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MIKE, a 23 year old man 
 • Developmental Disability 
• Independent living, inconsistent housing, 

compromised family supports 
• Pacemaker, stroke in 2011, cardiac abnormalities: 

medically complex 
• Mood disorder and Post Traumatic Stress 
• Frequent visits to the emergency department 
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Presenter
Presentation Notes
Mike is 23. He has the following
PTSD
Mood Disorder 
Mild developmental delay
Subvalar and pulmonic stenosis
Arterial septic defect
Ventricular septa defect
Tricuspid atresia
He has a pace maker . He had a stroke in 2011 which  he has recover from.  He has  been recently expressing suicidal ideation lately and was hospitalized 3 times in 2011 and once in the last 2 months of 2013
He lived at home until 18 then moved out. He has had inconsistent housing  including homeless shelters, living with his  mother  and then with his father and various friends and  but was  asked to move out because of verbal aggression
He is a young guy who is  unstable emotionally , separated from the mother of his child, and now married and living with his wife. He has no guardian and has lots of medical needs and behavioral health needs, often going to the ED.   He has not been willing or able to call to make appointments with a doctor and just lives a few blocks from the hospital ED.  
Last month, just into Care Connect (one of the first in program). He called his Gateways Care Coordinator Bill Stump because of a bad headache of 2 days duration, asking to go to the ED.  In the past, due to case load and workload, the workflow would have resulted in Mike going to the ED.  Bill spoke to the health service coordinator Jessica who intervened, spoke with Care Connect clinical nurse imbedded at DH Nashua, who connected with a clinical lead in his PCP’s office. Jackie got him into his PCP that day and he did not go to the ER. 
Pending- Care Plan, which can include reducing ED visits and skills at reaching out to his doctor on his own.  
 




Challenges 
• Behavioral:  psychiatric, 

developmental? 
• Social: inconsistent 

housing and fractured 
family supports 
contribute to complex 
medical, behavioral, 
long term social support 
needs 

• Communication issues 
 

Care Connect 
 Care Plan Pending: 

Intervention to avoid ED 
visit, living arrangement 
strategy, medication 
reconciliation, scheduling 
Community Navigator 
visits, accommodations 
for communications  
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Presenter
Presentation Notes
Other examples- need for medication reconciliation, intervening before ED visits, and anticipating “no show” visits by arranging for transportation.  




People with developmental 
disabilities are living longer… 
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Presenter
Presentation Notes
Are living longer
Primarily reside in community settings
Are being treated by physicians for common illnesses
Have communication problems, support system issues, and behaviors that can present challenges to effective health care delivery
Wellness and prevention are essential, but often overlooked in this population




Health Disparities Exist 
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There are more complex health needs 
and evidence of poorer health 

Presenter
Presentation Notes
Persons with epilepsy, sensory impairments often have behavioral concerns
Syndrome-specific conditions (Downs Syndrome, Autism, Fragile X, …)
Nutrition issues – more obesity, more underweight
Low employment
Fewer social connections/meaningful relationships
Lower rates of preventative care (mammogram or PAP)
High psychotropic meds use with not diagnosis
Under-recognized diseases 
DNR orders used more liberally




Health Disparities Exist 
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Social determinants of health play a role. 

Presenter
Presentation Notes
There are more people with disabilities than any other minority (racial or ethnic) in the US.  Considering all minorities, people with disabilities:
Employment: Have the lowest proportion of employment for wages (43%).
Health Status: Have the highest rate of self reported health status as “fair to poor” (40%).
Lifestyle: Have the highest rate of reported being sedentary (37%), and of having obesity (38%), diabetes (15%), and cardiovascular disease (7%).
Cost: Are the largest group citing cost as a barrier to receiving health care (38%).
These disparities are amplified when considering disabilities amongst racial/ethnic minorities.
Just as there is diversity within any racial/ethnic minority, these disparities are amplified further for persons of certain types of disabilities.
Persons with disabilities have been historically excluded from public health programs and are only recently being included to address their unmet health needs through the publication 2013 Healthy People 2010, the nations roadmap for public health



Reflects the need for: 

• Health Home/Integrated Care Team 
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Presenter
Presentation Notes
Special care, 
interdisciplinary care, 
lifelong treatment and services, or 
of extended duration, and are 
individually planned and 
team coordinated




What is a Health Home? 

• Authorized under Affordable Care Act, the 
health reform law enacted in 2010, a Health 
Home provision [Sec. 2703 & Sec. 1945 (e)] 

• Integrated Care Delivery 
• Organizational Transformation/Teamwork 
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Presenter
Presentation Notes
Health Home is
A place where individuals can come throughout their lifetime
To have their healthcare needs identified
To receive the medical, behavioral and long term services and supports they need
Coordinated in a way that recognizes a whole person approach – not just the medical aspects
A person-centered care delivery model
Access to full array of services
Integrated care supports
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How does it differ from 
a Medical Home? 

Medical Home  = Primary Care Team 
• Designed for everyone 
• Acute, Chronic, and Preventive Care 
• No enhanced federal Medicaid match 

Health Home = Primary Care Team + 
• For a specific population 
• Medical Home PLUS mental health, behavioral, social, & 

long term care needs addressed by an integrated team.   
• Enhanced federal Medicaid match 

Presenter
Presentation Notes
Health Home is
A place where individuals can come throughout their lifetime
To have their healthcare needs identified
To receive the medical, behavioral and long term services and supports they need
Coordinated in a way that recognizes a whole person approach – not just the medical aspects
A person-centered care delivery model
Access to full array of services
Integrated care supports




CareConnect Goal 

 
 

To measurably improve the health and functional well-
being of adults with developmental disabilities while 

enhancing each individual’s experience of medical care 
and long term support services. 

 
 

(Innovation, teamwork and attitude) 
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Criteria:  45 People with Developmental Disabilities  
• Patient at DH Nashua – higher cost clients 
• Long Term Services and Supports (LTSS) from Gateways 

Community Services – Developmental Disability 
• 2 chronic conditions; one condition can be complex Mental 

Health 
• 1 chronic condition & being at risk for 2nd condition 
• Support Intensity Scale (SIS ) score  
• Health Risk Screening Tool (HRST) 

 

12 

CareConnect Health 
Home Pilot Eligibility 



Key Components 
• Integrated Care Team (ICT) – Health Service Coordinator (HSC), 

Community Navigator (CN), DH Care Managers, Primary Care 
Physicians, Nurses, & Specialists (START/Behavioral Health) 

 
• Training/Learning Collaborative –knowledge about patients with 

I/DD 
 

• Best Practices – preventive care/ ED discharge/hospital/ follow-up 
care 
 

• Integrated Care Plans – Develop individualized CareConnect 
Agreements that address medical, behavioral & long term care 
needs; taking into account social needs, family/home support 
circumstance 
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CareConnect 

Best Practices 
 
• Integrated Planning Methodology 
• Health Service Coordinator 
• Care Agreements with Measurements 
• Preventive Care (tailored as needed) 
• Community Navigator follow-up 
• Family Support/Person-Directed 
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Benefits 

• National data indicates that integrated supports (client 
data sharing, hospital/ED discharges, & follow-up for 
chronic conditions) can yield 5% reduction in acute 
medical costs 

• Better healthcare through self and assisted management 
of at home action plans with support from Community 
Navigator 

• Improved experience of care with education and support 
of Health Service Coordinator 

• Next Generation of Care Management – Step One to 
evolution of integrated care 
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CareConnect Triple Aim 
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Better  Experience of Care 
 

Better Population Health 
 

Lower Per Capita Cost 



Lessons Learned 
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• Integrated Care 
• Intervention & Prevention 
• Reduces/Prevents costly co-morbidities 
• Population specific operations gets results 

 
• Sustain & Replicate 
• Infrastructure 
• Payment reform 
• Teamwork 

 
 

 



Health Homes -- NH’s Next Generation 
in Care 

 Questions and Discussion 
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