Population Health Plan
or the State of Tennessee
~INAL

BalladHeoI’rh,b

It’s your story. We're listening.




Introduction

A Final versions of the following Plans were requested by the State of Tennessee in th
September 18, 2017 Terms of Certification, and were subsequently submitted on Ju
31, 2018. Feedback from multiple meetings and conversations with the state has
been incorporated into these Plans.

o0 Behavioral Health Plan

o/ KAt RNBYyQa I SIfiOK tfly
o Rural Health Plan

o Population Health Plan

A The content of these Plans is consistent with requirements as outlined in the Terms
Certification governing the Certificate of Public Advantage and represent those
actions to be taken by Ballad Health deemed by the State of Tennessee to constitute

public benefit.
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Spending Requirements

Expanded Acces:
to HealthCare
Services

Health Research
and Graduate
Medical
Education
Population
Health
Improvement
Region-wide
Health
Information
Exchange

Behavioral Healtr
Services
Children's
Services

Rural Health
Services

Year1 Year?2 Year 3 Year 4 Year 5 Year 6 Year 7 Year 8 Year 9 Year 10 Total:

$1,000,000 $ 4,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $ 85,000,000
$1,000,000 $ 2,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 27,000,000

$1,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 3,000,000 $ 28,000,000

$3,000,000 $ 5,000,000 $ 7,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $ 85,000,000

$1,000,000 $ 2,000,000 $ 5,000,000 $ 7,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $10,000,000 $ 75,000,000

$1,000,000 $ 1,000,000 $ 750,000 $ 750,000 $ 750,000 $ 750,000 $ 750,000 $ 750,000 $ 750,000 $ 750,000 $ 8,000,000
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$8,000,000 $17,000,000 $28,750,000 $33,750,000 $36,750,000 $36,750,000 $36,750,000 $36,750,000 $36,750,000 $36,750,000 $308,000,000
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Important Dates

Plans Due in First Six Months (July 31, 2018)
A Behavioral Health Plan*

Al KAt RNBY Q& | SHEGK tfFyF
A Rural Health Plan*

A Population Health Plan*

A Capital Plan

Plans Due in First Twelve Months (January 31, 2019)

A HIE Plan
A Health Research/Graduate Medical Education (HR/GME Plan)

* Consistent with the The Commonwealth of Virginia Department of Health request, Ballad previously submittec
draft versions (on June 30, 2018) of these Plans and provided those copies to the State of Tennessee. This
document presents the final versions of these plans, mcorporatmg feedbagk received from the State following
review of the draft submissions duringan®m 0 S YSSOAy3a G . FffFRQa O2NLJ2
submission of the updated plans on July 31, 2018, and a second review session at the Tennessee Departmer
Health offices on August 10, 2018.
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Process for Plan Development

wEngaged Resources
wNamed Executive Steering Team

wDeveloped Initial Plans/Prioritize

wSocialized Plans to Internal and External Stakeholders

wProvided Tennessee Department of Health (TDH) with Draft Plans Submitted to Virginia
Department of Health (VDH)

wReviewed Draft Plans with TDH and VDH

wGathered Internal and External Stakeholder Input ]
\

wincorporated TDH and Stakeholder Feedback

wFinalized Investment Schedules

wSubmitted Final Plans to TDH

wMake final revisions with State Input during 30 day state review and 30 day Ballad respons¢
period

wObtain Ballad Health Board Approval W,

5 August 24, 2018 FINAL Submission BalladHealth s



Process and Participation for Plan Development

In developing these plans, Ballad has referenced previously developed plans and
analyses and solicited extensive stakeholder input including:

A Reviewing the following documents and plans:
0 Tennessee State Health Plan

o Key Priorities for Improving Health in Northeast Tennessee and Southwest Virginia: A
Comprehensive Community Repért

o0 Legacy WHS and MSHA Community Health Needs Assessments
A Conducting approximately individual 150 interviews
A Holding approximately 40 meetings with external groups
A Convening the Population Health Clinical Committee

A Presenting the plan overview to a number of Ballad community boards in Tennessee
and in an open meeting in Kingsport

1 Report published by the East Tennessee State University College of Public Health
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Process and Participation for Plan Development (continued)

A Convening the Accountable Care Community Steering Committee

0 Healthy Kingsport and United Way SWVA were selected through an RFP processattage
this effort for both TN and VA

o Obtained crosstate participation in initial meeting with discussion of metrics with special
focus on those most amendable to community intervention

o Conducting biweekly calls with lead organizations

A Provided draft Virginia plans to the State of Tennessee on June 30, 2018. Additiona
Ballad representatives and representatives from the State of Tennessee and the
Virginia Commonwealth met on July 10, 2018 to review and discuss the draft plans.
Feedback from that meeting and subsequent communications were incorporated int
the July 31, 2018 plan submissions.

A Ballad representatives and representatives from the State of Tennessee and the
Virginia Commonwealth met on August 10, 2018 to review and discuss the July 31
version of the plans. Feedback from that meeting has been incorporated into this
submission.
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Strategic Themes Across All Plans

Behavioral Chil dr e n OrRaral Population
Health Services Services Health

o L 4L o

Theme #1 AEarly Intervention/Strong Starts
] ] ] ]

Theme #2 A Alternative Points of Access

Theme #3 ATeam -Based Care and Navigation
] ] ] ]

Theme #4 Alntegrated Behavioral Health

V VvV
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Strategic Themes Across All Plans (continued)

1. Early intervention and strong starts

A Efforts will be designed around the concept of primary, secondary and tertiary prevention,
with a special population focus on children.

A Example: Prevent cervical cancer through HPV vaccinations AND detect in early stages
through effective screening.

2. Alternative Points of Access

A Preventive and acute services must be easily accessible by the population and designed w
their preferences and limitations in mind.

A Example: Mobile blood pressure and diabetes screenidgaated at food assistance
delivery sites.
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Strategic Themes Across All Plans (continued)

3. Team Based Care and Navigation

A Care teams should be designed around the needs of the whole person and include
perspectives and skills from pharmacists, social workers, community health workers,
navigators and case managers.

A Example: Embed behavioral health navigators in primary care practices to link patients with
necessary behavioral health services at Ballad Health and our CSB partners,

4. Integrated Behavioral Health
A We should design a behavioral health perspective into all care processes and systems.

A Example: Perform Screening, Brief Intervention and Referral to Treatment on ED and
Inpatient admits to identify behavioral health risk and initiate treatment in patients
regardless of their presenting problem.
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Table of Contents for the Population Health Plan

A Plan Overview
o TN Certificate of Public Advantage Requirements
0 Key Metrics Assessed
0 Key Strategies
o Crosswalk to Conditions
o Investment Plan

A Strategic Approach

A Implementation Roadmap
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Population Health Plan

1. Plan Overview

BalladHeoI’rh,s
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Plan Overview
TN COPA Population Health Services Plan Requirements

TN COPA Requirement

Develop, perform and execute a plan, for the first three (3) full Fiscal Years, to make investments in new
population health improvement initiatives and in existing population health initiatives for which resourceg
I €t NEIF Ré 06SAy3a SELISYRSR o0dzi 6KAOK &I NNFYyd I RRALD
The initial Population Health Plan shall take into account, among other things, the Measures set forth in
Population Health Report and in the Population Health-Bulex.

No later than six (6) months after the Issue Date, the New Health System shall establish a Department ¢
t 2Lddz | A2y | SIEO0K LYLNROGSYSYy(G G2 tSIR GUKS bS¢
Health Plan and improving the overall health of the Population. This department shall be shall be staffeg
leaders charged with financial compliance, physician relations and community relations and led by a ser
executive that reports directly to the Executive Chair/President or the Chief Executive Officer of the New
Health System and serves as the administration liaison to the Population Health and Social Responsibil
Committee of the Board of Directors.

Source: Tennessee Certificate of Public Advantage Section 3.04 (b-c)
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Plan Overview
Population Health Key Metrics

Category

Breastfeeding

Child health

Diabetes

Mental health

Mortality

Obesity

Smoking

Substance
abuse

Vaccinations

Measure

+ Average mPINC score
* Breastfeeding initiation
* Infants breastfed at six (6) months

* 3rd grade reading level

+« Dental sealants (adolescents 13-15)
+ Dental sealants (children 6-9)

+ Infant mortality

= Low birthweight

» Teen pregnancy rate

+ Increase the number of people with pre-diabetes who are identified
and referred to a prevention program

+ Frequent mental distress

+ Ratio of premature deaths (higher density/lower density counties)

+ Physically active adults

= Physically active students

* Obesity - counseling and education

+ Overweight and obesity prevalence among Tennessee public school
students

+ Mothers who smoke during pregnancy
+ Smoking (percent of adults self-reported as smokers)
+ Youth tobacco use

+ Adults - prescription drugs
* Drug deaths
= NAS births

+ Children - on-time vaccinations

+ Vaccinations - HPV females

+ Vaccinations - HPV males

+»  Vaccinations - flu vaccine, older adults

14 August 24, 2018 FINAL Submission
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Plan Overview
Access Key Metrics

Category

Mental health

Patient access

Patient
experience

Perinatal

Screenings

Substance
abuse

Utilization

Measure

Asthma ED visits - age 0-4
Asthma ED visits - age 5-14
Excessive ED wait times
Pediatric readiness of ED

Antidepressant medication management - effective acute

phase treatment

Antidepressant medication management - effective continuation
phase treatment

Follow-up after hospitalization for mental iliness (adults 18+)
Follow-up after hospitalization for mental illness (children 6-17)

Personal care provider
Specialist recruitment and retention

Patient satisfaction and access surveys
Patient satisfaction and access surveys - response report

Prenatal care in the first trimester

Screening - breast cancer
Screening - cervical cancer
Screening - colorectal cancer
Screening - diabetes
Screening - hypertension

Engagement of alcohol or drug treatment
Rate of SBIRT administration - ED visits
SBIRT administration - hospital admissions

Preventable hospitalizations - adults
Preventable hospitalizations - Medicare

15 August 24, 2018 FINAL Submission

Geographic Access

T3 B 3

Population within 25 miles of an urgent care center
Population within 25 miles of an urgent care center
open nights and weekends

Population within 10 miles of an urgent care or
emergency department

Population within 15 miles of an emergency department
Population within 15 miles of an acute care hospital

BalladHeaIthﬂs

©® ® T 5 O ~ c T o T

—



Plan Overview
Population Health Services Estimated Investment Summary

Population Health Plan Year 1 Year 2 Year 3 Year 1-3 Total
Community Health Department $1,250,000 $1,250,000 $1,250,000 $3,750,000
Accountable Care Community $250,000 $250,000 $250,000 $750,000
Awareness Campaigns $550,000 $550,000 $550,000 $1,650,000
Programs $0 $500,000 $2,950,000 $3,450,000
Total $2,050,000 $2,550,000 $5,000,000 $9,600,000
QOPA-Mandated Minimum Expenditures $1,000,000 $2,000,000 $5,000,000 $8,000,000
Potential Funding Needed in Excess of Minimum
Soending Requirements $1,050,000 $550,000 $0 $1,600,000
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Population Health Plan
2. Strategic Approach
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Population Health Model of Design
Strategic Context & Line of Sight to Impact

A

18

TheExpanded Chronic Care Modekludes the key elements needed to effect our
desired longterm health improvement impacts. The model demonstrates that the
health system, while an important component, is insufficient to derive community
level impact on its own. It also establishes that community impact is driven by
individual behavior change that is supported and resourced .

¢CKS SINIeée adr3asa 2F GKS LIty | NB F2O0d:
environment both inside the system of care regionally and in the commutuyyre-
organizing and r@rienting theOrganization of Health Carand influencing
Community Resources and Polictescreate a supportive environment which will
empower behavior change over time and lead to le@gn improved community
health status.

CFPEEFR 1ISFEOKQAa C20dza FYR {GN)Y GS3IASaA
elements of theExpanded Chronic Care Mod&t necessary building blocks to
achieveProductive Interactions and Relationshipgth an Activated Community,
Informed and Activated Patients/Community Members, a Prepared and Proactive
Practice Team, and Prepared and Proactive Community Partners.
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Population Health Model of Design:
Expanded Chronic Care Model

19

Community

Build Healthy Resources and Policies
Public Policy

Create
Supportive

Environments Health System

Organization of Health Care Information
Systems

Strengthen
Community
Action

Self- Decision
Management/ Support
Develop Delivery System

Design/Re-orient
Health Services

Personal Skills

aractions
ships

Prepared, Prepared,
Proactive Proactive
Practice Community
Team Partners

Informed
Activated
Patient

Activated
Community

Population Health Outcomes/Functional and Clinical Outcomes

Adapted from Edward H. Wagner, MD, MPH, Chronic Disease Management. Originally published: Effective Clinical Practice, Aug/Sept 1998, Vol 1
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Pathway to Productive Interactions
& Relationships

Producti ractions
ships

Prepared, Prepared,

- Informed
Activated Proactive Proactive

Activated

Community Practice Community

Team Partners

Patient

Strateqic Elements

Media & Education Campaigns Team Based Care: Sector, Organizational,
Community Partners (all sectors) Care managers Accountable Partners
Accountable Care Community Community health workers
Ballad Patient Engagement Peer Coaches Social Needs Solutions
Ballad Team Member Navigators
Engagement Primary Care: Effective Policies and
Business Health Engagement Ballad Health Supportive Environments
Effective Electronic Medical FQHCs
Record/Person Health Record Participating Independent

Providers

(With IT and Decision

Support)
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Population Health Outcomes/Functional and Clinical

Outcomes

Society
The media

Law & governmental policy

Social Norms

The Environment
Activated Community
Local politics

School Systems
Employers

Culture

Relationship

Family

Friends

Intimate relationships
Practice - patient
Individual

Beliefs & values
Education

Life experience
Choices

Behaviors

21 August 24, 2018
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Activated
Community

Prepared,

m Proactive
Community

Partners

Relationship >

Prepared,
Proactive
Practice
Team

Individual

Informed, @

Activated
Patient
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Partnership Development
Building Collective Impact Through Engagement & Partnership

A Sector Partnerships Offerings across entire sectors designed to reach target populations

Example:Working with the regional chambers of commerce to provide business health offerings
focused on wellness and prevention and designed to reducea aosideled from programs tested with
Ballad Health team membe(see slides 23 and 24)
Example:Working with schools to place BEAR Buddies as volunteer reading coaches for children at
not achieving third grade reading level and initiate Morning Mile programs to get children active befol
school. Over the past four years, more than 1 million miles have been logged by participants in this
program.(see Exhibit A for a list of partners)

A Individual Program Delivery Partnershipgs Direct contractual arrangements with organizations to

deliver agreed upon interventions/programs to impact behavior chgsge slide 33)

Example: Working with health departments to increase participation in dental sealant programs and
with organizations such as Appalachian Miles for Smiles to add new access points for sealants.
Example:Working with physician practices through Clinically Integrated Networks (CIN) or Health Qu
Efficiency Program (HQEP) models to increase screening rates
A Communitywide Accountable PartnershipsAccountable Care Community members will join
together to impact a prioritized number of measures that require collective impact using their ov
resourcegsee slide 29)
Example:Payor members take action to invest in new incentive mechanisms for members and
providers which drive participation and increase resources for tobacco cessation
Example:Providers universally screen for tobacco use and increasead@cco prescriptions
Example: Faithhbased organizations host afttbacco support groups
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Development of Wellness Initiatives
Within Ballad Health

Ballad Health seeks to be at the leading edge in the development of new, tested approaches to
improved wellness and disease management, to pilot programs within Ballad Health (f € | R |

v

& |y 9 Brdlsialé those approaches to other businesses and to the community in
general.

A

23

Pritikin: Ballad has a strong relationship with tReitikinLongevity Center and theritikin
Intensive Cardiac Rehabilitation program and are currently researching a new primary
prevention program wittPritikinwhich may demonstrate clear application and translation of
Pritikinconcepts to the reduction of disease development risk in high risk individuals.

Cleveland ClinicBallad has an emerging relationship with Cleveland Clinic to test programs
implemented with their employee population within Ballad Health. The leading edge of this
work will be deployment of the Stress Free Now program with team members.

Chronic Disease ManagemenBallad is currently studying best practice approaches to develop
more advanced chronic disease management programs within Ballad Health, including diabete
management.

Informatics and Claims DataBallad Health is utilizing team member (covered lives) claims data
and health risk assessment data to identify high risk individuals in need of coaching and care
management support, which Ballad then provides.
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The Employer Sector Partnership
Our Role as a Business Health & Wellness Leader

Ballad Health seeks to create model health & wellness programs to improve the health status of o
team members and their families and to extend those programmatic approaches to other
employers. Regional employers are an important channel to populations. Working with them to
improve health and prevent disease will reduce direct healthcare costs and improve productivity.
1a 6S tSIENY FTNRY 2dzNJ 26y .SIEILISINR SlyDSt (gfoitKah v y
approach will include:

A

24

Health Plan ConsultatioriVe will first work within Ballad Health team members, then expanding to local
businesses (and their advisors), to help structure incentives, reward programs, and penalties to encourage
best practice participation in health promotion and wellness efforts.

Health Risk Assessment/e will first work within Ballad Health team members, then expanding to local
businesses, to institute strong programs to assess individual health status and health risk (including claims
data) and to stratify and manage or reduce that risk individually and across the entire population served.
Health Risk Assessment includes using personal health survey tools together with biometric data to identify
employees with higher levels of disease risk and potentially higher health care utilization and cost.

Health Risk Reduction and Cost Managemente will first work within Ballad Health team members, then
expanding to local businesses, to reduce risk for the development of obesHgliglvetes, diabetes, heart
disease, and cancer by partnering to accomplish health improvement goals through creation of a healthy
workplace environment, provision of education and health resources (including mobile and onsite resources
and provision of coaching/intervention services for those ready to change. We will also offer chronic diseas
management programs for conditions such as diabetes and hypertension along with stress reduction
programs.
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Communication Strategy - Leading a Social
Movement

A Regionalism as a rallying point: Before Ballad can effectively address the most critical health challenges facir
Northeast Tennessee and Southwest Virginia, the system must address many underlying cultural and social
challenges, and this will require the cooperation of multiple stakeholders and leading organizations throughot
the region. In order to set the stage for the kind of cooperation that will be necessary, Ballad will launch a
NEIA2Yy It OF YLIATY (G2 KStLI RSTFAYS GKS NBIAZ2Y QA dzy
first step.

A Brokering HopeBuilding on the regional identity, Ballad will deploy messaging of possibility and progress,
showcasing people who have overcome challenges to serve as an inspiration to others. This messaging will
broker hope and demonstrate that help and support does exi$te campaign will also seek to celebrate what
Is possible when the region works together to tackle common problems.

A Community EducationTo create informed, activated communities and individuals, Ballad will utilize or develog
LJdzo f AO &aSNBAOS YSaal3aAay3a (G2 o0dAftR g NBySaa | yR
priority measures¢ KA & ¢gAftf AyOfdzRS FGdGFrAYylFof ST LINF OGAOL

A cCalls to ActionUsing community education as a foundation, Ballad will issue specific calls to action for people
who are ready to change and to access resources in concert witsraoking campaigns, physical activity and
nutrition campaigns, and more.

A Leadership:Ballad Health leaders, with its chairman and CEO at the forefront, are actively engaged in growin
the regional economy as a convener through new regional network strategjesyvision of regionalism is to
unite the work of the chambers of commerce, economic development agencies, city and county governments
and the private sector.
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Strategic Approach

Logic Model & Path Forward

(Success
Indicator:
process
deliverables
achieved)

Invest to build
a foundation for
success and
focus health
system and

community
efforts

Population
Health
Department,
Accountable
Care
Community,
Communication
Platform
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(Success
Indicator:
number & type
of programs
developed and
partners
engaged)

Identify/ develop
programs,
interventions,
new clinical
approaches,
solidify
partnerships and
access to
populations,

launch
communication
plans

(Success
Indicator:
Number of
individuals

reached)

Deliver
programs and
services
directly & with
partners (Pilot
to Scale),
issue broad
calls for action
to individuals,
intervene
directly with
individuals

FINAL Submission

(Success
Indicator:
Participants
demonstrating
behavior
change)

Behavior
change to
impact
population
health
measures

(Improved
population
health

measures over
baselines)

Improving
health status
in the
community
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Strategic Approach
Focus 1: Develop Population Health Infrastructure Within
the Health System and the Community

Strategic Approaches:
A Ballad Health Department of Population Health

o Ballad Health will construct a team of competent community health and value based serv
staff who will engage both internally and externally on strategies to improve population he
and address the metrics. This will be supplemented by a newly convened Population He;
Clinical Committee.

A Accountable Care Communities

o Ballad will initially fund and take a lead role with other community organizations in the
governance of a muhlstakeholder, multgeography Accountable Care Communifjne ACC
will serve to identify leading organizations in each community who are best positioned to
integrate and align efforts in that communitdallad Health will work with those integrator
organizations and resource efforts to form community action teams or work with existing
teams such as health councils to derive local impdtie ACC will pursue a limited number ¢
complex population health challenges such as tigiralde reading improvement, reduction in
teen pregnancy, tobacco use, and so on.
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Strategic Approach
Focus 1: Develop Population Health Infrastructure Within
the Health System and the Community

Examples/Partnerships:

A Population Health Clinical Steering Committee

o This clinical team will be comprised of Ballad and community clinical providers representi
MD, DO, APP, arRharmDdisciplines to provide guidance toward the transformation of Ball;
Health into a community health improvement systei@eé Exhibit B for draft charter and
listing of providers who attended the first meeting.)

A Community Benefit and Population Health Committee

o Ballad established the Community Benefit and Population Health Committee of the Balla¢ |,
Health Board of Directors. This group includes regional and-sedtor representation and is : ¢
responsible for the oversight and compliance with all COPA/CA commitments and reportii a
is also responsible for governing the alignment of COPA/CA funding, social responsibility: |
strategies and COPA/CA efforts to produce health improvement in the community. Membi t
of the committee include Ballad Health directors and other community members appointe " |
the Ballad Health Board(See Exhibit C for listing of members)

>S5 O ——~+ 0 — C T O T
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Strategic Approach
Focus 1: Develop Population Health Infrastructure Within
the Health System and the Community

Examples/Partnerships continued.:

A Accountable Care Communities

o Ballad will fund and take a lead role in the governance of a ratalkeholder Accountable Car:
Community which will have two lead support organizations, one leading Tennessee effort
the other leading Virginia. These lead supports will solicit organizational membership fron
across the service region, leveraging existing grass roots groups and coalitions, to organi
itself around the pursuit of a focused number of complex population health challenges su:
third-grade reading improvement, reduction in teen pregnancy, tobacco use, obesity, etc.
These local groups may be developed around a geography and/or topical {ees=xhibit D
for a listing of invited/attending organizations for the first Accountable Care Community
Leadership Team meeting and Exhibit E for Future Business Plan.)

Selection of two Identification of Lead supports ;
lead supports: initial ACC work with Dept. of Develop strategic

Solicit for lead i Population health lan to address
Healthy Kingsport - Steering oL . P Implement
support TN Commiies to |deizfl|2;and members to focus areas and strategic plan

prioritize focus include elements

organizations ) o

through RFP United Way of QIS A organizations to areas construction of
Southwest committee become part of local action teams
Virginia -VA ACC

29 August 24, 2018 FINAL Submission BalladHealth ‘

>S5 O ——~+ 0 — C T O T

o ~+ — 9 O I



Strategic Approach
Focus 2: Ballad as a Community Health Improvement

Organization
Strategic Approaches:

A Delivery System Improvement and-Resign

o Ballad will align operational excellence efforts and incentive programs to improve populat
health and access metrics amenable to health care in populations managed under Balla¢
Medical Group and other physician groups through mechanisms such as a Clinically Inte
Networks and Hospital Quality and Efficiency Programs (See Rural Health Plan). Initial f
LJ2 Lddzt  GA2y& oAttt AyOftdzRS . IftflFRQa GSIY
expand the total number of lives under management.

0 See Exhibit F for potential opportunities to address health disparities

A Information Systems, Decision Support and Information Exchange
o Ballad will move to a common Epic platform regiwside which will enable community clinica
and social registries for population health improvement, improve clinical flow and gap clo
and allow patients more engagement with their own health and health information.

A Self Management & Development of Personal Skills

o Ballad will invest in internal and external programs, people, and technologies which enak:
patients to better manage their health and health care services and prevent disease.
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Strategic Approach
Focus 3: Enable Community Resources & Sound Health

Policy
Strategic Approaches:
A Strengthen Community Action (F:

o Ballad will fund and manage community efforts to implement evidence based and promlsmg
public health programs and practices throughout the region. |

A Build Healthy Public Policy a

o Ballad will engage in research and advocacy at the local, state and federal level to promoté f

population health and access goals included in the Tennessee COPA. o

A Create Supportive Environments n

o Ballad will implement broad based communication strategies to promote a culture of health i
the region and to communicate specific health messages. Ballad will also invest in the built
environment and other infrastructure necessary to make healthier choices easier choices. 5

|

t
h
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Strategic Approach

Focus 3: Enable Community Resources & Sound Health

Policy

Examples/Partnerships:

A Strengthen Community Action P

o Ballad is currently working with individual and sector partners to identify best and promising
practices, both through guidance provided by the evidence playbook and local programs of impagt
The Community Engagement team is partnering with the ACC, health councisiuantioalitions, : |
healthy community teams, and other grass roots groups to collectively identify those programs:that
contain best or promising practices to evaluate for resourcing and support. Once identified, t
programs will be selected for piloting resources and evaluation of impact and further assessment fi
scaling and replication(See Exhibits G and H for future business plans of the Accountable Care o
Community.) n

A Build Healthy Public Policy y

o Ballad is currently providing educational sessions with local government groups to better inform gn
the requirements of the COPA/CA and solicit input for legislative interest and advocacy a
development. |

A Create Supportive Environments :]

o Ballad currently is working to create a muével, multtyear campaign media and education
campaign gee slide 2bwhich will include a regional brand and identity strategy, a strategy to raise
awareness of the issues we face and reduce stigma, and a strategy to promote and encourage
healthy choices and individual action.
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Line of Sight from Intervention to Impact to Scale
with Individual Program Delivery Partners

33

August 24, 2018

6. Evaluate 1. Identify
effectiveness, evidence based

scale/align efforts best practices for
and form new pop health
partnerships Aipl aybooko
5. Pilot/test by 2. Identify needs
intervention and by geography/
geography population

4. Issue requests
for interest by 3. Develop
inventory of

measure and ;
A5sesS ‘ l potential partners
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Strengthening Community Action

Individual Program Delivery Partners

M® LRSYUATE SOARSYOS o0l aSR 06Sad LINY OdGA
Ballad has worked with BRG to compile evidence based best and promising
practices related to each population health metric. That playbook, along with

other similar products, will be used to guide identification and evaluation of
programs and services in the area.

2. |ldentify needs by geography/ population

The Department of Population Health, along with the ACC, will engage
communities to evaluate current needs in each of the geographies and
populations. Evaluation of current and available Community Health Needs
Assessments (CHNAs) and Community Health Assessments (CHAS) will alsc
assessed.

3. Develop inventory of potential partners

A comprehensive repository of community resources will be developed for us
by the community engagement team and the ACC. This inventory will be
arranged into categories for targeting such as county, current programming,
potential metric impact, etc.

“ BalladHeoIth"‘
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Strengthening Community Action
Individual Program Delivery Partners (continued)

4. Issue requests for interest by measure and assess

Using the inventory, Ballad will use both a Request for Interest (RFI) and
Request for Proposal (RFP) process to ask community organizations to
demonstrate capacity to provide best practice or suggest other promising
practices. Community organizations selected from this process will enter into
contractual agreements to pilot interventions and programs.

5. Pilot/test by intervention and geography

Pilot organizations and locations will be selected based on their readiness to
deploy best practice interventions and the profile of the population they
serve. Consideration will be given to populations that are high risk or
experiencing health disparities.

6. Evaluate effectiveness, scale/align efforts and form new partnerships

Ballad will conduct comprehensive evaluation on all pilots for success, impac
scalability and replicability. The next step will be to identify additional partners
to expand successful pilots.
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Overview of 3-Year Phasing

Yrl INPUTS: Building a foundation
Yr2 ACTIVITES: Engagement and pilot testing

Standing up Population Health
Department and Accountable Care
Community

Aligning providers with population healt
and access metrics and redesigning ca

Identifying and assessing community
partners

Launching Communication Plans

Piloting first community population healt
engagements

Implementing new care models to impro
metrics amendable to health care

Expanding Epic connectivity to n@&allad
Health providers

37 August 24, 2018
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Yr3 OUTPUTS: Intense
implementation

Expanding successful pilots to new
geographies or populations

Expanding atisk lives under management
through new payor contracts

O9ELI YRAYI . I fftIFR I|SIfOKE
base or alignment with new physician

groups

Implementing Epic system wide
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Implementation Roadmap 1 Population Health Plan
Focus Area One 2019 Quarterly Milestones and Metrics
Develop Population Health Infrastructure

Strategies

1. Develop theBallad
Health Population
Health Department A

Implementation Milestones and Metrics: Q1 and Q2

Q1 Milestones Q1 Metrics

A Select candidatesto A Hires vs. Staffing Plan

hire A Completed committee
Form Clinical membership list
Committee with

internal and external

representation

A Charter completed

A Fill 100% of 10 Fime

o Position
Develop Clinical ositions

Committeecharter,
roles &
responsibilities

Q2 Milestones

A Develop relationship
tracking and
management systems

Q2 Metrics

A System developed

A Establish and completd
training with 10 end
users

2. Createand activate an A

Recruit TN and VA A Completed steering

A Identify3-5 areas of ACC A Focus areas selected

Accountable Care steering teanfor the team list focus A Charter completed
Community (ACC) ACC A Develop ACEharter
A BeglnbACE_ A Listof members by roles & responsibilities
membership region
recruitment
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Implementation Roadmap 1 Population Health Plan
Focus Area One 2019 Quarterly Milestones and Metrics
Develop Population Health Infrastructure

Strategies

1. Develop theBallad A
Health Population
Health Department

Implementation Milestones and Metrics: Q3 and Q4

Q3 Milestones Q3 Metrics
Extend reach of the A Accomplished in all
departmentby Ballad hospitals and
establishing practice divisions

population health
leadership teams at
each Ballad facility
and practice division
to promote local
population health
initiatives

Q4 Milestones

A Evaluate department
personnel

A Identify Y2 quarterly
targets and timelines

Q4 Metrics

A Y2 milestones and
metrics accepted

2. Createand activate an A

Membersto electTN A Leadership councils

A Identify ACC Y2 quarterly A Y2 milestones and

Accountable Care and VA leadership selected (list) targets and timelines metrics accepted
Community (ACC) councils
A Leadership councls gyrztogigpian
o develop strategic developed
plan for focus areas
39 August 24, 2018 FINAL Submission BalladHealth s
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Implementation Roadmap i Population Health Plan
Focus Area Two 2019 Quarterly Milestones and Metrics

Ballad Health as a Community Health Improvement Organization
Implementation Milestones and Metrics: Q1 and Q2

Strategies

Q1 Metrics

Q2 Milestones

Q2 Metrics

Q1 Milestones

Delivery system Initiate alignment of A List of initial priority metrics | A Secure initial provider A Participant Agreement(s)
improvement and redesign Ballad Medical Associates provided participants in CIN/HQEP signed f
ﬁé\fﬁs& COPAICA A Identify top 3 priorities A Develop BMA & COPA/CA A Completed workplan

applicable to practices priority metric workplan

A Determine external CIN/HQEP .

structure A Plan structure outlined

Information systems, Configure Epic for Unicoi A Epic configuration completed| A EpicGo-Live Unicoi A Deadlinemet
decisionsupport and and Laughlin A Deadline met A Epic GeLive Laughlin A EPIC LMH and Unicoi-Give |
information exchange Applied Health Analytics complete |
| ggl oyed for Ballad y A Utilize AHA for 100% of A Deliver Draft VA HIE Report to P :

Health Team Members Esll(lzcl;:lg]mzﬁgber health TN A Draftcompleted

Selfmanagement and Expand Health Risk A Program Launched A Develop Ballad HealfFiM A Program developed
development of personal Assessment and coaching A Coaches assigned to StressReductionPilot Plan f
skills to Ballad Health Team o - A & & ,
Members (TM) qualifying participants A 5 S @S BallddHealth as an A Charter completed

A

Assess team members for
launch TM diabetes
management program

Conduct biometric testing on
100% of Ballad team
members participating in
employee wellness program

Examplé charter,roles &
responsibilities
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1.

Implementation Roadmap i Population Health Plan

Focus Area Two 2019 Quarterly Milestones and Metrics
Ballad Health as a Community Health Improvement Organization
Implementation Milestones and Metrics: Q3 and Q4

Strategies

Delivery system
improvement and re
design

Q3 Milestones

Implement BMG &
COPA/Chyriority
metric workplan

Submit New Ballad
Health MSSP ACO A
application (subject to

Q3 Metrics

A Workplan milestones met

MSSP Deadline met
(subject to CMS timeline)

Q4 Milestones

A Sign Ballad Health MSSP

ACO Contract (subject to
CMS timeline)

Launch CIN/HQEP

Identify Y2 quarterly targets
and timelines

A

A

A

Q4 Metrics

Contract signed (subject
to CMS timeline)

Program launched

Y2 milestones and metric

CMS timeline) accepted
2. Information systems, Epic configured for A Epic configured Identify Y2 quarterly targets A Y2 milestones and metric
decisionsupport and SBIRPilot . and timelines accepted
informationpgxchange P A Deadiinemet "
Deliver Final HIE Repot
to VAand TN
3. Selfmanagement and 5 S @S BallddHealth A Plan completed t Af 2 (Bal@dHNaithias & A Pilot(s) launched

development of personal
skills

as an Exampke A
strategic plan

Establish 4 action teams tc
develop strategies in the
areas of healthy
eating/food policies;
physical activities; healthy
plan design; and health
education and resources

an Exampléeffort

Identify Y2 quarterly targets
and timelines

A

Y2 milestones and metric
accepted

41 August 24, 2018

FINAL Submission

BalladHeaIthﬂs

o ~ 9 —Cc T O T

5

o ~+ — 9 O I



Implementation Roadmap i Population Health Plan
Focus Area Three 2019 Quarterly Milestones and Metrics
Enabling Community Resources and Sound Health Policy

Implementation Milestones and Metrics: Q1 and Q2
Q1 Milestones Q1 Metrics Q2 Milestones

Strategies

Q2 Metrics

Strengthen community

Work with internaland
externalSubject Matter
Experts to complete first
round research of
interventionsand programs
found to be best or promising
clinical and community
practices

Complete inventory of
potential community partners
to engage with in order to
address population health
metrics

A Completed document

A Completed inventory

distribute RFI tadentify local
capabilities and receive
feedback on first round of
research

A Using inventory created in Q1, A RFI distributed

Create supportive
environments

Develop frameworko
leverage Ballad Health
Business Health service
offerings

Develop regionahwareness
campaigns with Marketing
Department

A Frameworks completed

A Campaign plan
completed

A Develop at least one
regional awareness
campaign and establish
projected reach and
impressions targets

ActivateBusiness Health
Collaborative with Chambers
of Commerce

Begin regional ad campaigns

Create customizable package

of Business Health offerings for

employers

Collaborative activated
Campaigrilaunched
Package completed

Host 1 regional chamber of
commerce forum to review
needs, current solutions and
strategies

Regional awareness
campaign projected reach
and impressions

Build Healthy Public Policy A

Identify best practice
approaches to legislation that
supports healthy choices

A Begin development of
legislativeplaybook to
support intervention
playbook

Identify gaps in current laws
and policies that support
regional health

Gap analysis

August 24, 2018
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Implementation Roadmap i Population Health Plan

Focus Area Three 2019 Quarterly Milestones and Metrics
Enabling Community Resources and Sound Health Policy
Implementation Milestones and Metrics: Q3 and Q4

Strategies

Q3 Milestones

Q3 Metrics

Q4 Milestones Q4 Metrics

Policy

advocacy plan

1. Strengthen community A Evaluate RFIs received A Evaluations completed A Distribute RFPs for pilot A RFPs distributed
action A Incorporate feedback A Feedback incorporated Interventions and Programs - & v milestones and metric
. . to selected community
received into best or accepted
- - partners
promising clinical and
community practices Identify Y2 quarterly targets
and timelines
Create supportive A Develop strategiplan A Plan completed Identify Y2 quarterly targets A Y2 milestones and metric
environments for the Collaborative . . o and timelines accepted
: A Pilots identified
with Chambers of
Commerce
A Identify pilot program
opportunities in
collaboration with
Chambers of
Commerce
Build Healthy Public A Develop legislative A Plan developed Develop strategic approach A Number of meetings with

for advocacy together with
each regional legislator and
their staff

each legislative office
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Implementation Roadmap
Focus Area One 2020 Milestones and Metrics
Develop Population Health Infrastructure

Strategies 2020

Develop thePopulation A Review and reviseudget

1.

Health Department

A Evaluate staff

A Evaluate tracking systems

A Population Health Clinical Committee to evaluanel revise, if neededlinical systems and protocol
A Evaluate and expand, if needed, Population Health Clinical Committee membership

[92)

. Createand activate an

Accountable Care
Community

A Begin rollout of ACC strategic plan pilots
A Develop partnership arrangements in any remaining counties

A Conduct leadership development with ACC and county partners

a4
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Implementation Roadmap
Focus Area Two 2020 Milestones and Metrics
Ballad Health as a Community Health Improvement Organization

Strategies 2020

1. Delivery system design

A Evaluate BMG performance on key metrics
A Evaluate CIN/HQEP performance onrkeyrics
A ldentify opportunitieso expand covered lives through new payor contracts or provider partner

U7

2. Information System and
DecisionSupport

A Launch Ballad Health MSSP ACO

A Begin implementationf HIE report recommendations
A Epic ambulatory Gaive at legacy MSHA

A Epic acute Ghive at legacy MSHA

3. Self Management/
DevelopPersonal Skills

A Evaluate Ballad Healtieam Member coaching, stress reduction and diabetes management
performance and revise as appropriate.

A Expand additional Ballad Health Team Member wellness initiatives
Aogl tdza GS 4. FytORI VBt SE§KLIBBF2NYI YOS | yR NB
A9QELI YR a.FtfFR 1'SFETGK & Fy 9EIYLX S¢ AyAdl

ALRSYGATe 2LIRNIdzyAdAsSa G2 SELIYR a.FfflR
initiatives to community and Chamber of Commerce partners
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Implementation Roadmap

Focus Area Three 2020 Milestones and Metrics

Enabling Community Resources and Sound Health Policy

Strategies 2020

1. Strengthen community
action

A Negotiate contracts with partners
A Implement interventions

A Evaluatentervention effectiveness

2. Create supportive
environments

A Launch Business Collaborative pitaérventions
A Launch customized Business Health offerings

A Evaluate regional awarenesampaign

A Develop and implement thematic campaigns to build awareness around key pop health avetri

community initiatives

3. Build Healthy Public
Policy

A Meet with each regional legislator in VA and TN Geographic Service Area to review legislativ

agenda and seek advocacy support

D
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Implementation Roadmap
Focus Area One 2021 Milestones
Develop Population Health Infrastructure

Strategies 2021

1. Develop thePopulation A Review and revisaudget

Health Department
P A Evaluate staff

A Evaluate tracking systems

A Population Health Clinical Committee to continoievaluateand revise, if needed]inical systems
and protocols

A Continue to evaluate and expand, if needed, Population Health Clinical Committee membership

2. Createand activate an A Review and revise, if needed, strategan
Accountable Care

Community

A Provide ongoing leadership training

A Develop partnership arrangements/community action committees in all counties
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Implementation Roadmap
Focus Area Two 2021 Milestones
Ballad Health as a Community Health Improvement Organization

Strategies 2021

1. Delivery system design

A Evaluate current contracts and strategies

A Expandsites and contracts

A Evaluate clinical systems and protocols

A Evaluate CIN/HQEP performance onrkeyrics

A Review and revise, if needed, CIN/HQEP metrics

A 1dentify opportunitieso expand covered lives through new payor contracts or provider partner

U7

2. Information System and
DecisionSupport

A Evaluate system effectiveness
A Construct progresseports and communicate internally and externally
A Continued implementation of HIE report/recommendations

3. Self Management/
DevelopPersonal Skills

AQELI YR d&. | flfyr P EISNHLOtiSK G2 | RRNBaa Y2NB T2

D ¢

A9y3r 38 O2YYdzyAiASE Ay . FitFR I1SFHEGK & |
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Implementation Roadmap
Focus Area Three 2021 Milestones
Enabling Community Resources and Sound Health Policy

Strategies 2021

1. Strengthen community
action

A Evaluate contracted partners for accomplishment of agreed upon interveatigets

A Implement interventions

A Evaluatentervention effectiveness

2. Create supportive
environments

A Evaluate current business health contracts
A 1dentify new engagement targets and approach@sbusiness health

A Develop and implement thematic campaigns to build awareness around pop health raettrics

community initiatives

3. Build Healthy Public
Policy

A Review and refine approaches
A Track agenda elements
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Population Health Plan
Exhibits
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Population Health Plan

Exhibit A Morning Mile and BEAR Buddies
Partners
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Exhibit A

Morning Mile School Partners

Johnson City, TN
Cherokee Elementary
Indian Trail Intermediate
Mountain View Elementary
South Side Elementary
Towne Acres Elementary
Woodland Elementary
o  University School
Kingsport City, TN
o0 John Adams Elementary
0  Andrew Jackson Elementary
o John F. Kennedy Elementary
o Abraham Lincoln Elementary
Elizabethton City, TN
o East Side Elementary
o West Side Elementary

OO0OO0OO0OO0O0

o] Elizabethton Christian Homeschool

Washington Co, TN
o Boones Creek Elementary
Boones Creek Middle School
Fall Branch Elementary
Grandview Elementary
Ridgeview Elementary
South Center Elementary
Sulphur Springs Elementary
o  West View Elementary
Sullivan Co, TN
o  KetronElementary
o  Miller Perry Elementary
o  Sullivan Gardens Elementary
o  TriCities Christian School
Hawkins Co, TN .
o /FNISNRa =++fftSe
Clinch School
Joseph Rogers Primary
KeplarElementary
a Ot KS $Bend HlEn&Entary
MooresburgElementary

O O0OO0OO0O0O0

[e}NelelNe o]
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0o Rogersville Elementary

o St Clair Elementary

0  Surgoinsville Elementary
Greene Co, TN

Camp Creek Elementary
Chuckey Elementary
ChuckeyDoakMiddle/High
Glenwood Elementary
West Pines Elementary
Greeneville City, TN

o HalHenardElementary

o  Highland Elementary

0  Tusculum View Elementary
Bristol City, TN

o0 Avoca Elementary

0 HaynesfielcElementary

o Holston View Elementary
Bristol City, VA

o  Virginia Middle
Carter Co, TN

0  Cloudland Elementary

Central Elementary

o0 Happy Valley Middle
0  Hunter Elementary
0  Hampton Elementary
0  UnakaElementary
0
m

OO0OO0OO0O0o

Valley Forge Elementary
blen Co, TN
o  Fairview Marguerite Elementary
0  Lincoln Heights Middle
Unicoi Co, TN
0 Unicoi Middle

Ha

9 f WiXsHingioh G&E VA

0  Abingdon Elementary

0 Glendale Elementary
Scott Co, VA

o Hiltons Elementary

0  Yuma Elementary

FINAL Submission

Wise Co, VA
o  Coeburn Primary
o  Coeburn Middle
o JW Adams
o  Norton Elementary/Middle
0  St. Paul Elementary
o  Wise Primary
Russell Co, VA
0  Castlewood Elementary
0  Copper Creek Elementary
0  Lebanon Primary
0 Lebanon Middle
Smyth Co, VA
0  Sugar Grove Elementary
Dickenson Co, VA
0  Clintwood Elementary
o  SandlickElementary

BalladHeoIth"‘



Exhibit A
BEAR Buddy Partners

Approximately 100 children are participating in this reading program
A Boys & Girls Club of Johnson City (Johnson City, TN)

A WandallEarly Learning Center (Elizabethton, TN)

A Southside Elementary School (Johnson City, TN)

A Town Acres Elementary School (Johnson City, TN)

A Woodland Elementary School (Johnson City, TN)
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Population Health Plan

Exhibit B Charter and Attendees of Population
Health Clinical Steering Committee
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Exhibit B
Charter of Population Health Clinical Steering Committee

55
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Ballad Health Population Health Clinical Steering Committee Charter
2018

\
The name of the commuttee shall be “Population Health Clinical Steering Committee™
(“PHCSC”) of Ballad Health.

MISSION

The mizzion of the Population Health Clinical Steering C i is to provide
towards the transformation of Ballad Health into a community health improvement system.
The committee will embrace four transformational pillars:

1) Early Intervention / Strong Starts

2) Alternative Points of Access

3) Team-Based Care and Navigation

4} Integrated Behavioral Health
The work of the PHCSC will embrace the expanded chronic care model.

ROLES AND RESPONSIBILITIES

The PHCSC team will be responsible for the following;
1} Embrace the four transformational pillars
a. Early Intervention / Strong Starts
b.  Alternative Points of Access
c. Team-Based Care and Navigation
d. Integrated Behavioral Health
2) Provide guidance towards the development of translational principles that support the
four transformational pillars.
3) Help formulate strategy that is imperative to system re-design.
4} Identify and support evidence-based best practices that promote transformational change.
5) Incorporate and invite the voice of the patient at every stage in the system of care.

MEMBERSHIP

Section 1. Eligibility.
A clinical provider (MD, DO, APP, Pharmacist) 1s eligible to serve. This
individual will be nominated by the co-chairs, the department of Population
Health and other system leaders in Ballad
This group will represent both Ballad and community providers’ provider groups.

Section 2. ‘Committee Makeup.
The committee will be comprised of physicians, mid-levels from various
specialties and pharmacists who have an interest in population health. The group
will also have rep ion from the dep: of Population Health at Ballad.

FINAL Submission
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Exhibit B
Charter of Population Health Clinical Steering Committee

56

August 24, 2018

Ballad Health Population Health Clinical Steering Committee Charter

Section 3.

Section 4.

Section 5.

2018

Participation.

Members are expected to participate in a majority of meetings and should make a
co-chair aware of an inability to participate as soon as possible. Members will
also be expected to provide input via email when needed.

Membership Term.

A term consists of 2 years, beginning at the member’s initial meeting of the
PHCSC. This is renewable for two consecutive terms (four years total). This
need not apply to administrative champions, administrative members or sponsors
of this initiative.

Vacancies/Leaves of Absence.

Committee members may resign or request a Leave of Absence from the
Committee at any tite during their term A member may request a Leave of
Abgzence when unusual or unavoidable circumstances require that the member be
absent from two consecutive quarterly meetings. The member will submit
his‘her request in writing (this can be emailed to a co-chair, stating the reason for
the request and the length of time requested. The co-chair will note and accept
the request.

If a member cannot retum at the end of the requested leave, he'she will resizn
from the committee. With any resignation, the co-chairs may choose to appoint a
replacement at that time or leave the position open until the next rotation of
members.

REPORTING STRUCTURE

Section 1.

OFFICERS

Section 1.

Reporting Structure

The PHCSC will be responsible to the Population Health and Social
Responsibility Committee of the Board.

The PHCSC will also provide updates to the Ballad Clinical Committee,

Officers and Duties.

There shall be two co-chairs. The chairpersons will coordinate the mesting
schedule. The chairpersons will usually be a Physician Administrator and a
Community Provider.

The vice chair will be the Director of Clinical Engagement for the Population.
Health Department.

The Co-chairpersons will be responsible for setting committee meeting agendas,
chairing and conducting meetings, coordinating between committee members
and staff, providing leadership for the committee members and serving on the
Ballad committees when the “chair” is specifically requested. The work of the
co-chairs will be supported by the Population Health department.
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Exhibit B

Charter of Population Health Clinical Steering Committee

Section 2.

Section 3.

Section 4.

Section 5.

Section 1.

Section 2.

Section 3.

Ballad Health Population Health Clinical Steering Committee Charter

2018

Other officers may be appointed as recommended by the co-chairpersons and
approved by the Committee.

Nomination Procedure.
‘Candidates for positions will be nominated by Committee members or by Ballad
Health Leadership.

Election Procedure.

Officers will be elected by the affirmative vote of the majority of members
present and voting. The quorum for this vote is cutlined elsewhere in this
document.

Terms of Officers.

The standard term will be two years, and an officer may be re-elected fora
second term. The term of office will begin at the cloze of the meeting at which
the officer is elected, unless otherwise specified.

Vacancies.

A co-chair, vice chair, officer or committee member may resign from office at
any time. The Committes will choose or elect a replacement to complete the term
of the member. A special election may be held in order to select a new officer/
committee member.

MEETINGS

Regular Meetings.

Fegular meetings of the PHCSC will be every 4 months. Additional meetings
may be called, with sufficient notification (approximately 4 weeks), on an as
needed basis.

Quorum.
A quorum will constst of 1% of the total membership of the Committee.

oting.
In addition to voting in person at the Committee meetings, votes may be
conducted electronically (ie. e-mail'fax/survey monkey), except where
specifically requested to be in person. Electronic votes will require a response
(ves, no, or abstain) from a quorum of all members. Due to availability of
electronic absentes voting; proxy voting will not be permitted. Abzentee voting
must be provided to a Chair prior to the meeting in which the vote is being taken.

[}
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Charter of Population Health Clinical Steering Committee

58

August 24, 2018

Ballad Health Population Health Clinical Steering Committee Charter

2018

SUBCOMMITTEES

Section 1.

Section 2.

Section 3.

Subcommittees.
The Committes may have subcommittees as appointed by the co-chairs. All
committees shall be chaired by a committee member.

Ballad Committees

Committee members may be invited to serve on Ballad internal committees,
projects, or ad hoc work: groups, in addition to the committees. Membership does
not exclude participation on other ittees or projects in Ballad.

Special Committees.
From time to time, the co-chairs may deem it necessary to create a special
committee or task force in order to further the work of the committee.

AMENDMENT PROCEDURES

Amendments to the charter will be presented at a meeting for a vote.
The charter may be amended by majority vote (31%)
All charter amendments are subject to Ballad administrative approval.
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