag' lng'

o IS unjust, and has neg ative impaCt on health LED BY THE GERONTOLOGICAL SOCIETY OF AMERICA

ReframingAging.org
* Need to redefine aging by emphasizing:
o "We” are all aging (not “they” and “them”)

o Aging Is accumulation of experience and knowledge,
a natural progression (not something to be fixed)

o Ageism contributes to inequity, and intersects with
other forms of discrimination

ReframingAging.or

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS



https://www.reframingaging.org/

The Age-Friendly Ecosystem

We All Need an Age_ Sectors and Initiatives
Friendly SOCiety Public Health

Age-Friendly Public

Health Systems

Healthcare
» Longevity is greatest success Norgay
story of last century Sl
Employer Program
» As we age, we can make vital AgeFieadly |
contributions and power up T | licies & Practices
. : Research
communities — with support e srendly |
* A ust soclety requires us to Cities,
make all sectors age-friendly SR

AARP Network of
Age-Friendly States
and Communities

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS




Age-Friendly Solutions for All fohn A Hartford

Foundation

[IBYJU'S

The Loaming App

DEDICATED TO IMPROVING THE CARE OF OLDER ADULTS
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SOCIAL
DETERMINANTS
OF HEALTH
ACCELERATOR
PROGRAM

CENTRAL OHIO

AREA AGENCY
ON AGING




GG WITH EXCEPTIONAL, INCLUSIVE CARE AS
OUR FOUNDATION, WE WILL PAVE THE
WAY FOR THE FUTURE OF MEETING
HEALTH EQUITY THROUGH SOCIAL CARE
AND INNOVATION 99




THEPARTNERS ....-....

Financial support + Inclusive codesign= innovation
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PRODUCT LAUNCH TIMELINE

JULY 2022 SEPT 2022 OCT-DEC 2022 MARCH 2023 SEPT 2023
[dea generation Concept pitch Co-design Program Product and
Product launch process
Planning Strategy operationalized
[terative

process



KEY METRICS

Referral Success Funnel

Total Clients Qutreached '

Step 3 Screenings Completed ' 3 52 (3 6%)
Total RN Visits Scheduled I 21 %

Total Referrals Received

Total RN Visits Completed

58 (77%)




KEY METRICS

Z Code present

@ 7 Code Set
68.259%
None 31.75%

Cumulative client percent

100%

79%

0%

23%

0%

# Clients

a0

40

30

20

10

Clients by # of ZCodes assigned

® # Clients

4
Z Code Count

— Cumulative client percent

Powered by §



‘C TALKING ABOUT SOMETHING THAT MIGHT NOT FIT
WITH WHAT WE ACTUALLY “DO” BUT COULD
SIGNIFICANTLY BENEFIT OUR CONSUMERS. ,’




Social Care: The Future of Health Equity vione

ON AGING

COAAA SDoH Accelerator Program

SDOH SCREENING

INNOVATION

OUTREACH

OUTCOMES




THANK YOU

Katie M. White

Director
kwhite@coaaa.org

Melissa Gualtieri
Director of Clinical Innovations

mgualtieri@coaaa.org

WWW.C03aa.0rg



mailto:kwhite@coaaa.org
mailto:mgualtieri@coaaa.org
http://www.coaaa.org/

HEALTH CARE CONTRACTING

Community of Care:

Addressing health related social needs (HRSN) through
fhe infegration of social care and medical care in a
Primary Care First practice & Rural Health Clinic.

Chrisfine

Vanlandingham

CEO
REGION I Region IV Area Agency on Aging

—J@; Corewell

cvanlandingham@areaagencyon

aging.org
/

Area Agency on Aging, Inc. Health

S PECI ALI ST S 1N A GI NG

2023 RUNNER UP

L\ The . ging and Disability
' B BR™ W -

(D) Fmaparors USAGING 9 gliess nsmutt
N _. oundation Leaders in Aging Well at Home Connecting Communities and Health Care

Offering Choices for Independent Lives




REGION IZ

W H O Area Ageni@ﬂ\gmg, Inc. Co rewel I
WE ARE: Health

S PECI A LI STS A GI NG
Contract/Partnership:

Offering Choices for Independent Lives

At our core, we are here to ensure that At our core, we are here to help people
* Embeds AAA social care clinicians older adults and people with disabilities be well so they can live their healthiest
in medical care teams to address can live life as independently as possible life possible.
complex care needs of older in the setting of their choice.
adults What guides us. What guides us.
° Targets anentS age 60+ W|th Mission: Offering Choices for Mission: Improve health; instill
: : ' humanity and inspire hope.
complexity score of 14+; high Independent Lives Y P P
utilizers of ED and inpatient Vision: Through choice and range of Vision: A future where health is simple,
services service, every aging adult lives a quality affordable, equitable and exceptional.
life.
* Two contracts
Core Values: Values:
* Rural Health Clinic N . — Dignity — Interdependence . — Curiosity
FFS contractual relationship — Compassion
— Empowerment — Person-centeredness Collab . — Courage
Primary Care First practice — . . — Collaboration
. — Equity — Wisdom of age _
FFS shared vision to move to — Clarity
— Independence

value-based up-side/down-
side risk-based contract




Common purpose:

ldentified Issue (the need)

Seniors who have multiple
chronic conditions
experience some of the
worst health outcomes in
the region often resulting in
increased disability and

avoidable death.
(HBC, Aging Subcommittee)

ealthy

onsortium

errien

CoC Value Expectations (goais)

Stabilized Health for Seniors who have
Multiple Chronic Conditions

Right Care, Right Setting, Right Time
Reduced cost of care overall: Reduced Hospitalization & ED visits, Increased Primary Care

executed)




Health and social SHARED VISION:
care integration

Integrate social care into the delivery of health care and unify
the efforts of both medical and home & community-based
organizations to improve health & reduce health care cost for
older adults with complex care needs.

o N
Corewell &,

™ Area Agency on Aging, Inc.
Health rrrmar

Offering Choices for Independent Lives

ALIGNED OBJECTIVES:

[ ]
Better health (reduced ED/inpatient Driving care to the right setting Im proved pqheni
utilization) (increased primary care utilization) °
experience

Connectivity to
community-based
services/resources

Maintenance of Support for
independence caregivers

Network of Community-based
Drganlzatlons (CBOs)

| é 100+ Cﬁ
LwJ l




Tapping a network of Community-Based Organizations to resolve barriers

&, |

Arca Agency on Aging, Inc. Transportation
on Cholce :.,m.;-,w... wt Lhves Substance ugefa huse
Stressful family dynamics/conflict with family

) a; g
m E §§ Ll ﬁ Social Isolation
T h (L Personal Safety — environment

Network of Community-based Motivation to change
Organizations (CBOs) Mental Health — Situational

s h 100+ CBOs Mental Health — Severe and Persistent
*"ET" | %
H

Mental Health — Moderate/Recurrent
Major life stressor(s)

Loneliness

Lack of informal supports

Home Environment — pests

Home Environment - heating/cooling
Home Environment — disrepair

TOp Three CG*GQOI’ies of SDoH Barriers Home Environment — accessibility limitations
for CoC patients: Health Literacy

Food Insecurity

Mental Health = 57 Financial Insecurity - household needs

Financial Insecurity - high cost medications

Home Environment = 33 Educational Need - Nutrition
FOOd/N UTriﬂOn EdUCOﬂOﬂ — ‘| 6 Educational Need - Budget Management

Cognitive issues

[ACP incomplete = 24] Caregiver Burnout
Behavioral Symptoms — cognitive

Advanced Care Plan Incomplete




Results: o
| Corewell \rea \gcn(‘\‘iv(’ﬁ\qlnq Inc
Health A e
Offering Choices for Independent Lives

Improved
Health —
Lower Costs

CoC patients enrolled at least 6 Engaged & Supported

months: Caregivers

e 86% reduction in unplanned
inpatient hospital stays

* 63% reduction in ED to
Inpatient o

 83% of CoC patients
have a Caregiver.

93% of Caregivers

 80% reduction in Length of indicate they now
Stay feel supported in

e 100% reduction in ED to their caregiving role

nursing home




Area Agency on
Aging / HouseCalls

Partnership -

Why it works

“Utilizing a care model that integrates social and medical care
clinicians as one patient-centered team has generated
significant value to our patients, caregivers, and care teams.

With this model, each team member has a better understanding
of the patient/caregiver’s goals and challenges. The care plans
are enhanced with needed perspectives that improve outcomes
and reduces costs.”

~ Melinda Gruber, VP Continuing Care Services, Corewell Health

Area Agency on Aging, Inc.

L Corewell Health

Offering Choices for Independent Lives

Allows providers and patients to prioritize care goals and create
a plan around chronic diseases that require more attention

Utilizes subject matter experts on Health-Related Social Needs
In order to achieve disease related goals — Longitudinal care
plan

Provides for a more pro-active and tailored (personalized)
approach to complex needs

Improves patient / care giver satisfaction

Reduces TPCC by efficient use of community-based services,
and reducing inpatient and emergency department utilization,
SNF admission and outpatient services

Increases touch points with patients

Expands the team for team-based care
Reimburses team for non-face to face work

Improves quality outcomes




Current State

Fee For Service Billable Codes

Billing Code

Code
Description

Summary Requirements

Patient enrolled in person

Comprehensive = Syslemalic assessmenl & care planning
HCPCS G0506 Assessment & personally performed by the billing provider
Care Planning « Add-on code to the standard E&M code
(99212-99215), AWV or IPPE initiating visit
* 20+ minutes of care management outside of
CPT 99490 Standard CCM office visits performed by clinical staff
« Care plan established and regularly reviewed
CPT 99439 Non-complex = Additional 20 minutes of “non-complex” CCM
(New in 2021) Add-on = Reportable up to 2x per month (after 99490)
= 60+ minutes of care management outside
CPT 99487 Complex CCM office visits
= (Care plan created and/or significantly revised
Comblex = Billed incrementally for each additional 30
CPT 99489 P minutes spent beyond the first 60 minutes for
Add-on Complex CCM case
] Corewell

Health

Area Agency on Aging, Inc.

Offering Choices for Independent Lives



From Fee-For-Service to Value-Based Payment

Traditional 2024 shared strategy

Grant Medicare

Fee For .
Funded Service Care First

(FFS) Practice

FFS within
Primary

Where we’re

Shared
Savings

Shared
Risk

going:

- e Corewell Arca Agency on Aging, Inc.

Health




Western New York

Integrated Care Collaborative

Community Integrated Health Network: since 2016
WNYICC is the Community Care Hub of the Network

55 Neltwork Members

2 County Departments of Health ik Krmicine
1 Independent Living Agency (ILCS)  \western New York Executive Director

FRANKLIN
. . ST LAWRENCE
8 Area Agencies on Aging (AAAs) Integrated Care
44 Social C A . fit Collaborative JEFFERSON ESSEX
OCIa are genCIeS (non-pro I S) Service Region LEWIS H'E"M”—TDNIIL“AHREN
) ‘ _ OSWEGO DNEIDEERHMER WASHINGTON
M r . nf rm _|_0 n . n ° r \GARA MONROE ONONDAGA FULTON| saRATOGA
O e I O O IO . \) yICC°O g R GENESEE  o\TARIO  CAYUGA MADISON MONTGOMERY,
mmu;éHGSTGN yaTesVECA CORTLAND  'oTsSEGO Sgﬁgﬁi%?gADgENSSELAER
TOMPKINS  \CHENANGO ALBANY
CATTARAUGUS SCHUYLER COLUMBIA
CHAUTAUQUA ALLEGANY STEUBEN TIOGA DELAWARE GREENE

BROOME

CHEMUNG

ULSTER
/\ /X\ A DUTCHESS
| . ||

SULLIVAN
The John A. Hartford Foundation
BUSINESS INNOVATION AWARD New York oRanGe __PUTNAY

Western New York CHESTER

ROCKLAND
I d‘C 2023 WINNER NEWBRONX
nteg Tdte (l?’g . o YORK"' NASSAU SUFEOLK
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:
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WNYICC Contracts with

Health Care Payers

Contract Types No. of Coniracts No. of Lives in plans
Medicare Advantage 15+ 96,373+

Medicare FFS in NY Provider & Supplier 180,000+

Managed Medicaid (MCOs) WNY 5+ 320,000+

Medicaid FFS in WNY Supplier 300,000+

Commercial Plans 5 200,000

Total 25+ 1,096,373+

Wesfem New York

ntegrate Care

Collabc



5 e ndependen
Program Need CoAl, |y ealth.

Integrated Care

Collaborative

Independent Health needed to address the Any benefits they offer must be Needed an efficient option to partnering with

health-related social needs of their members. available to all beneficiaries. Ll iz communi_ty-based ELEEIEE RS for
multiple programs




Programs Contracted / B | independent
MA Funding Mechanism K&

Post-Discharge Meal Delivery Program

Community Health Coaching
Healthy IDEAS
Falls Prevention

Caregiver Support

Diabetes Prevention Program

Diabetes Self-Management Training

Medical Nutrition Therapy

Western New York '
d Care @
borative

Funding Mechanism for IH

Supplemental Benefit

Program, extension of IH case management
Program, extension of IH BH case management
Supplemental Benefit

Program, extension of IH case management

Medicare Part B Benefit
Medicare Part B Benefit

Medicare Part B Benefit (i.e. DM/CKD) & added
Supplemental Benefit for any other diagnhosis




Key M Et I’i CS /\%R Independent

SRl N
frreeon | @@Health.

Collaborative

IDEAS Outcomes: 2022

85% of participants - PHQg or UCLA Loneliness improve score by
15%

716% of participants increased their physical and/or social activity
through the program.

57 referrals made to clinical providers: PCP, Mental Health
providers or Registered Dietitians.

Post-Discharge Meals Program - 2022

695 Participants received meals
18,094 meals delivered

73% report that receiving the meals helped prevent a re-admission.

79 Participants: Oct 22 - April 2023

86% of completersincreased vegetable intake.
90% made changes in eating habits

69% increased amount of physical activity

70% of those “At risk for malnutrition” improved to
"Normal nutrition status”.




Key Metrics ~ & | Independent

,, | \
Western New York [/»—*“\-}J ' H ea.lth@

Integrated Care
Collaborative

Community Health Coaching
Average 8 Goals/Interventions per participant
128 High or Medium Priority HRSN Concerns with Goals
to resolve Areas of Concern
92% Resolved or In-Progress
8% Incomplete

27 participants Jan- Jun 2023
12 developed MYMobility Plan
" 9 registered for free PERS from plan

= 20 goals set to address HRSN
= 18 goals to address falls hazards in home

= 42 goalsto address scenarios which
increase falls risk (ie stress, medication,
physical activity)




Program Delivery

» 97% of Program Delivery completed by 32
community-based organizations

= As of Jan 1 2023:

Reimbursements Paid to CBOs

000000

paidoutin
reimbursementstoCBOs

93.9% Increase In 2022

00000

222222222222222
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Case Studies .4 | aaHealth

Integrate

Collaborative

ny

“Joe
* Received Meals and Medical Nutrition Therapy

after an admission to the hospital. N - saTsAcroNsumve IDEAS
* RD helped Joe make a plan for obtaining and Geeings o yous sy 02 e Cse s ot i syl et Hew o

Integrated Care Collaborative to hear from you on your experiences with the Healthy IDEAS Program.

~

Your responses to this survey are very important in helping us identify opportunities for improvement.

3 re p a ri n g n U t r i t i O U S fo O d fo r h i m S e | f- Your answers are confidential and will only be used for quality assurance and future programming purposes.

Please return the Completed Survey in the enclosed postage-paid envelope provided as soon as you are able.

® ) U rl n g a SSE SS m e nt, J O e reve a | e d t h at h e h a S h a d 1. How long did you/have you participate(d) in the Healthy IDEAS Program?

[J 0-1 month [J 1-2 months %-6 months [ Not sure

2. Has pgicipation in the Healthy IDEAS Program helped improve your quality of life?

recent falls. = g g

3. On a scale of 1 to 5, How would you rate the professionalism of your Health Coach?

* RD referred him to Falls Prevention Program T TR T

Occasionally Sometimes Mostly Extremely Professional

where he worked with a Falls Prevention Coach g g o
and addressed several areas of falls risk. T e e e ot 1w U 1 St o s Y oy Velo5t 5B

Yes [JNo [J Notsure Comments: Q5.8 & ety Bl e, PN

" ?DUENEO@ \ waf-t‘ 303 pov s f\o“\/‘?;(??ﬁ 4 230paxnds \n SR\ 105y
6. Please mark below if you increased any of the following as a result of participating in the Healthy IDEAS Program?
;% Increased engagement with healthcare providers )XJ Increased amount of physical activity
Increased amount of social activity O Increased my ability to improve my mood

——————Richd now Wdeprzss Joet We \oss 'f‘*j}?ﬁi@%’%ﬁéﬁ,

( 7. Which areas were you able to learn more about through your participation {in the Healthy IDEAS Program? . MM% Y
Please mark all that apply. /‘/ e A (/mﬂ§f\zf [ < i e w/(’j,gg. ) .
42 Causes of Depression ~~ & Good Mental Health Two L@%Mg cﬁf}w LWME} A

[J Community and Health Resources Available [ Other Education -Please Describe: P*) SouRksd

[@%ommon Signs of Depression

8. Please indicate if you were you able to set goals in any of the topics below through your participation in the
Healthy IDEAS Program? Please mark all that apply.

L] Excursions/ Community [ Spiritual, Religious, and Kind Acts
,ﬂ Physical Activity L] Recreational and Other Leisure Activities
[J Social Activities/ Interaction with Others £ Other Goal Types -Please Describe:

83 fogef” back

eal ellness A0 of 2 [ { ;
PrHealth& W P((lf M &%%ALA%;; r.Leov My old #?JAMJ,

(\

4=V
9. Would you recommend this Healthy IDEAS Program to others? 6 o
#Z Yes [INo [ Notsure Comments:

10. Do you have any recommendations for improvement to the Healthy IDEAS Program?
[J Yes &1 No [J Not sure Comments:

11. How did you most benefit from participating in the Healthy IDEAS program? \A % &\4 M\Q C ‘SY\J adl
Comments: 7/ ) > T ol T ) NA A .
A\, e opm b LQIESSING I s, |y agroser
5 ek el ol bt ot Skt (U Coond®, potent.
Thank You for' Completing this Important Survey! We value your feedback.
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What Makes this Partnership Unique?

IH Values Partnering with a Community Care Hub like WNYICC

LOCAL: 50+ local, trusted Community-Based Organizations

= Independent Health values local partnership ' N‘
= Local CBOs know our community and community needs “

=  Community knows and trusts the local CBOs 'I/
SINGLE POINT OF CONTACT: contracts, data, billing, referrals, program development, escalation
REGIONAL: able to reach all IH members/ beneficiaries

TRUST: In-Person Safety Check -Meals program / In-Home interventions -trusted, recognized CBOs
FLEXIBILITY: to co-develop programs

Meets Weekly to discusses the following for each program:

» Referrals / referral process

* Marketing/ Communication

*  WNYICC/CBO Capacity

* Escalation of incidents

* Provider outreach A

& YA
/f\/ A ,/‘\
A\

\

* Billing /\/\(\\

¢ OUtcomeS/ Re pO rt|ng Western New York

st —
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Independent
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Panel Discussion

Moderated by Jane Carmody, DNP, MBA, RN, FAAN

Senior Program Officer
The John A. Hartford Foundation

Aging and Disability
US \J 7 BUSINESS INSTITUTE



Learn More About the Business Institute

Visit our website to learn more about the Business Institute:
aginganddisabilitybusinessinstitute.org

Learn more about our Consulting Program:

https://www.aginganddisabilitybusinessinstitute.org/about/consulting-services/

Still have questions? Email us:
Businesslnstitute@usaging.org

Stay connected, sigh up for our bi-monthly newsletter:

https://www.aginganddisabilitybusinessinstitute.org/subscribe-to-our-mailing-list/

USA@' ing «

in Aging Well at Home

Aging and Disability
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https://www.aginganddisabilitybusinessinstitute.org/
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