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State Innovation Model Public Roundtables

Meeting Topic Date Time

= Roundtable 1: Introduction to Payment Reform June 26, 2013 10:00-12:00
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Agenda for today’s State Innovation Model Public Roundtable meeting

Activity Time Owner

= Why we are here / vision for Tennessee 1:00-1:10 Dr. Wendy Long
.ProgreSSWIthpaymentreformmdate ............................. 110_125 ................... D rwendyLong ...............
.IntmducmgourguestSpeakers ............................................. 125_130 .................. D rwendymng ...............
-PerspectlveonpowlatlonhealthmTennessee ............ 130_155 ................... D rJOhnDreyzehner ......
.PerspectlveonbehaworalhealthmTennessee ............ 155_230 .................. E ”ynwnbur .......................
.Stakehdderdlscussmnonpopmatlonhealth ................. 230_300 ................. A”partlupants .................

and behavioral health in Tennessee
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Agenda for State Innovation Model Public Roundtable meeting

= Why we are here / vision for Tennessee

= Progress with payment reform to date
" |Introducing our guest speakers

= Perspectives on population health in
Tennessee — Dr. John Dreyzehner

= Perspectives on behavioral health in
Tennessee — Ellyn Wilbur

= Stakeholder discussion on population
health and behavioral health
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Vision for Tennessee Healthcare

At the direction of Governor Haslam, Tennessee is
changing how the State pays for health care
services

Within 3-5 years, the initiative aims to have value-
and outcomes-based models account for the
majority of health care spending.

Payment reform will reward high-quality care and
outcomes and encourage clinical effectiveness

A coalition including TennCare, State Employee
Benefits Administration, and major Tennessee

insurance carriers is working together to align

incentives in Tennessee

The State of Tennessee has already been awarded a
grant from the Federal Department of Health and
Human Services to support payment reform.

SOURCE: State of Tennessee Newsroom and Media Center

“1 believe Tennessee can
also be a model for what
true health care reform
looks like.”

“It’s my hope that we can
provide quality health care
for more Tennesseans while
transforming the
relationship among health
care users, providers and
payers. If Tennessee can do
that, we all win.”

— Governor Haslam’s
address to a joint session of
the State Legislature,

March 2013
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We have formed stakeholder committees that facilitate collaboration and
incorporation of multiple perspectives in the overall reform initiative

Stakeholder group o G e Q G

State Innovation Provider Payment Reform Employer Payment Reform
Model Public Stakeholder Payer Coalition Stakeholder Technical Advisory
Roundtables Group Group Groups
.Stakeholders Open to the public Select providers State health care Introductory Select
involved . . .
in person or by meet regularly to purchasers webinar held on clinicians meet to
conference call: advise on overall (TennCare, Benefits  Thursday June 27 advise on each
= June 26, 10am- initiative Administration) at 11am CT, and episode of care
noon CT implementation and major insurers repeated on July 18
= July 31, 1-3pm meet regularly to at 11 am CT
CcT advise on overall -
e Periodic
= August 26, 1- initiative .
i . engagement with
3pm CT implementation
employers and
= September 25,
employer
1-3pm CT

associations

Meetin
rhythmg 4 by October @ @ 2 by August 3-4 per episode
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Multiple dimensions impact the Tennessee Payment Reform Initiative

Multi-

payor
strategies

Tennessee
Payment
Reform
Initiative

Behavioral ‘,
Health /

Public
\ Health I'
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Agenda for State Innovation Model Public Roundtable meeting

= Why we are here / vision for Tennessee

" Progress with payment reform to date

" |Introducing our guest speakers

= Perspectives on population health in
Tennessee — Dr. John Dreyzehner

= Perspectives on behavioral health in
Tennessee — Ellyn Wilbur

= Stakeholder discussion on population
health and behavioral health
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What actually is payment reform: The State’s proposed payment innovation model

includes “population” and “episode” based payment

Population-
based

Basis of payment

" Maintaining patient’s
health over time,
coordinating care by
specialists, and avoiding
episode events when
appropriate.

= Achieving a specific
patient objective at
including all associated
upstream and
downstream care and
cost

TN Payment Reform
Approach

= Patient centered
medical homes (PCMH)

. ® Retrospective Episode

Based Payment (REBP)

Examples

* Encouraging primary
prevention for healthy
consumers and care
for chronically ill, e.g.,

= QObesity support for
otherwise healthy
person

" Management of
congestive heart failure

" Acute procedures (e.g.,
hip or knee
replacement)

= Perinatal

" Acute outpatient care
(e.g., asthma
exacerbation)

* Most inpatient stays
including post-acute
care, readmissions

= Some behavior health
= Some cancers
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How retrospective episodes work for patients and providers

es2: ©
o @ [ ] {’f’f’%ﬁ
HELICAY
Patients and ZAINF
providers
deliver care as
today
(performance Patients seek care Providers submit claims Payers reimburse for all
period) and select providers as they do today services as they do today
as they do today
0 9 Payers calculate average cost G Providers will:
per episode for each = Share savings: if avg. costs
Calculate _ _ Quarterback? below commendable
incentive MR EA levels and quality targets
payments o met
based B N N ORI 11 ' < ,
- " Pay part of excess cost: if
on outcomes \
avg costs are above
after
i i acceptable level
performance Review claims from Compare average costs to
period (e.g. the performance period predetermined " See no change in pay: if
12 months) to identify a ‘Quarterback’ “commendable’ and average costs are between

for each episode ‘acceptable’ levels? commendable and
acceptable levels
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Initial episodes selected for the first wave

Episode selection driven by diversity
considerations including

* Impacted population

* Therapeutic area

e Spend (TennCare and commercial)
e Quarterback (PAP)

Total Joint Replacement (Hip & Knee)

e Largely covered by commercial
segment (vs. TennCare)

e Older patient population

e Primarily elective cases

Asthma Exacerbation

Significant proportion of cost
incurred at the hospital

Captures pediatric patients

Demands emergency response

Perinatal

High case volume across
commercial and TennCare

Touches a large number of providers
across the state

10
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Clinical input from Tennessee providers for episode development

Each episode has a TAG of 5-7
Tennessee clinicians, plus
medical representatives from
each participating payer
meeting 4-5 times

Technical Advisory Group meeting focus on:
QUALITY OF CARE -- Focus has been less about

identifying economic sources of value and more about
improving quality of patient care

FAIRNESS -- Consensus that providers should be
incentivized and not penalized for treating complex
cases and should also be held accountable for
inappropriate care

TRANSPARENCY -- Emphasis has been on providers
receiving as much information as possible on their

individual performance

11
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Episode design dimensions reviewed with technical advisors

Dimension Description

1 Episode definition and scope of What triggers an episode?

services * What services / claims are included in calculating episode
costs?
2 Episode exclusion criteria = Are there episodes that should not be included in calculating

episode costs?

— Clinical exclusions

— Business exclusions (e.g., not continuously enrolled)
3 Quarterback selection * Who is the most appropriate quarterback (e.g., could be a

facility or an individual provider)?

4 Episode adjustments * How should a provider’s cost be adjusted due to high-risk
patients or other practice characteristics?

5 Quality metrics * What quality metrics are most important to track?
= Should they be tracked or tied to episode-based payment?

12
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A robust PCMH program is a natural complement to an episode-based payments

program

Vision

A team-based care
delivery model led
by a primary care
provider that
comprehensively
manages

a patient’s

health needs

Elements

Providers are responsible for managing health across their
patient panel

Coordinated and integrated care across multidisciplinary
provider teams

Focus on prevention and management of chronic disease
Expanded access

Referrals to high-value providers (e.g., specialists)
Improved wellness and preventative care

Use of evidence-informed care

13
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Why primary care and PCMH?

Most medical costs occur outside of the office of a primary care physician (PCP) , but PCPs can guide many decisions
that impact those broader costs, improving cost efficiency and care quality

Kl

Ancillaries (e.g., outpatient

imaging, labs) ® The State is currently
™ ™ surveying the landscape to
AT ) P P understand the scope of
™ ™ . current PCMH efforts and
WAl - BV, ﬁ barriers to scale
)
Specialists \J Patients & e Com'”*‘? months_, _
. Tennessee will be defining a
families
PCP strategy for the scale-up of
PCMH programs
[Hl
I
Community Hospitals, ERs

supports

14
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Agenda for State Innovation Model Public Roundtable meeting

= Why we are here / vision for Tennessee

= Progress with payment reform to date

= Introducing our guest speakers

= Perspectives on population health in
Tennessee — Dr. John Dreyzehner

= Perspectives on behavioral health in
Tennessee — Ellyn Wilbur

= Stakeholder discussion on population
health and behavioral health
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Introducing our guest speakers: Dr. John Dreyzehner & Ellyn Wilbur
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Agenda for State Innovation Model Public Roundtable meeting

= Why we are here / vision for Tennessee
= Progress with payment reform to date

" |Introducing our guest speakers

= Perspectives on population health in
Tennessee — Dr. John Dreyzehner

= Perspectives on behavioral health in
Tennessee — Ellyn Wilbur

= Stakeholder discussion on population
health and behavioral health
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JOSEPH MALINS,
1844-1926

The Ambulance
Down In the

Valley
A poem by
Joseph Malins
1895

HEALTH




Tennessee public health nurses
provide polio vaccinations 1963

BllState legislation

created the first
Department of Public
Health in 1923.
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Christiana Murses Show off Their Crisp Uniforms

At Rutherford Co. HD,
for rabies vaccine
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TDOH Local Health Department Sites, Rural Regional Offices,
Primary Care Sites and FQHC's with Metro Health Departments
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Infant Mortality Rate

Tennessee, 2000-2012
14 -
Improving
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2 - 20% decrease in infant mortality from 2000 to 2012.
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2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012
TENNESSEE
HEALTH

Data sources: Tennessee Department of Health; Division of Policy, Planning and Assessment; Office of Health Statistics; Birth and Death Statistical Systems



Progress in Tennessee’s State Health Ranking- Statistically significant
iImprovements over

five years in :
Early prenatal care

The Vision: To be in nation’s top ten healthiest states

2008 2009 2010 2011 2012 Cancer death rate
s | | | | Cardiovascular death rate
Preventable hospitalizations
£ 40 Low birth weight percentage
= Air pollution
g as High school graduation
percent
50 TL[\hL‘s’SLL
HEALTH Only 5 of 25 measures did

—mmmm SRS AR R

Overall Rank Many of Tennessee’s rankings
35 in national bottom quintile
Outcomes 47 45 44 42 43 are linked to

Sedentary Lifestyle (#48)
In order for Tennessee to move into the Top Ten states

Indicator and 2012 . "
national ranking Top Ten Rate Amount of change required Health Determma.nts
. . Below 5.5 ) #46 Preventable Medicare
Infant mortality | 8.1 deaths of |nfan'Fs before (#10 New York, Vermont, Reduce number of infant deaths by 208 hospitalizations
#45 age one per 1,000 live births Ny Madia] (Rate for 2011 dropped to 7.4)

#42 Low birth weight births

Health Outcomes
#46 Diabetes prevalence

Determinants 48 42 39 37

Smoking 23% of population over 18 Below 18.3% Help 20 out of 100 current smokers to quit
#36 smokes on a regular basis (#10 Colorado) and no new smokers.
) . Help 16 out of 100 obese persons to reduce #45 Cancer deaths
0, 0,
Obesity 29:2% body mass index of Below 24.6% BMI to under 30 and maintain the rest at #44 Cardiovascular deaths
#35 over 30.0 (#10 Montana)

healthy weight. #43 Premature deaths

2012 America's Health Rankings, http://www.americashealthrankings.org/ #42 Poor physical health days



Tennessee’s 2012 National Health Ranking
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2012 Healthcare Metrics in America’s
Health Ranking

Geographic Disparity---------------- 17th (10.4/ relative standard deviation)
Primary Care Physicians------------ 20t (120/100,000)

Infectious Disease---------==-====---- 22t (9/100,000)

Lack of Health Insurance----------- 234 (13.9% without insurance)

Poor Physical Health Days--------- 42" (4.5 days/ 30 days)

Premature Death-------------cceeuuw- 43" (9.5 years lost/100,000)
Diabetes---------=—cmmmcmccccccccceee 44 (11.2% of adult population)
Cardiovascular Deaths-------------- 44 (310/100,000)

Cancer Deaths--------------=-=-e-ee--- 45t (204/100,000)

Preventable Hospitalizations------ 46" (83/1,000 Medicare enrollees)

HEALTH




Determinants of “Health”

Environment

« Health care
contributes a small
amount to an
Individual’s overall
health and well-being

* Improving Health
requires
comprehensive focus:
a public health

approach
HEALTH

Sources: McGinnis JM & Foege WH. Actual causes of death in the United States. JAMA 1993: 270(18):2207-12 (Nov 10)
McGinnis JM, Williams-Russo P, & Knickman JR. The case for more active policy attention to health promotion. Health Affairs 2002; 21(2):78-93 (Mar).



Public Héalth:

Guarding. the E
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A Healthy Paradigm

Economic
Freedom

Relationships Behaviors/
Personal
Choices

Meaningful

Education
Work

Social Factor

Health Care >

Governance
Environment>

@

Genetic and Developmental
Background

Inclusive
(v. Extractive)
Economies

Self
Determination




Earnings and Unemployment Rates
by Education Attainment.

Unemployment rate in 2012 {%) Median weekly earnings in 2012 ($)

2.5 Doctoraldegree

I 24 Professional degree |

35 Master's degree |

| 4.5 Bachelor'sdegree |

Associate'sdegree |

Some college,
T
no degrae

8.3 High school diploma |

Lessthan a

134 ;
high school diploma’

All workers: 6.8% All workers: 5815
Source: Burezu of Labor Statistics, Current Population Survey

Drive www.DriveTo55.0rg
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Drug Dependent Newborns (Neonatal Abstinence Syndrome)
Surveillance Summary For the Week of September 15-21, 2013

(Week 38)’

Reporting Summary (Year-to-date)

Cases Reported: 601
Male: 348
Female: 253

Unique Hospitals Reporting: 48

Cumulative Cases NAS Reported

Maternal County of # %
Residence Cases Cases
(By Health Department

Region)

Davidson 31 52%
East 158 26.3%
Hamilton 11 1.68%
Jackson/Madison 1 0.2%
Knox B& 11.0%
Mid-Cumberand 42 7.0%
MNorth East 93 15.5%
Shelby 11 1.8%
South Central 20 3.3%
South East 10 1.7%
Sullivan 62 10.3%
Upper Cumberiand 7 12.68%
West 19 32%
Total 601 100%

w213 Cases Estimated 2011
700
650 + 601
600 + EG3
» 550 T 1
2 500 T !
@ 450 T Tl L
S 400 T HHHS
S 350 L
5 300 T LA
o + L AL
£ 250 ¢ A
3 200 + =
= 1ED _a il |
100 T 5 I I I I I
nT Ao
D _t I-IIIIIIIIIII T T T T7T IIIII III T III LI T T T T7T7T LI T T T TT LI
1T 3 65 7 9 111315 17 19 21 23 25 27 29 31 33 36 37 39
Week
# o
Source of Maternal Substance (if known)2 Cases? Cases
Supervised replacement therapy 266 44 3%
Supervised pain therapy 130 216%
Therapy for psychiatric or neurclogical condition 47 7.8%
Prescription substance obtained WITHOUT a prescription 232 38.6%
Non-prescription substance 169 28.1%
No known exposure but clinical signs consistent with NAS " 1.8%
Mo response 14 2.3%

1. Summary reporis are archived weekly at. hitp-2thealth.tn.gowMCHNAS/NAS Summary Archive.shiml
2. Multiple maternal substances may be reported; therefore the total number of cases in this table may not match the total number of cases reporfed.




Inpatient Hospitalizations with Any Diagnosis of
Neonatal Abstinence Syndrome

All Patients Regardless of TennCare Status, Tennessee 2011

629 Unique Babies Suffering With NAS

HaAcock ivan
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T
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Statewide Rate: 8.5/1,000
Rate per 1,000

Live Births
Data sources: Tennessee Department of Health; Office of Health Statistics; Hospital
Discharge Data System (HDDS) and Birth Statistical System (BSS). - 54.1-94 4
Numerator is number of inpatient hospitalizations with age less than one and any - 32 5.540
diagnosis of neonatal abstinence syndrome (ICDS-CM 779.5). HDDS records may ’ '
contain up to 18 diagnoses. Infants were included in the numerator if any of these 18 I:l 16.4-324
fields were coded as neonatal abstinence syndrome. Note that these are discharge-level ’ '
data and not unique patient data. For HDDS data, county is patient's county of residence. I:l 59-.16.3
Denominator is number of live births. For BSS data, county is mother’s county of residence. I:l 00-58

$66,973 average cost per baby paid for by TennCare(2012)



TENNESSEE

DEPARTMENT OF

HEALTH
PRIMARY SECONDARY TERTIARY
Prevention Prevention Prevention
Definition | An intervention An intervention An intervention

implemented before
there is evidence of a
disease or injury

implemented after a
disease has begun, but
before it is
symptomatic.

implemented after a
disease orinjuryis
established

Prevent pregnancy

use during prenatal
visits and refer for
treatment

Intent Reduce or eliminate Early identification Prevent sequelae (stop
causative risk factors (through screening) bad things from getting
(risk reduction) and treatment worse)

NAS Prevent addiction from | Screen pregnant Treat addicted women

Example | occurring women for substance

Treat babies with NAS

Adapted from: Centers for Disease Control and Prevention. A Framework for Assessing the Effectiveness of Disease and Injury Prevention. MMWR. 1992;
41(RR-3); 001. Available at: http://www.cdc.gov/mmwr/preview/mmwrhtm|/00016403.htm
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Total Health Expenditure per Capita,
U.S. and Selected Countries, 2008

$8,000 - $7.538

$7,000 -

$6,000 -

$5,003
$5,000 - $4,627

$3,970 $4,063 $4,079
$4,000 - $3,677 $3,696 $3,737
$3,353 $3,470

$3,129

$3.000 | $2.729 $2.870 $2,902

$2,000

$1,000

Per Capita Spending - PPP Adjusted

$0

FOUNDATION

Source: Centers for Medicare & Medicaid Services, Office of the Actuary, National Health Statistics Group; U.S. Department of Commerce, Bureau of Economic
Analysis; and U.S. Bureau of the Census. Available at: https://www.cms.gov/NationalHealthExpendData/02 NationalHealthAccountsHistorical.asp . Data from
Australia and Japan are 2007 data. Figures for Belgium, Canada, Netherlands, Norway and Switzerland, are OECD estimates. Numbers are PPP adjusted.
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Federal Health Spending

Fed Budget: FY 2011 $3.6T
Medicare, Medicaid, and CHIP: 21%/ $769B
Public Health Discretionary Spending: 53.5B

Ryan White, Community Health Centers, and Family Planning; all of CDC’s budget
(sans VFC program, but with section 317 immunizations) all of SAMSHA; all of NIH; all of
the Indian Health Service; all of the AHRQ; all of FDA

SS: 731B
Defense: 718B
Debt Interest: 230B

HEALTH




Monaco
Singapore

Macau

Spain

Anguilla
Guernsey
Netherlands
Jersey

Korea, South
Austria
Luxembourg
Australia

Wallis and Futuna
Cuba

Greece

New Caledonia
United States
Lithuania
Slovakia

Qatar

Saint Pierre and Miquelon
Puerto Rico
Ukraine

Cyprus

Saint Kitts and Nevis
Greenland

Source: CIA World Factbook. Available at: https://www.cia.gov/library/publications/the-world-factbook/rankorder/2091rank.html

Infant Mortality Rate
by Country, 2012
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United States: #49
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“You can alwavsg
count on American
to do the right thin

- after they've tried

veéfihing else.”

~ Winston Churchill
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Prevention: The Past
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Prevention: The Modern Era
Prevention
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Prevention

Primary
Prevention
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Prevention: The Future
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The Dramatic Aging of America, 1900-2030

1900 Ags 1970
BS+
BO—84
7579
70-74
B5—&0
BO—84
5550
5054
4540
A0-44
3530
30-24
2550
20-24
1518 [ |
10-14 [ |
59
-4
1210 & & 4 2 0 2 4 & & 1012 1210 &8 & 4 2 0 2 4 & 8 1012

Percant of population Parcent of population
2000 Age 2030
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[ Baby-boom generation, borm betwssn 1946 and 1964

ureau of the Census. Adapted from: Himes CL. Elderly Americans. Population Bulletin 2002;56(4):4.
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M . u e ¥

L 0 Health & Welfare

INFORMATION CURRENT RANK

A ° Overall Health Ranking

i © smoking 24.9%
© Obesity 31.1%
° Infant Mortality (per 1,000 live births) T4

Immunization Coverage 73.3% (+~
° 6.4%)
° Teen Birth Rate (per 1,000 women age 15-to-19) 43.2
° Home and Community-Based Care 33.0%

© Average Time to Adoption (in months) 7.8 |



Teen Pregnancy Rate -- 15-19 Year Olds

HEALTH Tennessee, 2007-2011
100 - .
Improving
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(7, 80 7]
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©
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o
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26.5% decrease in pregnancy rate among girls 15-19 years of age from 2007-2011.
O I I I I

2007 2008 2009 2010 2011

Data sources: Tennessee Department of Health; Division of Policy, Planning and Assessment; Office of Health Statistics; Birth and Fetal Death Statistical
Systems, Induced Termination of Pregnancy Data System and 2008 Revision of the 2003 Population Estimates and Projections; and the 2010-2011 US



Physical Activity: Little Progress

Adults (18+ Years) with No Physical Activity in the Past 30 Days
Tennessee, 1996-2012

60 -
50 -
TN Rank Nationally
40 -
48
£ s 45
O 30 -
[
a
20 -
10 -
TENNESEE
HEALTH
O T T T T T T T T T T T T T T T T T 1
1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Data source: Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia: U.S. Department
of Health and Human Services, Centers for Disease Control and Prevention, 1996-2012. Labels in red indicate TN rankings among 50 US states. Do not
compare 2011-2012 BRFSS data to previous years. Due to changes in methods, comparisons are NOT valid and may be misleading.



Overweight and Obesity Prevalence by Grade
Tennessee Public Schools, 2007-2008 and 2011-2012

Encouraging
50 - W 2007-2008 ©2011-2012 Movement

40 -

30 -

Percent

20 -

10 -

All K* 2nd* 4th* 6th 8th HS*

%k
Grades™  petween 2007-2008 and 2011-2012 school years, the overweight and obesity

prevalence among public school students decreased.

Data source: Tennessee Department of Education’s Office of Coordinated School Health. Overweight/obesity = BMI greater than or equal to the 85t percentile
for children of the same age and sex. *The difference in prevalence between 2007-2008 and 2011-2012 is statistically significant based on non-overlapping 95%
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emmmmen - O esity: Worrisome movement

Adult (18+ Years) Obesity
Tennessee, 1995-2012
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TN Rank Nationally
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Data source: Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia: U.S. Department
of Health and Human Services, Centers for Disease Control and Prevention, 1995-2012. Labels in red indicate TN rankings among 50 US states. Obesity =
BMI = 30.0. Do not compare 2011-2012 BRFSS data to previous years. Due to changes in methods, comparisons are NOT valid and may be



HEALTHIER TENNESSEE

Governor creates
health and
wellness task force

in Tennessee
NASHVILLE (AP):
Jun 09, 2011
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Smoking: How are we Doing?

Current Cigarette Smoking among Adults (18+ Years)
Tennessee, 1995-2012
60 -

o Worrisome movement

40 -
TN Rank Nationally
g
O 30 -
7]
o
41
20 - 3 36 47

10 -

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Data source: CDC - Behavioral Risk Factor Surveillance System Survey Data, 1995-2012. Labels in red indicate TN rankings among 50 US states.
Current smoker = smoked at least 100 cigarettes in their lifetime and currently smoke every day or some days.
Do not compare 2011-2012 BRFSS data to previous years. Due to changes in methods, comparisons are NOT valid and may be misleading.
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Cigarette Smoking -- High School Students
Tennessee, 2003-2011

Worrisome movement

N NSPA
. Enacted
- 27.6 l
— 26.3 25.5
_ —
20.9 21.6
N

Between 2007 and 2011, the prevalence of smoking among public high school
students in Tennessee decreased 15%.*
I I I I I I I I |

2003 2004 2005 2006 2007 2008 2009 2010 2011

Year ***

Data sources: Tennessee Department of Education; Youth Risk Behavior Surveillance System.
Public high school students who smoked cigarettes within the past 30 days. NSPA = Non-Smokers Protection Act.
*This difference was not statistically significant based on overlapping 95% confidence intervals.




The Electronic Smoking Industry:
Now Recruiting New Customers

“VAPOR
EXPERIENCE

&\;—r;\ Vﬂllﬂl‘ Electronic Cigarettes

DO IT INSIDE. DO IT OUTSIDE.
DO IT WITH V2 VAPOR.

 Tastes Real.. i )O
Feels Real.. ()l Ill RE
itsNOT

a Cigarette...

It's electric.

www.GreenSmoke.com 1-888-224-1345

blu ELECTRONIC CIGARETTE
Take back your freedom to smoke anywhere with bl elecironic cigaretes. blu
produces no smoke ond no ash, only vapor, moking i the smarter altemative fo

rogular cigoretes. s the mast scisfying woy o tel the smoking bons fo kis off.
Okay, meybe the sacond-most satisbying wory.

blucigs.com

SITION 65 Worming: This product contains nicotine, @ chemical known 1 the soie of Calkoria o T & TET O A T L) D A YOU MUST BE OF LEGAL SMOKING AGE TO
ohom, AT A0 WY PURCHASE AND/OR USE V2 CIGS PRODUCTS

"The increased use of e-cigarettes by teens is deeply troubling," said CDC Director Tom Frieden, M.D., M.P.H.
"Nicotine is a highly addictive drug. Many teens who start with e-cigarettes may be condemned to struggling with
a lifelong addiction to nicotine and conventional cigarettes."



Number of Deaths
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Deaths Due to Drug Overdose
Tennessee, 1999-2012
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963 972
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391 422
342||
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Year

Data source: Tennessee Department of Health, Office of Health Statistics, Death Statistical System.
Overdose deaths were defined as having underlying cause of death ICD-10 codes X40-X44, X60-X64, X85, and Y10-Y14.




Number of Patients

Number of Unique Patients Receiving
Greater Than 100 MME of Opioids Daily
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Doctor Shoppers: CDC Definition
5 prescribers and 5 pharmacies in 90 days

Number of doctor shoppers identified in CSMD,
2012 Aug. —- 2013 Jul.
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Total MME of Opioids 4/1/2012 - 3/31/2013
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Opioid Sales, Treatment Admissions and Opioid-
Related Overdose Death Rates — United States,
1999-2010
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To achieve our unique competencies
through community efforts in

Primary
Prevention
Initiatives

Tennessee Department of Health

Our Mission:
Protect, Promote and Improve
The health and prosperity of people
in Tennessee

The Commissioner’s Goals

To promote effective and efficient
government through

People-Centered
Performance

TEMNFGEIT

Improvement @&

Passionate People [nnovating

Obesity 116
Tobacco
Infant Mortality

Substance Abuse

Immunizations

Teen Pregnancy
Other

Breastfeeding
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Disclaimer:

Views expressed by presenters external to the
Tennessee Department of Health are their own
and as such are not that of the Tennessee State
Government. External presenters are not
affiliated with Tennessee State Government,
and their views and remarks do not necessarily
reflect the policy of the State of Tennessee.
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Agenda for State Innovation Model Public Roundtable meeting

= Why we are here / vision for Tennessee
= Progress with payment reform to date
" |Introducing our guest speakers

= Perspectives on population health in
Tennessee — Dr. John Dreyzehner

= Perspectives on behavioral health in
Tennessee — Ellyn Wilbur

= Stakeholder discussion on population
health and behavioral health
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Behavioral Health in
Tennessee

Tennessee Payment Reform Initiative
Public Roundtable Meeting
September 25, 2013
Nashville, TN

Ellyn Wilbur
Executive Director
Tennessee Association of Mental Health Organizations

www.tamho.org

I 42 Rutledge Street Nashville, TN 37210 PHONE 615-244-2220 TOLL FREE IN TN 800-568-2642  FAX 615-254-8331


http://www.tamho.org/

What does the behavioral health system look
like in Tennessee?

e National research suggests that 1 in 5 individuals will
experience a mental health need at some point in their
life and approximately 6% of the total will have a severe
mental illness or severe emotional need.

e National research suggests that as many as 68% of adults
with severe mental illness have co-morbid chronic physical
conditions such as high blood pressure, diabetes or
obesity.

e National research suggests that individuals with severe
mental illness and co-morbid conditions die up to 25 years
earlier than individuals without mental illness.



What does the behavioral health system look
like in Tennessee?

e Children have unique behavioral health needs and to
successfully respond to their needs requires the
involvement of the family or caregiver.

e Many of these youth have been exposed to trauma.

e National research indicates up to 75% of children in
custody have a mental health need that requires
treatment.



Substance Use in Tennessee

A significant number of the adults and the youth represented
in these numbers also have substance use disorders. Some

estimate as many as 50% have a co-occurring substance use
issue.

The substance most abused in the public mental health
system has shifted over the last 10 years from alcohol to
prescription opioids. People receiving treatment in state
funded programs in Tennessee were 3.5 times more likely to
identify prescription opioids as their primary substance of
abuse than the national average. !



Substance Use in Tennessee

Among those with substance use disorders are vulnerable
populations including:

* \Veterans

e Victims of domestic violence

 |ndividuals who have experienced trauma
 Youth in the foster care system

e The LGBTQ population

e Transition aged youth

e Those involved in the criminal justice system



Individuals Receiving Treatment
in Tennessee

In the most recent 12 month period ending March 2013,
the community mental health centers in TN saw a total of
236,000 different individuals. Approximately one-third of
these were children under the age of 18.2

The CMHCs see on average somewhere between 85,000
and 90,000 people each month. Slightly less than half of
this population has TennCare coverage. 3

Based on the most recent data available (2011), 16,590
adults received services in a drug or alcohol treatment
center and 958 youth received similar services. 4



Individuals Receiving Treatment
in Tennessee

Crisis Services

e |nFY 2013, there were 227,010 calls made to the state-
wide crisis telephone line, with 11,998 related to youth. >

e |nFY 2013, a total of 67,242 in person crisis visits were
made, with 7,481 or 11% involving youth. ©



System Highlights

While the numbers seem daunting, we have much to be proud
of in our behavioral health system. Some highlights:

The Behavioral Health Safety Net is a state funded
program administered by the Tennessee Department of
Mental Health and Substance Abuse Services (TDMHSAS)
that provides services to adults with mental illness who
have limited income and no other payer source. In
FY2013, 35,000 people were served through this program
with more than 575,500 units of service provided.



System Highlights

Tennessee has a robust TennCare benefit package for
behavioral health services that supports recovery.

Federal grant funding is available to provide prevention
and treatment services for substance use and mental
health.

Federal grant funding is available for Systems of Care
planning and implementation for children and their
families.

The Creating Homes Initiative has created more than
8,000 housing options for people with mental illness since
it began in 2000.



System Highlights

Tennessee has a nationally recognized suicide prevention
program.

Best Practice Guidelines have been developed for Services
to Adults and Children to help assure high quality and
consistency.

There is an acknowledgement that those with lived
experience greatly contribute to others’ recovery. This is
evidenced by Peer and Family Support Initiatives including
42 Peer Support Centers and a newly revised certification
program for Peer Recovery Specialists.



System Highlights

There is a fully developed crisis system, including 8 crisis
stabilization units for adults. Crisis response services are
available to anyone 24 hours a day, 365 days a year.

There are more efforts to integrate care at the provider
level.

Tennessee has implemented a multi-pronged plan to
address prescription drug abuse in our state.

There has been considerable growth in the provision of
Telehealth services to help improve access to care,
particularly in the rural areas of our state.



System Highlights

A curriculum titled Mental Health First Aid is being taught
across the state (and country) to help educate citizens
about how to recognize symptoms of mental illness, how
to talk to someone with mental illness, and how and when
to make a referral for services.

Each of SAMHSA's 6 evidence based practices is
operational to some extent in Tennessee .

There is an awareness that in some instances, treatment
can be more appropriate than incarceration. The first
state-wide residential recovery court recently opened in
Morgan County.



System Challenges

There is a greater demand for services than the current
funding will support.

There is a lack of qualified clinical staff available to meet
the needs, particularly in the rural areas of our state.

The increasing number of babies born addicted to drugs.
Through August 2013, there were 564 babies born this
year addicted, compared to an estimated 425 for the
same time period in 2011. These babies frequently require
an extended hospital stay and are 18 times more likely to
enter state custody than infants without these
challenges.”



System Challenges

There is a concern about individuals who need behavioral
health services and fall below 138% of poverty.

For individuals who are eligible for coverage in the
marketplace, the benefit package does not offer the
services that we know are necessary to help adults with
serious mental illness remain stable and youth with
serious emotional issues achieve the best possible
outcomes.



System Challenges

We know people get better care when the care is
integrated and integrated care generally cost less, but
there are some significant administrative barriers to
achieving integration. We are hopeful that steps can be
taken to help remove some of these barriers.

The current payment methodology does not support
collaboration, communication and coordination among
clinicians in multiple disciplines. We are hopeful that the
Payment Reform Initiative will address this challenge.



System Challenges

There is an insufficient data infrastructure to collect
service and outcome data across state systems.

Our system lacks a consistent process for sharing client
data between health plans and providers.

42 Rutledge Street Nashville, TN 37210 PHONE 615-244-2220  TOLL FREE IN TN 800-568-2642 FAX 615-254-8331

www.tamho.org




Examples of Tennessee Programs with
Positive Results

In-home services for children that have reduced the need
for out- of- home placement.

Case management services that have facilitated consumer
engagement resulting in improved symptom
management, housing stability, fewer inpatient days and
reduced involvement with the criminal justice system.



Examples of Tennessee Programs with
Positive Results

Services for children that utilize evidence based models
that address trauma and improve youth health status.

Co-occurring services that reduce substance use, reduce
involvement with the criminal justice system and increase
housing stability.

School based programs that help youth stay in schoal,
reduce substance use and juvenile court involvement,
resulting in more successful and productive students .



Examples of Tennessee Programs with
Positive Results

The Crisis Service continuum has significantly decreased

the need for hospital beds and reduced the length of stay
when an inpatient stay is necessary.

Implementation of Wellness Programs that have improved
individuals’” behavioral and physical health.

Implementation of programs designed to help individuals
with mental illness move from homelessness to housing
stability while improving their overall health status.



Examples of Tennessee Programs with
Positive Results

Cherokee Health Systems has operated an integrated
health home model in TN for more than 20 years. Their
data substantiates improved health outcomes and lower

costs.



Promising Models

Missouri began a new initiative 2 years ago in which the
behavioral health provider was the “health home” for
about 19,000 individuals. Preliminary results after the first
year indicate that there was a 3% reduction in
hospitalizations and a cost savings of approximately $4
million in hospital and emergency room costs.

Colorado, Kansas and Oregon have also begun “health
home” initiatives.



Promising Models

e For Children and Youth: Child Parent Psychotherapy (CPP);
Attachment, Self Regulation and Competency (ARC);
Trauma Focused Cognitive Behavioral Therapy (TF-CBT);
Parent Child Interaction Therapy (PCIT), among others.

e For Veterans and their families: Operation Stand Down,
Not Alone, Saving Veteran Lives in Tennessee.

e The Aging Population: Chronic Care Model to address
depression.
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Data Sources

1 - National Survey of Substance Abuse Treatment Services, 2011
2 - TAMHO Data Warehouse, 2013
3 - TAMHO Data Warehouse, 2013

4 - SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use
and Health, 2010 and 2011 (2010 Data, Revised March 2012).

5 - Tennessee Department Mental Health and Substance Abuse Services, preliminary data for
FY2013.

6 - Tennessee Department Mental Health and Substance Abuse Services, preliminary data for
FY2013.

7 - State of Tennessee, DOH, Statewide Effort Addresses Problems of Babies Born Dependent
on Addictive Drugs, November 27, 2012.



TAMHO member organizations provide mental health and addictions services to 90,000
of Tennessee’s most vulnerable citizens each month. Services provided by the TAMHO
network include:

The Tennessee Association of Mental

Health Organizations (TAMHO) is a
statewide trade association representing
Community Mental Health Centers and
other non-profit corporations that provide
behavioral health services. These
organizations meet the needs of Tennessee
citizens of all ages who have mental illness
and/or an addiction disorder. The TAMHO
member organizations have been the
virtual cornerstone of the Tennessee
community-based behavioral health system
since the 1950s and continue today as the
primary provider network for community
based care in Tennessee.

Prevention, Education and Wellness: Includes programs for the prevention of
addictions, violence, and suicide; early intervention; mental health and drug courts,
jail diversion and community re-entry initiatives.

Psychiatric Rehabilitation: Programs that include peer support, illness management
and recovery services, supported employment, and supported housing.

Community Based Services: Services include mental health case management,
Programs for Community Treatment (PACT), intensive in-home services, school based
services, therapeutic foster care, and jail liaison services

Clinic Based Services: Services include psychiatric evaluation and medication
management; monitoring of core health indicators; individual, couples and family
psychotherapy; psychological assessment; specialized treatments for trauma and
addiction disorders and co-occurring disorders; partial hospitalization; intensive
outpatient services; and forensic services.

Residential Services: Includes residential treatment services, group homes,
independent housing.

Inpatient Services: Includes hospital based mental health and addiction disorder
treatment services.

Crisis Services: Includes clinic based walk-in services, hospital based emergency
evaluation, mobile crisis services, crisis respite, and crisis stabilization services.



Organizations

REGULAR MEMBERS

Carey Counseling Center
408 Virginia Strest

Pest Cfice B 30

Pans, Tennessee 38242
73116420521

Rabert £, Vaughr, Freoutie Dbocior

Case WManagement, Inc.
4041 Knight Amold Read
Mernphis, Tennessee 38118
901/921-8600

. Floronce Hervery, Chiof Fxacufive Officar

Certerstone of Tennesses
Post Cfioe Box 40406

1101 Ath Avenue North
Nashville, Tennessee 37204
B1R483-6600

Rober! N, Vera £4.0, Chief Executive Offiver

Cherckee Health Systems
2018 Westem Avenue
Knowville, Tennessee 57921
BERI34-6734

Dennis S Freeman, FA.0, Executive Direclor

Frontler Health

1167 Spratlin Park Drive

Post Cifice Bow 9054

(Gray, Tennessee 376816
42H4RT-3600

Chanks Goud, CEQ

Helen Ross McNabb Center
201 W, Springdale

Kncealle, Tennesses 37917
BBEE3TA7H

Ardy Black, FresidentChie! Exsculive Ullicer

Pathways Behavioral Health Services
238 Summar Drive

Jackson, Tennesses 39301
73178418200

Fam Henson, Exsculive Uirevlor

Peninsula=-a Division of Parkwest Vedical Center
1451 Dowell Springs

Knceavlle, Tennesses 37909

8R5(390-1448

Jell Uice, Vive President - Behaviora Services

Prafessional Care Services of West TN, Inc.
1997 Highway 51 South

Caowingten, Tennessee 38019

Q01/475-0967

Paul Shaver, fnterim Dirsclor

Quinco Mental Health Center
10710 Old Highrway 4

Bolivar, Tennessee 33008
7HGEIH6113

Darvig Gallaher, P00, Execulive Divector
Rldgeview

240 Wes! Tyrone Hoad

Ciak Ridge, Tennessee 37330
BEELAZ2-1076

FRobert J, Benning, Clief Executive Offcer

Southeast Mental Health Center
3810 Winchester Road

Post Cftice Bew 18720

Mernphis, Tennesses 33181
901/369-1420

Gane Laweenoe, Frecutive Diroctor

Volunteer Behavioral Health Care System
116N, Church Street

Post Oftice Box 1668

Murfreesboro, Tennesses 37133
61542732240

Chris Wire, CEQ/FPresident

ASSOCIATE MEMBERS

Vanderbilt Community Mental Health Center
Vanderbilt University Medical Center
Neurcscences Inshiute

1600 21* Avenue Scuth

Mashville, Tennesses 372129636
6163430791

Willam Farsons

Grace House of Memphis
=9 Morth Bellevue Street
Memphis, Tennessee 33105
a01/722-8480

Chariote Huppers, Execulive Ureclor

LiteCare Family Services
145 Thempson Lane
MNashwille,, Tennesses 37211
B1E78-0013

Kenny Mauck, Fxocotive Dirceior

Lowenstein House, Inc.
21 South Barksdale
Memphis, Tennegsee 38114
G /2745485

Jume Winstur, Execulive Uireclor

Mental Health Cooperative
27% Cumberand Bend
Nashville, Tennesses 37228
B1E(743-1401

Pam Womack, Fxocutve Dirsctor

Park Center, Inc.

801 12" Avenue South
Maghville, Tennesses 37203
616/242-3831
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Agenda for State Innovation Model Public Roundtable meeting

= Why we are here / vision for Tennessee
= Progress with payment reform to date
" |Introducing our guest speakers

= Perspectives on population health in
Tennessee — Dr. John Dreyzehner

= Perspectives on behavioral health in
Tennessee — Ellyn Wilbur

= Stakeholder discussion on population
health and behavioral health
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Understanding your perspective on population health and behavioral health

Thoughts/reactions to population health and behavioral health
perspectives in Tennessee

Questions to

address from Sharing with the State any other initiatives relating to population
your or behavioral health

perspective

Ideas from the public on what should the State should include as
part of its State Healthcare Innovation Plan (SHIP)

91

awil pJepuels uidlsel INd ¥T:9 €10Z/€7/6 PRIPOIN IseT

pajuld



Thank you!

The State of TN has recently published a white paper on the
Tennessee Payment Reform Initiative

To download/ read in PDF format, please visit
http://www.tn.gov/HCFA/forms/WhitePaper.pdf
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