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Reminder: 

 Please mute your line when not 

speaking (* 6 to mute, *7 to unmute) 

 

 This call is being recorded 
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Agenda 

 Welcome and introduction 

 Case study presentations 

– Claire Neely 

Medical Director 

Institute for Clinical Systems Improvement 

– Mike Harding 

Chief Information Officer 

Washtenaw Community Health Organization 

 Q&A / General Discussion 
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Co-Chairs 
Council is chaired by: 

 

 Anshu Choudhri, MHS 

Director, Legislative and Regulatory Policy 

Office of Policy and Representation 

BlueCross BlueShield Association 

 

 Rebecca Molesworth 

Manager 

Solution Management 

Truven Health Analytics 



COMPASS: eHealth Initiative 

Claire Neely, MD, FAAP, Medical Director 

Institute for Clinical Systems Improvement 



Institute for Clinical  

Systems Improvement 

A healthcare quality 

improvement collaborative in 

Minnesota focused on 

achieving the Triple Aim of 

improving the health of the 

population, the patient care 

experience, including quality,  

and the affordability of care.  



Part of ICSI’s work is 

to take well-studied, 

successful innovations 

to scale and to spread 

further to settings that 

differ from where the 

original intervention 

was proven. 



Care of Mental, Physical, and Substance-use Syndromes 



The COMPASS Consortium 

is a collaboration of 10 

partners drawing on 

information from clinical 

trials and implementation 

projects to spread an 

integrated care model 

across varied settings. 







  Improve  
depression outcomes 

diabetes control 

hypertension control 

Increase  
clinician satisfaction 

patient satisfaction 

Decrease  
costs 

unnecessary hospital & ED 

use 

Expand  
 workforce roles 



Depression 
 
 

At any given time, 8% of 

American adults suffer 

from depression.   

This costs $84 billion per 

year in healthcare and lost 

productivity. 



Heart Disease 
 
 

33% of US adults are 

living with some form of 

cardiovascular disease. 

By 2040, this will have 

risen to 40% with a cost of 

$818 billion per year. 



 
Diabetes 

 
 27% of US residents over 

65 have DM,  

with an expected increase 

to 85% by 2034 increasing 

cost to $334 billion per 

year. 
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15% of patients with diabetes 

or heart disease have 

depression. 

 

When depression is present 

with chronic disease:  

 costs are higher 

 complications higher 

 premature death 

Complex 



Patient-

centered 

medical home 

adds care 

managers to 

assist primary 

care teams.   
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Systematic 

Case  

Review  

Teams 



I’m an 

internist 

I’m a 

psychiatrist 

Me, too 

I’m a care 

manager 

The Systematic Case Review Team discusses both the 

medical and behavioral health needs of a patient to build 

an integrated care plan to achieve patient goals. 



Care Management Tracking 

System 

• A tool for: 

– Tracking patients 

• Care coordinators know who needs a call 

• Providers know who needs more attention even when the 

patient is not in clinic 

• Primary care provider can see his/her entire patient list 

– Tracking systems 

• Are we doing our job?   

• Best practices? 

 



Example: Registry sorting 

attending to the absent patient 

A simple column 

sorting tool lets the 

supervising 

physician sort by 

patients with (in 

this example) a 

PHQ-9 of 10 or 

more to make sure 

to review them all 

and make 

suggestions. 

Same concept with 

LDL/HgBA1C 



Example 2: Management of the 

practice – how’re we doing? 



Example 3: Managing the 

managers 





Primary care may have the knowledge to 

manage these patients, but is on a track that 

does not easily allow change. 





Enrollment in COMPASS 



Depression Improved 
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Lessons 



Lessons 

Practices have to actively 

search for  patients and 

invite them into the health 

care system. 



Lessons 

There is a dynamic balance 

between the need for fidelity 

and the need for local 

adaptation. 



Lessons 

A well-functioning, 

electronic, care 

management tracking 

system is vital . 



Lessons 

The skills and attitudes of 

care managers are as 

important as their 

professional degree. 



Lessons 

Many of the systematic case 

review teams are adding  

social workers. 



Lessons 

There continues to be a 

stigma around depression 

for both patients and 

healthcare providers. 





Washtenaw’s Pathway to 

Exchanging Behavioral Health  

 
Community Support and 
Treatment Services (CSTS) 
 

In Partnership with: 

By: Michael Harding 



Washtenaw County CSTS 

• Community Mental Health Center 

• Integrated Health Service Provider 

• Populations Served:  

• 2,630 Adults with Mental Illness  

• 860 Adults with Intellectual Disability  

• 566 Children with Severe Emotional Disturbance &Intellectual 

Disabilities 

_______________ 

4,056 Total Served 

 



Why we need HIE’s 

• Individuals with serious mental illness served by 
public mental health systems on average die 25 
years earlier than the general population 

 
• Less likely to receive care  for chronic physical 

health conditions 
 

• Affords the opportunity to provide quality care that 
treats the holistic view of the consumer 
 

Parks, J.,et al. (2006). Morbidity and Mortality in People with Serious Mental Illness. Alexandria, VA: National Association of State Mental 
Health Program Directors (NASMHPD) Medical Directors Council 



PROJECT HISTORY 

• 2012 Awarded a Supplemental HIT Grant to the 
PBHCI Grant 
▫ Meaningful Use Certification 
▫ Personal Health Record 
▫ Pre-Development of a Behavioral Health Consent 

for HIE Sharing 

• 2013 Awarded Medicaid Match Project 
▫ Focus on sharing behavioral health information to 

three primary care agencies (Packard Health, 
Delonis Shelter, and U of M) 
 

 



State-Wide Initiative 

• Unified Consent for Behavioral Health 

▫ CIO Statewide Forum Developed Consent 

▫ Presented to HIT Commission 

▫ Passed by the House and Senate 

▫ Expected to be singed by the Governor  
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Washtenaw Phase 1 Model 
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Washtenaw Phase 2 Model 
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Operationalizing HIE 

• Promotion 

▫ Staff 

▫ Consumers 

▫ Partnering Agencies 

• Workflow Modifications 

• Consent Education for Staff & Consumers 

• Training 

 

 

 



Operationalizing HIE 

• Bridging Partnering Agencies 

▫ All Partners were completely dedicated to the 
success of this project 

 Consumer Driven Focus 

▫ Technology 

▫ Query Based 

▫ Smaller attainable goals 

▫ Not using Direct Messaging for this project 

 

 

 





Case Studies 

• Labs 
▫ 800 Lab Feeds a Week 
▫ Reduced Costs 
▫ Consumer Quality of Care 

 Transportation 
 Multiple Draws 
 Added Anxiety 

• ADT 
▫ Operationalized ADT data that helps with 

coordination of care. 
• Physical Health Data 

▫ Medications, Allergies, Diagnosis 
 

 
 



Future……… 

• People involved in consumer’s care have access 
to all information that is relevant to their care 

▫ Jail Services 

▫ Homelessness Data 

• Consumers' engaging in their own care through 
the use of HIE information 

▫ Utilizing Mobile Technologies 

▫ Personal Health Records  



We can do this! 

Next time you go to a doctor’s office think about the 
following: 

▫ How many times you have to repeat the medications 
you are taking 

▫ How many times you have to wait for your labs to get 
to your doctor’s office 

▫ How often you have to remember procedures that you 
had in the past 

▫ What was your last BMI reading or Blood Pressure 
reading 

▫ If you didn’t have to do any of the above we 
are almost there! 

 
 
 



General Discussion 

• What are key strategies for effective 
collaborative or integrated behavioral care? 

• What is the business case for value-based care 
networks to integrate behavioral care beyond 
basic depression screening? 

• From a HIT perspective, what barriers and 
challenges exist beyond CFR 42? 

• Q&A / General Discussion 

 



• Audio recording and slides will be available online at 
http://ehidc.org/issues/accountable-
care/accountable-care-council-materials  

 

• Our annual ACO survey is live, please share with your 
network! 
www.surveymonkey.com/s/WVQXDPL 

 
• Upcoming topics in the summer: 

o Home health / Skilled Nursing Facilities 
o Bundled Payment Models 

Next Steps 
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Thanks for participating! 


