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The Community’s Emerging Role in
Value-Based Health and Social Services

By Margie Powers

The role of community-based organizations

is expanding as they partner with
healthcare entities.

ith the simultaneous movement in the

healthcare industry toward value over vol-
ume, and population-based health management,
there is growing recognition that non-medical
services are as important as those received in a
provider’s office, especially for people with high
needs, who engender high costs. Social determi-
nants of health—economic stability; education
and income status; access to healthcare, food,
and housing; and environmentally safe communi-
ties (Centers for Disease Control and Prevention,
2017)—are known to substantially determine
negative or positive health outcomes, and have a
disproportionate impact on health, compared to
health behaviors and clinical care (Amarasing-
ham, 2016).

The combination of social, behavioral, and
environmental factors contributes substantially
to specific health issues, including to more than
70 percent of some types of cancer, 80 percent
of heart disease cases, and 90 percent of stroke

cases (Bradley et al., 2016). Healthcare organiza-
tions are starting to more closely examine how
to address social determinants’ impact on health,
and one strategy is exploring closer partnerships
with community-based organizations (CBO),

‘States with higher levels of spending
on social services performed better on
a list of health outcomes.

establishing contracting relationships to support
high-need, high-cost individuals.

Traditionally, CBOs deliver services that aim
to address the social needs of this population.
While these services also can affect health, in
most cases they are not directly reimbursed by
plans or provider organizations. Given the cur-
rent evolution of the healthcare industry, there
is ample opportunity to develop cross-sector
payment mechanisms to support high-need,

=»ABSTRACT Social determinants of health are known to impact health outcomes, and there is growing
recognition that non-medical services are as important as those received in a provider’s office, espe-
cially for high-need, high-cost populations. Healthcare organizations are exploring closer partnerships
with community-based organizations (CBO), especially in support of this group. There is ample oppor-
tunity to develop cross-sector payment mechanisms to support these individuals and to provide financial
stability to valued community organizations. | key words: high-need, high-cost populations, CBOs, social
determinants of health, Partners in Care
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high-cost populations, while at the same time
providing financial stability to valued commu-

nity organizations.

CBOs’ Role in Improving Health Outcomes
CBOs by their nature have close ties with com-
munities, and often work directly and intimately
with people in their home setting, something
healthcare providers are rarely able to do. This
unique access gives CBOs insights into unmet
social needs affecting health status, and even
healthcare, hospital, and emergency department
utilization patterns. A recent study showed that
states with higher levels of spending on social
services performed better on a list of health out-
comes than states with lower spending levels

(Bradley et al., 2016).

Older adults find that managing multiple
health issues becomes more difficult when com-

Table 1. CBO Services That Can

Impact Health

Interventions/Services

Potential Impacts on
Health

Home visits to frail older
adults and medically
complex patients, provid-
ing social support and
companionship

Care coordination of
transitions between home
and hospital or skilled
nursing facility

Falls prevention in
the home for at-risk
older adults

Caregiver respite services

Transportation of older
adults to medical
appointments

Consistent health mon-
itoring, even by non-
licensed staff, can flag
potential problems before
they occur.

Assessing a person’s
home, including adequate
food and caregiver sup-
port, can reduce readmis-
sion risk.

Instructing older adults
and caregivers on how

to reduce risk of falling
can reduce accidents and
hospital admissions.

Providing support to
family and caregivers can
improve quality of care
for the individual.

Ensuring people get
necessary primary and
follow-up care can reduce
risk of hospitalization.

Source: Pacific Business Group on Health, 2017.

Fundamentals of Community-Based Managed Care: A Field Guide

pounded by challenging social situations, and
CBOs can play an important role in alleviating
these stressors. For example, health problems
can be worsened by a lack of adequate housing,
nutrition, transportation, and family or care-
giver support. If providers are aware of this, and
can connect people to community services, clini-
cal treatments are more likely to be successful.
Many CBOs view themselves as “non-clinical,”
but their services influence the health of high-
need, high-cost people every day. Table 1 (on this
page) shows examples of CBO services that can
impact health outcomes.

The Partnership for Healthy Outcomes
(Miller, Nath, and Line, 2017) surveyed more
than 200 organizations about their partnerships
between healthcare organizations and CBOs.
The survey revealed a wide variety of partner-
ships, with no two alike; notably, the survey
results also revealed a movement toward finan-
cial partnerships between organizations. Some
key and promising findings are as follows:

v Most partnerships focused on immediate
clinical needs, such as care transitions, reducing
readmissions, and length of stay;

vV Most partnerships have a formal agree-
ment between entities;

V' A majority of partners (65 percent) report
achieving some cost-savings as a result of the
partnership; and

v Funding partnership programs is depen-
dent upon multiple sources, but there is interest
on both sides in creating a long-term sustainable
funding model.

Consistent, Sustainable Program

Funding Is Key

CBOs are embracing their expanding roles in
community health, but can struggle with secur-
ing consistent funding sources to sustain their
programs. They seek new payment mechanisms,
yet have little expertise in negotiating payment
arrangements between healthcare and non-
medical service providers. They need guidance
on how to integrate social services into the care

Volume 42-Number 1 | 5
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Table 2. Payment Methods for High-Cost, High-Need Populations

Payment Model

Considerations

Fee-for-Service

CBOs negotiate a payment amount that they will re-
ceive for a single event or service. A CBO may contract
with a health plan to deliver falls prevention education
to patients recently discharged from the hospital. CBOs
would then bill the plan for each patient receiving the
intervention.

Flat Rate

CBOs negotiate to be paid a specific amount over a
certain period of time. A CBO may contract with a

health system to be paid a specific amount for a
one-year period, during which they deliver meals to
a defined number of homebound older adults. CBOs
may then bill the system monthly or quarterly for a
pro-rated amount of the total.

Population-Based Payment

CBOs negotiate a payment based upon outcomes for a
specific population. A CBO may negotiate with a health
plan to be paid a certain amount per person, per month
for care coordination services. The CBO may be asked
to ensure certain clinical outcomes or cost-savings.

v CBOs have the ability to negotiate a reimbursement
that covers the total cost of each intervention.

v The provider or plan may not be willing to reimburse
the total amount, and the CBO would need to find oth-
er funding sources to cover the cost difference. CBOs
may find that the service costs more than expected,
and would need to wait for another contracting period
to re-negotiate.

vV CBOs are guaranteed a predictable amount of
income, and can build capacity to meet the exact
requirements of the contract.

vV CBOs need accurate cost information to ensure that
the flat rate will cover all of the program expenses.

v CBOs have the flexibility to provide any services
that they deem valuable, within the constraints of their
monthly payment amount.

v As CBOs may have a portion of their payment “at
risk” if they do not achieve outcomes or cost-savings,
they need to provide adequate time to achieve the
desired outcomes.

Source: Pacific Business Group on Health, 2017.

of high-need, high-cost individuals, as well as to
create a reimbursement strategy to sustain these
valuable programs.

‘CBOs can directly contract for their
own services.

Existing payment models

Traditionally, CBOs receive funding through
government agencies or grants, which can be
financially generous but are unpredictable, and
dependent upon the changing priorities of the
government and funders. Another challenge is
that funding often is limited to a specific service
or set of services. CBOs then structure their
organizational offerings around this specific
funding source and provide the necessary ser-
vices outlined in grants. CBOs can become siloed

6 | Spring 2018

around funding streams, making it difficult to
have a cohesive set of services.

Fortunately, with increased awareness about
social determinants’ impact on health outcomes,
and the valuable roles that CBOs play in commu-
nities, trends show that partnerships between
CBOs, providers, and payers are moving from
informal, ad hoc arrangements to formal agree-
ments that outline service delivery requirements.
More than 80 percent of CBOs partnering
with health systems create an agreement to
address such items as roles and responsibilities
of each partner, services covered by each orga-
nization, and the duration of the arrangement
(Bradley et al., 2016).

Just as traditional provider organizations con-
tract with health plans, CBOs can directly contract
for their own services. Some of the emerging pay-
ment methods are summarized in Table 2 (above).



How to create successful payment arrangements
CBOs and healthcare organizations are increas-
ingly receptive to formal agreements around ser-
vice delivery. To sustain programs and solidify
the valuable role CBOs play in improving health,
funding arrangements must evolve from a depen-
dence upon grant funding to robust payment con-
tracts. To achieve that goal, CBOs can benefit
from guidance on selecting partners for payment

agreements, as well as on how to create contracts.

Selecting an organization with which to
partner on service delivery is an important foun-
dational step in relationship development. The
Center for Health Care Strategies, Inc. (2017),
highlights attributes of successful partnership,
including the following:

vV Mission and values alignment;

Vv Ability to leverage complementary areas
of expertise;

V Clear and well-communicated referral
process between organizations; and

V Transparent, frequent communications.

Once partners have established a trusting

Fundamentals of Community-Based Managed Care: A Field Guide

relationship, they can explore contracting
for services.

Opportunities for Expansion Abound
Healthcare systems contracts offer CBOs myriad
opportunities to expand their ability to identify
and serve those in need and to garner support
for their programs. Health providers and pay-
ers are increasingly open to these new financial
arrangements, and the movement toward value-

‘For a contract to make financial
sense, there must be an appropriate
patient volume.

based payment and recognition of the significant
impacts of social determinants upon health cre-
ates an environment conducive to contracting out
for CBO services—a process that can be lengthy,
but is in many cases feasible.

CBOs can benefit from shifting the orga-
nizational mindset from outputs to outcomes.

Partnership Components Necessary for Success

Partners in Care Foundation (Partners), a Los Angeles-based nonprofit, has extensive experience in direct con-
tracts with providers and plans, with between 20 percent and 30 percent of its revenue generated by contracts
with providers and payers. When creating contracts, Partners recommends investing substantial up-front effort
in defining contract terms—including realistic volume targets, clear workflows for each organization, and an up-
front payment component for start-up costs. Partners also stresses that contracts are more likely to be success-
ful if they include the following components:

Broad service area. Health plans and payers are more likely to contract for services that cover their entire
geographic area, including their whole provider network. CBOs will have greater success if they provide services
across a wide geography. This may lead to working with other CBOs in their community to provide services.

Clear value proposition. CBOs must understand the health system’s needs and demonstrate how their
programs can meet these needs. In most cases, this requires collecting program outcomes data and using it to
demonstrate program effectiveness. It is also common for a contract to require that a CBO program meet a min-
imum return on investment, so understanding and controlling program costs are critical. It is vital for the payer
to realize that in order to have a real impact, the value proposition cannot be achieved without sufficient volume.

Realistic volume requirements. For a contract to make financial sense, there must be an appropriate
patient volume. It is difficult to meet contract terms if there are too few or too many patients; thus it is crucial to
use experience to calculate a realistic and reasonable volume. In some of Partners' recent contracts there were
arrangements to provide for a guarantee of minimum volume—this provided a better alignment at all levels for
both organizations.

Volume 42-Number 1 | 7
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This requires a concerted effort to collect data
that demonstrate the value and effectiveness

of their programs, and to use such data to
develop contracting arrangements with health
systems. Instead of operating separate, stand-
alone programs, CBOs can move toward a coor-
dinated approach within their organizations

to deliver care. New contracting practices will
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The Value of the Hospital-CBO
Partnership in Achieving the Triple Aim

By Bonnie Subira

When a health system realized its gaps in
knowledge and formed multiple partnerships,
it learned the value of tackling the social
determinants of health.

n the world of managed care, much has been

written about the drivers of change that hospi-
tals face, but less about the importance of part-
nering with community-based organizations
(CBO) to meet these challenges. The Affordable
Care Act led the Centers for Medicare & Medi-
caid Services (CMS) to develop regulatory pro-
grams such as Pay-for-Performance (P4P) and
its Value-Based Purchasing (VBP) and Readmis-
sion Reduction initiatives. These programs’
requirements seek to embed CMS’s concept of
value: better health, better care, and lower costs
(or, the Triple Aim), and begin to push the evolu-
tion from volume-based reimbursement toward
alternative payment value-based models.

As hospitals explore strategies to address
these new regulations, they must consider that
effecting better health, better care, and lower
costs requires the combined services of health-
care and CBO communities. Hospitals and the
healthcare community cannot achieve these
aims by focusing only on clinical practice.

Concurrently, our country has a fast-
growing aging population. The impacts of this
demographic trend include seeing cohorts with
a significantly higher rate of severe chronic
health conditions and cognitive impairment; this
means older people will have greater functional
limitations and require more health and sup-
portive services.

As an example, the California State Plan on
Aging 2017-2021 (2017a; goo.gl/y1xuSX) describes
the demographic changes as “an age wave” that
will be felt in every aspect of society. The econo-
mic, housing, transportation, health, and social
support implications of this phenomenon must
also be viewed in the context of the state’s tre-
mendous population growth, which continues to
challenge its infrastructure planning. Demogra-
phers project that California’s population, now
nearly 38 million, could by 2050 reach 51 million.
At the same time, residents ages 85 and older will
have increased 310 percent (California Depart-
ment of Aging, 2017b; goo.gl/wBsV68).

=>ABSTRACT Given the impacts of social determinants of health, the goals of the Triple Aim can only be
achieved if hospitals are willing to reach out and strengthen partnerships with their local networks of
community-based organizations (CBO). Community Memorial Health System has endeavored to do that
in forging their partnership with the Camarillo Health Care District, and in forming the Ventura County
Hospital to Home Alliance. This article explores how CBOs can complement and enhance the healthcare
community's effort to better manage illness and chronic disease in pursuing the Triple Aim. | key words:
Community Memorial Health System, Camarillo Health Care District, Hospital to Home Alliance, Triple Aim

Volume 42-Number 1 | 9



GENERATIONS - Journal of the American Society on Aging

Where do hospitals begin to meet the daunt-
ing mandates imposed by this disruptive demo-
graphic, the P4P program, and the Triple Aim?
Community Memorial Health System’s (CMHS)
journey to find an answer has led to the forma-
tion of some non-traditional partnerships.

How People Became Patients

Established in 1902, CMHS is a community-
owned nonprofit health system serving Ventura
County. CMHS operates two hospitals and six-
teen community clinics throughout the county
and in 2014 established an Accountable Care
Organization (ACO).

In an effort to provide better care,
the individual receiving care got lost.

The CMHS journey began with a process
of self-examination and a look back to better
understand how the healthcare industry, and
healthcare delivery, had become so impersonal.
Throughout the 1960s, as the Medicare program
was being signed into law, 85 percent to 90 per-
cent of medical school graduates across the na-
tion were choosing specialty medicine (What
If Post, 2009). Growth in specialized medicine
added to significant advances in medical science
in these years, while access to hospital care in-
creased. Healthcare delivery began to change
and with it the unintended consequence of peo-
ple becoming “patients.”

As care became more specialized within
the hospital setting, the person (now “the
patient”) became the acute problem for which
they received treatment: they were seen as “the
heart,” “the gallbladder,” “the hip.” Hospital care
became more clinically sophisticated, involv-
ing multiple physicians, but at the same time,
grew more impersonal. Hospitals were facilities
that addressed illness, not wellness, and, in large
part, problems, not people.

Somewhere along the line, and in an effort
to provide better care, the focus shifted almost

10 | Spring 2018

exclusively to an emphasis on clinical proficiency
and technical excellence, while the individual
receiving the care got lost. The healthcare indus-
try established a boundary such that when a
patient had a non-clinical need that could nega-
tively impact health status, a common response
was “that’s a social issue.” In its extreme, patients
were categorized as non-compliant and judged
unwilling to follow medical instruction, when

in many cases the issue was the person’s unas-
sessed or unmet non-clinical need. This narrow
clinical focus further impersonalized care and
fostered silos in the healthcare industry.

Today, although more than 95 percent of
healthcare dollars is spent on direct medical ser-
vices, as much as 70 percent of health outcomes
can be attributed to the influence of non-clinical
factors (Organisation for Economic Co-operation
and Development, 2009). In the United States,
the disparity between healthcare spending
and social service spending is notable; America
scores almost last among developed countries.

Answers Lie Beyond Hospital Walls

While continued clinical quality improvement is
an essential component in achieving the Triple
Aim, it is not enough on its own. Medical treat-
ment alone does not create nor sustain good
health. Thus, the starting point for CMHS was to
expand the focus from the patient to the person
and to consider the non-clinical or social deter-
minants of health.

CMHS wondered how hospitals managed
their accountability for health outcomes and
costs beyond their scope of services and outside
the hospital walls. They reached the conclusion
that a hospital could not do it alone, but required
improved partnerships with CBOs. Many health-
care colleagues report that they have formed
such partnerships and offer as evidence long
lists of community resources. While giving
patients a list of phone numbers, dialing those
numbers, setting up appointments, or provid-
ing “warm hand-offs” (in which a primary care
provider conducts a face-to-face introduction of
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Table 1. Incorporating Social Service Spending the CMS grant-funded Com-
munity Care Transitions Pro-
35 gram), our response was a
30 guarded yes.
25 How could a hospital turn
3 50 m Total Social service | dOWN free help to strengthen
= Expenditures care transitions? Frankly, we
15 - Ly
g u Total Health had concerns: What did this
. Service. social service agency, The
Expenditures

Slides from Elizabeth Bradley, Feb 2014 ; Elizabeth.Bradley@yale.edu

Source: OECD Health Data 2009, Social Expenditure Dataset (Paris, France: OECD, 2009)

Camarillo Health Care Dis-
trict, know about chronically
ill Medicare patients? In ret-
rospect, we now know they
knew significantly more than
healthcare providers had given
them credit for. Once our hos-

a patient to a behavioral health specialist) does
demonstrate a hospital’s ability to identify CBO
resources and make referrals, there are distinct
differences between maintaining a CBO referral
list and cultivating a CBO partner.

Partnership is characterized by mutual coop-
eration and responsibility in the achievement of
a specified goal. Over the past five years, CMHS
has been fortunate to have formed such a part-
nership with the Camarillo Health Care District
(the District).

The District is a local public agency estab-
lished in 1969 and was created to provide a range
of community-based programs and services
designed to promote health and wellness in the
community and at home. It offers a wide array
of services, but specializes in programs that
support the independence and dignity of older
adults and people with disabilities through such
programs as evidence-based health promotions
services, falls mitigation, adult daycare, home-
delivered meals, caregiver support services, care
transitions, case management, and many others.

In 2012, the District, while known to CMHS,
was severely underused. When District staff
walked into our hospital and offered to pro-
vide care transitions services to our Medicare
patients who were being discharged (as part of

pital realized the District was
not there to provide clinical care, we began to see
the value they brought in offering a broader view
of a person’s needs and the services necessary to
address them.

The District has been instrumental in help-
ing to identify the unmet community needs that
drive poor health outcomes and increased costs.
In our partnership thus far we have joined
forces to better address family caregivers’ needs
and to provide early intervention against cogni-
tive impairment and dementia—conditions that
affect health status and thus increase health-
care costs.

‘How could a hospital turn down free
help to strengthen care transitions?’

Enter the Second Partnership

While CMHS began a relationship with the Dis-
trict, we invested in another new partnership in
pursuit of the Triple Aim. For some time, CMHS
had been meeting with local home health pro-
viders and skilled nursing facilities in an effort to
strengthen transitions from the hospital, reduce
unnecessary readmissions, and better manage
chronic disease in the community. But we were
not making the progress we had anticipated. In

Volume 42-Number 1 | 11



GENERATIONS - Journal of the American Society on Aging

concert with the regional CMS quality improve-
ment organization, the Health Services Advisory
Group, we reached out to other area hospitals
and a large managed care organization to form a
coalition to work with the District. The District
was an integral part of the coalition, which has
become known as the Ventura County Hospital
to Home Alliance (Alliance). In its present form,
the Alliance comprises ten home health agencies
and seven skilled nursing facilities, as well as the
District and CMHS.

CMHS’s ability to reach beyond the
hospital walls has reaped many
early benefits.

The larger group did not immediately
embrace the idea of including the District as
a CBO participant in a predominantly clinical
coalition. Initially, the clinical providers did not
see the value of the CBO with respect to disease
management, or how it might contribute to read-
mission reduction and care continuum quality.
Several home health agencies were threatened
by the District’s presence, believing it to be a
direct competitor for their services.

This scenario afforded the Alliance several
opportunities for improvement. First, it needed
to create equal understanding between part-
ners about the mandates inherent in healthcare
reform and the concept underlying the Triple
Aim. Second, it needed to acknowledge the fact
that Alliance partners generally work in isola-
tion and are largely siloed by sector. As the group
confronted the challenges of moving from busi-
ness as usual to a value-based environment, it
was able to see that many of the barriers it faced
in caring for patients were social, not clinical.

When Alliance members realized that social
issues did not release them from the responsi-
bility for their patients’ improved healthcare
outcomes, they made significant progress on
partnership goals. The Alliance membership
began to understand the power of partnering
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with the District, a collaboration that could best
address patients’ social needs.

As was the case with CMHS, each Alliance
member was relatively knowledgeable about
community resources, but none had explored
the value of community partners. Expanding the
continuum of care to include the District allowed
the group to engage in multiple process improve-
ment projects that actively identified the social
issues interfering with patient transitions and
resulted in improved chronic disease manage-
ment in the community.

Each Alliance member now makes use of
the District’s robust programing in the areas of
caregiver support, cognitive impairment, and
chronic disease management by proactively
involving the District before patients leave their
care setting. As a result, the District now has
earlier access to patients and families to help
them prepare for care transition and return to
the community. Because they are working across
the Alliance continuum, the District plays a
key role in care coordination and has helped to
improve communication and integration of the
Alliance’s services.

Apart from direct person care, the District
has taught CMHS, as well as the Alliance mem-
bership, about the world of long-term services
and supports (LTSS) that serves older adults and
people with disabilities. Our healthcare commu-
nity sorely lacked awareness about the breadth
and depth of programming and advocacy that
occurs in promoting health maintenance and
wellness for older adults—a knowledge gap
that directly contributed to community pro-
viders operating in silos. So while the District
learns the language and acronyms of healthcare,
CMHS and the Alliance are learning the lan-
guage of the LTSS community: how they operate
on national, state, and local levels, and the pro-
grams and work being done to benefit the popu-
lations we all serve. The District’s participation
in the Alliance has proven not only how much
better we are together, but also that this part-
nership is essential for meeting the mandates of



providing better health and better care and low-
ering costs.

Conclusion: We Are Better Together!
CMHS’s ability to reach beyond the hospital
walls has reaped many early benefits. We have
gained access to expertise, services, and pro-
grams that we cannot provide; we have a better
understanding of caregivers’ needs; we have
access to care mangement programming for
dementia patients and their families, along with
improved access to other CBOs and social pro-
grams. As well, CHMS has a new orientation
toward the LTSS community; better services
integration; reciprocal and ongoing communica-
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CareMore Health Tackles the Unmet
Challenges of the Aging Population

By Sachin H. Jain

A high-touch, team-based clinical model
addresses everything from high blood
pressure to loneliness.

areMore Health originated twenty-five years

ago as a medical group, and employs a proac-
tive, high-touch clinical model focused on pre-
vention and education. Founded and led by
physicians, the organization is a care delivery
system for Medicare and Medicaid beneficiaries
that uses an integrated delivery model to provide
an individually tailored holistic approach, includ-
ing chronic disease management, through highly
coordinated care. By addressing patients’ medi-
cal, social, and personal health needs, the re-
sulting clinical outcomes rank well above the
national average.

The CareMore Health delivery system was
created to care for the most frail, costly, and
often underserved patients by proactively identi-
fying and managing specific health needs. Many
older adults suffer from chronic disease, and ap-
proximately 44 percent of CareMore’s patients
are enrolled in Medicare Advantage Special

Needs Plans (SNP) tailored to treat specific and
often chronic health conditions such as diabetes,
heart disease, and respiratory ailments. Other
SNPs address health and economic status, such
as dual eligibility for both Medicare and Medi-
caid programs (D-SNP) and those patients
requiring institutional care.

While also addressing social and psycho-
logical health needs, CareMore Health provides
specialized programs to help older adults bet-
ter manage health conditions such as congestive
heart failure, chronic kidney disease, end-stage
renal disease, chronic obstructive pulmonary dis-
ease, diabetes, and more. To provide proactive
care and better care management of such condi-
tions, high-risk patients are identified early on,
and CareMore staff communicate with them often
(depending upon level of need), via telephone and
in-person interactions at a CareMore Care Center,
to ensure they are maintaining their health.

=»ABSTRACT Older adults and others with complex and high-risk medical conditions often lack access
to the coordinated care they need to properly manage their chronic issues, resulting in hospitalizations
and more spending on treatment. CareMore Health, an integrated values-based care delivery system
that provides care to Medicare and Medicaid beneficiaries, focuses on caring for the frailest populations
by harnessing the power of teamwork to treat its patients’ medical, social, and personal health needs.
By investing in prevention, early intervention, education, and partnerships with community-based
organizations, CareMore Health achieves fewer hospitalizations, bed stays, and overall better health
outcomes for patients compared to beneficiaries covered under fee-for-service Medicare. | key words:
CareMore Health, Care Center, integrated care, Togetherness Program
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A Cornerstone of Care

The cornerstone of CareMore’s model is the
comprehensive Care Center, where patients
receive direct care and attention from CareMore-
employed clinicians. Care Centers are located
in the community and house chronic disease—
management programs, post-acute care follow-
up for people who have been discharged from

Patients with complex medical needs
cannot be managed solely by one
clinician.

the hospital, and other services to manage high-
risk and high-need patients. The Care Center
and clinical team act as an extension of the
primary care physician’s office. In addition to
chronic disease support and post-hospitalization
care, integrated services such as dental care,
optometry, and drug consultation are offered

to maximize visits to the Care Center. Patients
have access to case managers, social workers,

behavioral health clinicians, pharmacists, Nifty
after Fifty fitness programs (a CareMore part-
ner), and other clinical specialties. CareMore
Health currently operates 42 Care Centers
across California, Arizona, Nevada, Virginia,
Tennessee, Georgia, ITowa, and Connecticut.
Each new CareMore patient undergoes
an extensive health assessment (or “Healthy
Start” appointment) at the Care Center to cre-
ate a personalized care management plan. At
the appointment, a clinician performs an in-
depth interview and exam to proactively iden-
tify chronic diseases and other health needs.
Based on specific health needs, the patient is
then placed in a high-touch, disease-specific
program. The clinical assessment is designed
to involve patients and family members in mak-
ing shared decisions about their health plans.
The Healthy Start appointment also allows
CareMore clinicians to identify other medi-
cal concerns, including behavioral and men-
tal health needs (e.g., clinicians query patients
to determine their social activity and ask them
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to rate their depression level). CareMore con-
siders physical activity to be the fifth vital sign
and prescribes exercise into care management
plans for those with chronic medical conditions.
Patients’ primary care providers are kept in the
loop through regular phone, email, text, and fax
communications.

One clinician alone cannot support individ-
uals with complex medical needs; thus, Care-
More’s team-based approach harnesses a group
of healthcare workers to address patients’ over-
all health needs, working together diligently
to keep patients out of the hospital using high-
touch care and consistent communication. Using
this team-based care approach, the Care Center
team works together to coordinate and integrate
needed care on the spot, and under one roof, to
maximize each visit.

More than 500 patients are actively
enrolled in the Togetherness Program.

If patients are admitted to the hospital, Care-
More “extensivists” (physician hospitalists who
care for older adults in outpatient and skilled
nursing facilities) monitor patients during and
after the hospital stay. Extensivists ensure that
CareMore patients receive holistic health man-
agement by working closely with primary care
physicians, specialists, and the Care Center team
so that all areas of health are considered when
deciding treatment options.

Technology helps reduce hospitalizations

In a case study published by The Common-
wealth Fund, our most recent analysis shows
that compared to beneficiaries covered under
fee-for-service Medicare, CareMore has been
successful in reducing hospitalizations by

20 percent (Hostetter, Klein, and McCarthy,
2017). CareMore achieves these results through
employing the best clinicians, consistent com-
munication with patients, using technology to
track health conditions, and providing early
intervention through remote-monitoring de-

16 | Spring 2018

vices. CareMore clinicians use these devices to
monitor patients who are high risk; this helps
eliminate unnecessary physician office visits.
For example, monitoring the weight of patients
with congestive heart failure can provide early
notification of decompensated heart failure, or
worsening signs and symptoms of heart failure.
CareMore provides wireless weight scales to
patients and weight gain alerts are sent to Care-
More nurse practitioners, who can intervene and
prevent decompensated heart failure. CareMore
also provides in-home hypertension/blood pres-
sure monitoring, which can be tracked remotely
by CareMore clinicians. The use of remote moni-
toring has proved effective in treating symptoms
before they escalate, thus reducing patient hospi-
talizations.

Programs Address Special Health

and Social Needs

Older adults’ medical needs can be complex and
often vary considerably. CareMore Health has
developed a wide array of programs and services
to meet its patients’ specific health and social
needs. A high percentage of these are created in
response to direct feedback from patients about
their needs. Services like foot care, remote moni-
toring, transportation, and programs like brain
health, dental care, and our Togetherness Pro-
gram that addresses loneliness and isolation.

Combating loneliness and isolation

Retirement, the loss of friends or family, people
moving away, or living alone all can contribute to
older adults feeling alone and or isolated (Cotten,
Anderson, and McCullough, 2013). More than

43 percent of people ages 65 and older report
that loneliness has affected them (Perissinotto,
Cenzer, and Covinsky, 2012).

Due to its complexities and masked symp-
toms, loneliness often is invisible, but has sig-
nificant health consequences: loneliness can be
as damaging to health as smoking fifteen ciga-
rettes a day, and may increase a person’s risk of
mortality by 45 percent—more than air pollution



(6 percent), obesity (23 percent), and excessive
alcohol use (37 percent) (Perissinotto, Cenzer,
and Covinsky, 2012; Holt-Lunstad, Smith, and
Layton, 2010). It also is a risk factor for numer-
ous serious medical conditions, including cog-
nitive decline, the progression of Alzheimer’s
disease, and recurrent stroke (Cacioppo et

al., 2015).

Despite the fact that loneliness is a com-
mon emotional distress syndrome with a high-
risk factor for early mortality and the cause of a
broad spectrum of physical health and psychiat-
ric issues, it receives scant attention in medical
training and in the healthcare setting. CareMore
is committed to going beyond traditional care
solutions to tackle this issue through its Togeth-
erness Program.

The Togetherness Program is a first-of-its-
kind clinical program designed to address lone-
liness and isolation. Launched in 2017, initial
efforts focused on building personal connections
with at-risk patients through consistent phone
outreach. These calls build relationships, provide
constant and positive engagement, support indi-
vidual healthcare needs, and foster connections
to community organizations and resources.

‘Our partnership with Lyft makes
accessing care easier.

Through these calls, CareMore tailors and
expands its clinical support based on what
patients need the most—whether it is connect-
ing with disease management programs oper-
ated out of the Care Centers; accessing physical
activity at Nifty after Fifty fitness programs or
other community resources; or providing hear-
ing aid support. Since the launch of the Togeth-
erness program CareMore has identified 2,000
lonely older adults through screenings; and
enrolled more than 500 in an intensive inter-
vention that includes weekly phone calls, home
visits, and encouragement and connection to
community-based programs. Community-based
organizations (CBO) play a vital role in address-

Fundamentals of Community-Based Managed Care: A Field Guide

ing loneliness and isolation and CareMore’s part-
nership with CBOs is essential to the success

of the program. One community organization,
Senior Center Without Walls, is a virtual com-
munity where older adults participate in support
groups, activities, and other social gatherings via
phone or online from their homes. This CBO has
helped CareMore to connect patients who may
be geographically isolated from society and can-
not drive to a nearby senior center. CareMore
also works with the Alzheimer’s Association of
Greater Los Angeles to provide much needed
caregiver education and respite care to the care-
givers of those suffering from dementia.

Providing affordable transportation

It is estimated that 3.6 million Americans annu-
ally miss or delay receiving non-emergency
care due to transportation challenges (National
Conference of State Legislatures, 2016). Lack of
access to consistent, affordable transportation
can mean older adults miss medical appoint-
ments, which ultimately affects their access to
necessary care.

Achieving greater clinical care is possible
only if older adults can get to it, so to improve
the transportation experience in 2016, CareMore
formed an alliance with the ride-sharing com-
pany Lyft. Early results of the pilot program are
promising, and showed that wait times had been
reduced by 30 percent, according to the study,
Non-emergency Medical Transportation: Deliv-
ering Care in the Era of Lyft and Uber (Powers,
Rinefort, and Jain, 2016).

The Future of CareMore Health
What started as a medical group caring for older
adults in California has become a healthcare deliv-
ery system that has expanded to provide care for
more than 150,000 Medicare and Medicaid ben-
eficiaries across California, Nevada, Arizona, Vir-
ginia, Tennessee, lTowa, Georgia, and Connecticut.
Over the years, CareMore’s goal has remained
the same—to provide high-touch affordable care
to those who need it most. CareMore’s commit-
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ment to this goal is evidenced through the expan-
sion of its integrated care delivery model. In
addition to caring for more Medicare beneficia-
ries across the nation, the model also provides
care to Medicaid and dual eligible beneficiaries
in Tennessee, Virginia, Towa, Connecticut, and
parts of Los Angeles County.

CareMore continues to evolve its model of
care: in Connecticut, dual eligible, or D-SNP
beneficiaries, are cared for through the Care-
More at Home model, which brings primary
care directly into their homes. The organiza-
tion’s mission is to expand to serve populations
that experience challenges accessing needed
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CBOs and State Medicaid
Programs: A Key Partnership
for Patient-Centered Care

By Danielle Garrett and
Ann Hwang

Partnering with state Medicaid programs is one

way CBOs can improve vulnerable populations'
health by addressing social determinants.

ince its creation in 1965, Medicaid has been a

crucial source of healthcare coverage for peo-
ple with some of the most complex health and
social needs, including children with disabilities,
people with substance use disorders, and frail
elders. Over the years, it has become clear that
to improve Medicaid beneficiaries’ health, only
addressing medical issues is often not enough.

For someone who is poor and homeless, finding
safe and affordable housing is arguably the most
important prescription for better health. Address-
ing social factors that contribute to poor health can
also be extremely cost-effective. Consider that the
cost of a one-night hospital stay is usually more
than the cost of a month’s rent. Taking a person-
and community-centered approach to health for
Medicaid recipients presents tremendous opportu-
nities for community-based organizations (CBO)
to partner with healthcare organizations to
improve these beneficiaries’ health outcomes.

Why Partner with Medicaid?

For several reasons, state Medicaid programs
are a natural fit for CBOs hoping to collaborate
with health systems. Medicaid serves the most
vulnerable and complex populations. By part-
nering with Medicaid, CBOs can connect with
populations in need of social services, as well as
with multiple linkage points (such as hospitals
and person-centered medical homes) for serving
these populations.

Also, Medicaid is an ideal platform for inno-
vations in care delivery and payment models that
address the social determinants of health to bet-
ter serve people with complex needs. The Cen-
ters for Medicare & Medicaid Services (CMS)
programs offer states significant flexibility in
designing their Medicaid programs, as well as a
shared federal and state financing system. This
creates ample opportunity for state Medicaid
programs to explore new ways of financing the

=>ABSTRACT Changes in how we pay for and deliver healthcare present opportunities to address the
social and economic factors affecting health. State Medicaid programs are taking advantage of Medi-

caid’s flexibility to integrate social services into healthcare. This provides opportunities for community-
based organizations (CBO) to partner with health systems. Success is contingent upon CBOs having the
knowledge and tools to build successful partnerships, and state Medicaid programs engaging CBOs to
develop and implement these new models of care. | key words: community-based organizations, state
Medicaid programs, waivers, Medicaid Accountable Care Organizations, healthcare partnerships

Volume 42-Number 1 | 19



GENERATIONS - Journal of the American Society on Aging

services CBOs provide and targeting them to the
populations that need them the most.

Potential benefits to this kind of cross-
sector collaboration are numerous. By engaging
CBOs, state Medicaid programs can help improve
patients’ involvement in their care, promote
chronic disease self-management, prevent hospi-
tal admission and readmission, and help benefi-
ciaries remain in their homes and communities
instead of nursing homes. These benefits could
both reduce costs and improve health outcomes.
At the same time, health-system partnerships
could help CBOs reach new populations and take
advantage of new, sustainable funding mechanisms.

Opportunities for CBO Collaboration

with State Medicaid Programs

State Medicaid programs recognize the need to
address the social determinants of health among
Medicaid beneficiaries, as well as the cost-saving
potential, so they are taking advantage of Medi-
caid’s flexible structure to integrate social ser-
vices and healthcare. Using the Medicaid waiver
process, states can enter into agreements with
the federal government that allow them to waive
certain federal requirements in order to test new
ways of paying for and delivering care through
the Medicaid program. New payment models
created by the Affordable Care Act also opened

‘State Medicaid programs are a
natural fit for CBOs hoping to
collaborate with health systems.

up new opportunities for state Medicaid pro-
grams to partner with and reimburse CBOs.

Medicaid Accountable Care Organizations
(ACO) represent one opportunity for better inte-
gration. ACOs are regional entities made up of
service providers (such as primary care physi-
cians, specialists, and hospitals) that take on
financial risk for caring for a defined population,
and are usually required to meet certain health
outcome measures.
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Oregon, Massachusetts, and Minnesota,
among other states, have used Medicaid waiver
authority to transform their Medicaid systems
using an ACO model. Incentives to address
social determinants of health, such as reim-
bursement for flexible services and require-
ments to partner with social service or public
health organizations, are included in many of
these models. For example, Massachusetts’ new
ACO model includes coverage of non-medical
services that address the social determinants of
health and requires ACOs to team up with com-
munity partners to meet the behavioral health
and long-term-care needs of more complex pa-
tients (Lloyd and Heflin, 2016). Historically,
Medicaid has only allowed reimbursement of
medical expenses, so new models like these
allowing reimbursement of non-medical ex-
penses are an important step.

Additionally, efforts to better integrate
behavioral and physical healthcare services
provide openings for CBOs to collaborate with
health systems to help better serve patients with
behavioral and mental healthcare needs. Several
states are operating “health homes” aimed at
providing intensive, coordinated care to patients
with behavioral health needs. Along with care
coordination and care transition services, these
health homes connect patients with the commu-
nity and social services they may need (Substance
Abuse and Mental Health Services Administra-
tion, 2012).

There also are opportunities for CBOs serv-
ing older adults and people with disabilities to
partner with health systems. As an increasing
number of states transition their long-term ser-
vices and supports to a managed care system,
there are new opportunities for state Medicaid
programs to think carefully about how they inte-
grate CBOs into these new systems. Many states
are building incentives into their Managed Long-
Term Services and Supports (MLTSS) systems
meant to increase the use of home- and commu-
nity-based services in lieu of nursing home care
(Musumeci, 2014).



CBOs, such as area agencies on aging (AAA)
and Centers for Independent Living, are long-
standing providers of home- and community-
based services; their experience and expertise can
be invaluable during this transition if state Medi-
caid programs and CBOs are thoughtful about
building and continuing these partnerships.

Tools for Successful Partnerships

There are already many examples of these part-
nerships working successfully in practice. In
Eastern Virginia, hospitals are collaborating
with AAAs to provide those enrolled in both
Medicare and Medicaid with coaches who can
perform in-home assessments and provide links
to social services after they are released from the
hospital. This partnership, which consists of five
AAAs, four health systems, sixty-nine skilled
nursing facilities, and three managed care orga-
nizations, has led to reductions in hospital read-
missions and, between 2013 and 2015, has saved
more than $17 million (Kozick, 2017).

Fundamentals of Community-Based Managed Care: A Field Guide

Although examples of success are numer-
ous, successful collaboration does not happen
overnight. The following are six truisms CBOs
should remember when considering a Medicaid
partnership:

Realize that not all partnerships look
the same. A partnership between a Medicaid
program and a CBO can be as simple as shar-
ing information about beneficiaries or as com-
plicated as a risk-based arrangement in which
CBOs share in the costs and savings associated
with caring for a particular population. These
partnerships can involve only two partners and
a single funding mechanism or include multiple
partners and funding sources. There is no sin-
gle model for how a Medicaid-CBO partnership
can and should look, and it will often differ based
on the needs and structure of the Medicaid pro-
gram and the CBO’s capacities.

Expect a learning curve on both sides of
the partnership. Medicaid is a complicated pro-
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gram and no two state Medicaid programs are
the same. Mechanisms around eligibility, enroll-
ment, payment, and reporting will be brand-new
for many CBOs. Likewise, Medicaid officials and
providers will not necessarily understand the ser-
vices a CBO provides, how they operate, and the
benefits and expertise they can bring. It will take
time to get to know one another, and successful
partners will plan activities to facilitate this pro-
cess. To support the integration of community
organizations into Massachusetts’ new ACOs,
Disability Advocates Advancing our Healthcare
Rights (DAAHR), a coalition co-led by the Bos-
ton Center for Independent Living, held a series
of forums, called “Building Bridges,” to help forge
and strengthen relationships between ACOs and
community organizations.

Prepare for new financial and report-
ing impacts. Although Medicaid partnerships
offer an exciting new business opportunity,
CBOs need to be prepared to take on new finan-
cial and reporting responsibilities. Depending
upon the nature of the partnership, CBOs might
face new requirements for data reporting, new
procedures for billing for services, and in the
most complex cases, a system where payment
is directly related to the health outcomes of the
populations served. CBOs will need to ensure
they have properly trained staff and appropriate
procedures in place for dealing with new, often
complex, requirements. CBOs also should pre-
pare to advocate for themselves during partner-
ship implementation, and push back against any
unrealistic requirements.

Understand that strong allies can make
the transition easier. Building strong relation-
ships with other community partners can be a key
to success as CBOs consider working with state
Medicaid Programs. Consumer advocacy groups
often make excellent bridges between the Med-
icaid and CBO worlds, can help ensure that Med-
icaid programs are implementing CBO-friendly
policies, and can help spread consumer awareness
of offered services. The aforementioned forums
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held by the DAAHR coalition in Massachusetts
are a good example of this kind of bridge-build-
ing. The Medicare Rights Center in New York and
Ohio Consumer Voice for Integrated Care both
conducted consumer education efforts about new
Medicaid and Medicare programs by working
with CBOs having trusted connections to dually
eligible consumers (Wiitala and Hwang, 2017).

One partnership has led to reductions
in hospital readmissions, and saved
more than $17 million.

Strong champions in the healthcare system
also can make the work of growing and expand-
ing partnerships easier. In the Eastern Virginia
case, one early adopter health system encour-
aged other health systems to join the partnership
(Kozick, 2017).

Be ready to make a value proposition and
document impacts. Increasingly, healthcare
payers use models that tie payments to specific
goals and outcomes, such as reducing emergency
room admissions and-or hospitalizations, or
meeting enrollment targets for health homes or
ACOs. CBOs must make a strong case for how
their services can directly contribute to the
Medicaid program’s goals and outcomes.

Once the partnership is established, collect-
ing data to demonstrate success is crucial and,
in some payment arrangements, is required for
reimbursement. Data collection allows CBOs to
identify areas for correction, improvement, and
growth, and can help in making the case for new
and expanded partnership opportunities. In the
Eastern Virginia example, the organization cites
a strong, transparent data-reporting process as
a key factor in allowing them to document their
success and build an effective business case for
expanded funding (Kozick, 2017).

Know that engagement is key. For these col-
laborations to be successful, it is vital that every-
one involved in the partnership is on the same



page and has input into the development and
implementation of the projects. This means CBO
leadership and staff, direct service providers, and
the patients they serve are informed about the
new methods of care and delivery, are engaged in
the development, implementation, and evaluation
of partnerships, and are working toward the same
goals. State Medicaid programs can help accom-
plish this by including CBO representation on
Medicaid advisory committees and workgroups
and promoting models of care delivery that en-
courage patients to work in partnership with their
healthcare providers and CBOs to meet healthcare
goals. CBOs can be active in community education
and outreach, and collect feedback on the partner-
ship’s success, to ensure the uptake and success of
services offered through the partnership.

Conclusion

The healthcare system is changing rapidly and
new models of care that address the social and
economic determinants of health are crucial for
ensuring that there is improved care for vulner-
able populations who face the biggest disparities
in health outcomes. CBOs can play an important
role by partnering with health systems through
new Medicaid financing mechanisms. If CBOs
have the knowledge and tools necessary to build
a successful partnership, and state Medicaid pro-
grams actively engage CBOs in the development
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and implementation of these new models of care,
there is real opportunity to improve health out-
comes in communities across the country.

While there is real opportunity however,
there also is uncertainty. Recent proposals in
Congress to drastically cut spending in the
Medicaid program through block grants or per
capita caps put the funding and infrastructure

‘One early adopter health system
encouraged other health systems to
join the partnership.

needed to support these innovative partnerships
at risk (Rosenbaum et al., 2017). As CBOs begin
to move into the healthcare space with more fre-
quency, they will need to stay attuned to federal
healthcare activities and may need to become
more vocal advocates for the health programs
that are becoming increasingly integral to their
work and mission./=
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Teaching CBOs to Develop

Business Strategies

By Erin C. Westphal

The SCAN Foundation's Linkage Lab Academy

has helped CBOs serve thousands of older adults
and adults with disabilities, while generating
millions in revenue.

ince the 2010 passage of the Affordable Care

Act (ACA), healthcare payments have been
transitioning from fee-for-service to fee-for-
outcomes. As such, healthcare entities (e.g., health
plans, Medicare Advantage, Accountable Care
Organizations [ACO], Special Needs Plans [SNP],
and hospitals) and their contracted partners (e.g.,
physician and medical groups, home health, and
skilled nursing and rehabilitation facilities) must
move to a person-centered approach to care, in
which an individual’s goals drive the care plan.
This has translated to an increased focus on care
coordination and transitions and the need for
healthcare entities to weigh the value of building
new programs to provide services, or buying ser-
vices through expanding their contracted net-
work to include organizations that provide
home- and community-based services.

Healthcare entities are still testing approaches
and care models to identify who would most ben-
efit from the services (targeting), which mix of

services would deliver improved outcomes (qual-
ity of life) for the individual, and which are sus-
tainable (providing return on investment). What
is known is that care coordination and transition
programs, particularly at times of medical crisis,
are essential.

‘Working with healthcare entities
requires CBOs to re-imagine how they
provide services.

This shift in payment mechanisms and
approaches to providing care has presented
opportunities as well as challenges for commu-
nity-based organizations (CBO). Working with
healthcare entities requires CBOs to re-imagine
how they provide services, moving away from
providing services based on funding for specific
programs toward providing programs and ser-
vices that respond to the needs of the healthcare

=»ABSTRACT For community-based organizations (CBO) and the healthcare sector, the passage of the
Affordable Care Act created new opportunities by shifting the focus from fee-for-service to fee-for-
outcomes. To maximize these opportunities, CBOs need to develop business strategies that leverage
their strengths. Aligning core competencies, focusing on areas for improvement, and being willing to
evolve within the environment can not only sustain organizations, but also allow them to thrive. | key
words: Affordable Care Act, value-based care, community-based organizations, Linkage Lab Academy,

person-centered care, care coordination, transitions
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Table 1. Core Competencies

Understand the Market and Competitors

Identify Potential Clients

Understand Cost of Care Delivery and Develop
Rate Structure/ROI

Design Model/Service

Business Development

Marketing and Branding

Identify Need for Collaborative Partners and
Develop Approach

Develop Infrastructure to Operationalize Service
Delivery Model

People Development

Develop Contract and Contingency Plan

sector partner—also known as adopting an
“outside-in” perspective. Organizations that
have begun working in this space and those that
are just testing the waters need to have strong
leadership (including at the board level), the abil-
ity to develop new systems and process, and an
openness to understanding the healthcare enti-
ty’s needs and how their expertise and experi-
ence can address those needs.

As payment mechanisms continue to move
toward rewarding outcomes and encouraging
integration, CBOs have a critical role to play in
addressing the long-term support services needs.
CBOs must hone their business skills to achieve
the transformation necessary to successfully
secure and deliver outcomes with new payers.

The Linkage Lab Academy

As aresult of this shift in the environment, The
SCAN Foundation created the Linkage Lab
Academy (Academy). Twelve CBOs in California
attended the Academy from 2012 to 2015; the
Academy offered these organizations intensive
training and education in business development
and practices, as well as direct support, through
technical assistance, to transform their opera-
tions. The Academy’s overarching goal was for
CBOs to establish new payer relationships with
the healthcare sector. With core competencies
(see Table 1, on this page) and infrastructure in
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place, the CBOs entered into more than twenty
contracts with new payers to support care coor-
dination and care transitions. They are serving
thousands of older adults and generating mil-
lions of dollars in new revenue for their organi-
zations—all while illustrating a value or return
on investment for payers.

Beyond the work funded by The SCAN Foun-
dation, the Marin Community Foundation and
the Colorado Health Foundation have funded
efforts similar to the Academy. The Aging and
Disability Business Institute (Institute) has
taken the Academy to a national level by serving
as the go-to source to build the business acumen
of CBOs, through acquiring and strengthen-
ing skills and knowledge across business disci-
plines, while looking ahead to the future of aging
and disability services. The Institute was cre-
ated in partnership with the Administration for
Community Living, with funding from The John
A. Hartford Foundation, The SCAN Founda-
tion, the Colorado Health Foundation, the Marin
Community Foundation, and the Gary and Mary
West Foundation.

How to Build Business Practices

This section of 2018 Spring Generations, “Funda-
mentals of Community-Based Managed Care: A
Field Guide,” expands on the core competencies
by providing practical information and strate-
gies. The articles include the following:

“Making the Business Case for CBO Ser-
vices”: CBOs are well-positioned to exploit the
financial opportunities created by healthcare
reform by providing their services in partner-
ships with the healthcare sector. This article
explains the method, steps, and key success fac-
tors for CBOs to create and make a business case
to potential healthcare partners.

“A Matter of Mindset”: Home- and commu-
nity-based services providers are well-positioned
to partner with the medical sector, but this
requires an outside-in business mindset. This
article outlines the characteristics of such
a mindset through a hypothetical case study.
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“Strategies for Using Healthcare Dollars to
Support Social Services” Understanding the
financial arrangements governing the distribu-
tion of financial returns and risks to the medical
sector is crucial for CBOs as they build potential
partnerships. This article describes a range of
payment mechanisms that can be used to divide
the financial returns and risks involved in the
integration of medical and social services.

“Leading—not Managing—Through a New
World Order”: Change leadership is a large and
involved topic. This article outlines the five
frames of change: self-awareness, coherence,
alignment, first steps, and political savvy.

‘The reasons for establishing
partnerships between CBOs and
the healthcare sector are many
and continue to grow.

“An Introduction to Marketing and Branding”:
For any organization to thrive they must have cus-
tomers—often various customers that have com-
peting and complementary goals. Understanding
each customer segment and what they value
is the key to success. This article lays out how
organizations should approach their marketing
and branding strategies.

“Monitoring and Evaluation: Key Steps for
Long-Term Services and Supports Organiza-
tions”: Long-term services and supports (LTSS)
organizations’ success in entering into and main-
taining partnerships depends partially on their
ability to demonstrate their value. This need to
show results makes monitoring and evaluation
(M&E) an essential practice for these organiza-
tions. They need to plan systematically for M&E,
so they can collect and use data to improve pro-
gramming and communicate value and lessons
learned to current and potential partners and
other key stakeholders. This article provides an
overview of the basic steps in the M&E process.

“Building a Strong Nonprofit Board Goes
Beyond Best Practices”: Boards are one of the
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most important parts of an organization. Not
only do they govern the organization, but they
also must look to the future and adapt to change.
This article describes the evolution and respon-
sibilities of boards as they advance the mission
of the organizations they govern.

“Understanding Costs: How CBOs Can Build
Business Acumen for Future Partnerships”
Almost every business decision considered by a
CBO requires accurate costs assessment. This
article explains fixed and variable costs, break-
even analysis, the concepts of scale and scope
economies, and the expected learning curve for
CBOs assessing costs.

The reasons for establishing partnerships
between CBOs and the healthcare sector are
many and continue to grow. Older adults, espe-
cially those with chronic conditions and func-
tional limitations, often experience poor care
transitions, which contributes to increased
healthcare utilization and readmissions that
drive up costs. Some healthcare entities, such as
hospitals, are already facing penalties for these
readmissions; other providers, such as ACOs
and SNPs, are at risk and therefore are develop-
ing innovative approaches to manage the care
for a complex population through risk-sharing
agreements. Z

Author’s Note

The term CBO, as it is used in this article, refers
to nonprofit organizations that address social
determinants of health and provide LTSS to
older adults and to those people living with dis-
abilities in the community. The healthcare sec-
tor is a term used in this article to refer to
health plans, ACOs, hospitals, medical groups,
and others with an incentive for medical cost
avoidance.

Erin C. Westphal, M.S., is a program officer for

The SCAN Foundation in Long Beach, California.
Westphal's work focuses on building the business case
for person-centered care models and integrating the
care and financing for medical and social services.
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Making the Business Case

for CBO Services

By Victor Tabbush

The return on investment to any CBO's health

partner will have to weigh factors that vary
across populations served and payer context.

ommunity-based organizations (CBO) that

provide support services such as care transi-
tions, chronic disease management, medication
management, nutrition, transportation, home and
family assessments, health benefits counseling,
and caregiver support are now well-positioned
to exploit the financial opportunities created by
healthcare reform by providing these services in
partnerships with the healthcare sector.

The potential of these partnerships ema-
nates from two forces: the evolution to new pay-
ment models stressing value, which has placed
the medical sector at increased risk for the over-
all costs of medical care (new payment models
include capitation, global and bundled payments,
shared-savings arrangements, and penalties for
hospital readmissions); and the growing evi-
dence that CBO services can reduce the costs of
such care by decreasing unnecessary medical
care. This article explains the method, steps, and
key success factors for CBOs to create and make
a business case to potential healthcare partners.

Defining the Business Case

A business case for CBO services exists when
CBOs create value for potential clients and
partners (hospitals, post-acute care providers,
provider networks, and insurers) that is larger
than what the clients will be asked to pay for
these services. In short, the CBO must present
an attractive return on investment (ROI) to the
healthcare partner. Most often, the business case
starts with the recognition that a patient popula-
tion, e.g., a cohort of complex care individuals
having high needs, creates a financial burden
that can be reduced with home- and community-
based services compared to usual care.

The case is then built around the CBO’s
capacity to mitigate that burden by averting
costly medical events through the services it
provides. Services that are effective in generat-
ing benefits seldom do so without expense. So in
making the business case, any payment the CBO
demands must be subtracted from the gross ben-
efits it confers on its partner. The case will not be

=»ABSTRACT Due to recent policy and payment reforms, community-based organizations (CBO) that
provide support services increasingly can capitalize on new business opportunities with partners in the
healthcare sector. But they must demonstrate that they are creating significant economic benefits for
their business partners. This article explains the method, steps, and key success factors for CBOs to cre-
ate and make a business case to potential partners in the healthcare sector | key words: community-
based organizations, healthcare partners, support services, payment models, return on investment
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convincing unless the net benefits for the health-
care partner are positive.

Steps in Making a Business Case

There is a logical sequence of six steps that
CBOs should take in making its business case
to a health sector entity.

Step 1: Adopt perspective

Before assessing the magnitudes involved, a deci-
sion must be made as to whose costs and benefits
will be considered relevant in the analysis. While
a CBO service may generate benefits to parties
other than its medical partner, such as to a
health plan, to the client, or to an individual and
his or her family, the appropriate perspective
should be narrow. Consideration should only be
given to those financial consequences the invest-
ing medical partner would find meaningful.

Step 2: Determine CBO costs

Because a business case will compare the CBO
intervention’s benefits with its costs, the fees
the CBO is planning to charge the healthcare
partner must be considered. These charges to
the medical partner might be contingent or cer-
tain. They would be contingent if the charges
were predicated on actual, realized costs, or if

a pay-for-performance system is to be the basis
for the reimbursement. They would be certain if
the fees were set prospectively—meaning set in
advance of services delivery. Regardless of the
system, the higher the reimbursement sought by
the CBO, the less attractive is the business case
from the perspective of the medical partner: the
reimbursement paid to the CBO must be netted
out against the benefits attained by the partner.

Step 3: Estimate benefits to the health partner

In the case of CBO services, the primary eco-
nomic benefit to the healthcare entity is likely
to be the avoidance of medical costs that would
have resulted without the CBO’s services. CBOs
can reduce medical use by curtailing unwanted,
unnecessary, and reactive, expensive care. For
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example, frequently when individuals use social
services there are reductions in the duration
and incidence of hospital admissions and read-
missions, as well as in emergency room visits.

‘The CBO must present an attractive
ROI (return on investment) to the
healthcare partner.

In addition, any added revenues to the medi-
cal partner from CBO efforts should be added
to the benefits of cost avoidance to calculate
the gross benefits of the service offering. One
potentially important source of added revenue
is the shared savings accruing to an Account-
able Care Organization under the Medicare
Shared Savings Program. Another example
might be the Centers for Medicare & Medicaid’s
(CMS) per member, per month payment for
chronic care management under traditional
Medicare. (One requirement to receive the pay-
ment is for the provider to address the patient’s
social needs.)

Step 4: Estimate the ROI to the health partner
Once gross benefits to the medical partner
and the cost it is expected to pay have been
separately estimated, benefits and costs must



be compared to assess the magnitude of the

net financial advantage gained from contract-
ing with the CBO. Net benefit is calculated by
subtracting program costs from gross benefits.
ROI is a shorthand term loosely used to express
the net benefit achieved in return for a pro-
gram outlay. This return often is expressed as a
percentage: the net benefit is calculated in the
numerator by subtracting the program cost from
its gross benefit; the denominator is the cost of
the program.

Example: If a service costs $20,000 and
results in gross benefits of $40,000, the ROI to
the medical partner using this definition would
be 100 percent: ($40,000 - $20,000) + $20,000 =
100 percent.

Step 5: Compare the ROI to the health partner’s
hurdle rate

A demonstration that the CBO can generate a
positive ROI for its partner is a necessary but
insufficient condition for making a convincing
business case. The rate has to be sufficiently
high. It must clear a hurdle. The reason it needs
to achieve a critical minimum level to be accept-
able is that program investments made by the
partner have opportunity costs: the investment
dollars could be deployed elsewhere. Therefore,
for an investment to be warranted, it must gen-
erate a return that is at least equal to what the
resources could have earned in alternative uses.
Tt should be noted that the hurdle rate inevitably
will be set higher when a high degree of uncer-
tainty surrounds the accuracy of the ROI pre-
diction. In that circumstance, the investment is
riskier and that risk needs to be balanced by the
prospect of a larger return. Some partners may
require an estimated return of as much as 200
percent to 300 percent. The inherent feature of
riskiness takes us to the final step.

Step 6: Conduct a sensitivity analysis

Conducting a sensitivity analysis is the final step
in doing business case calculations. The values
of the key variables in the business case assess-
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Figure 1. Calculating a Return
on Investment

Source: Tabbush et al., 2016.

ment will inevitably be subject to uncertainty
and debate. So, instead of positing a single ROI, it
is wise for the CBO to suggest a probable range.
A simple yet worthwhile approach is to report
the ROIs for at least two scenarios. The first
scenario is when all independent variables that
shape the ROI are assigned “pessimistic” values;
the second is when these variables are at their
“most likely” values. The values for the variables
may be taken from the different studies reported
in the published literature or from the CBO’s
prior experience. If a CBO service is predicted

to generate an ROT in excess of the partner’s
hurdle rate, even under the more pessimistic set
of assumptions, the business case might be con-
sidered more convincing and overcome lingering
skepticism about its strength.

Factors for Making a Strong Business Case
The strength of any business case is crucially
dependent on the magnitude of the ROI calcula-
tion described below—using the data and specif-
ics of each situation. However, understanding
the steps required in making the business case
suggests the five factors that make the case pre-
dictably stronger. Situations where these factors
exist are ones where the CBO will likely find a
more receptive audience for its business case.
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High baseline incidence of medical utilization
Medical utilization refers to the volume of medi-
cal services provided in all inpatient settings, in
hospital outpatient and ambulatory care, and in
home health. The severity and number of comor-
bidities possessed by, diagnosed, and treated

for in the targeted population are the principal
determinants of medical utilization. The higher
the level of medical use by the population prior
to any CBO services, the greater will be the
potential for a CBO to deliver benefits in terms of
averted medical events. The implication should
be clear: a CBO that targets people with multiple
chronic conditions and severe functional limi-
tations will likely show a higher ROI than one
focused on individuals who rarely access medi-
cal services.

More expensive medical events

Certain medical services are more expensive
than others—hospital admissions are especially
costly. The total expenses of medical utilization
(the focus of CBO services) are the product of
the incidence of each medical event multiplied
by its respective per unit cost. This total cost of
medical utilization prior to the delivery of sup-
port services represents the baseline from which
cost-savings brought about by the CBO will be
calculated. Crucially, hospital admissions and
readmissions constitute about 80 percent of the
annual per capita patient medical costs for high-
risk Medicare beneficiaries (Rodriguez, 2014).
Curtailing relatively cheap primary care visits
does little to enhance the ROT; similarly, should
the CBO’s efforts result in a larger number of pri-
mary care visits, the adverse impact on the ROI
is likely to be minimal.

A more effective CBO service . . .

Effectiveness in this context means the extent to
which the CBO intervention reduces medical uti-
lization (and therefore medical costs) in relation
to the baseline incidence. The effectiveness will
depend upon a number of factors, including the
caliber of the leadership and management of the
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CBO team, the skill and training of those who
deliver it, and the amount of resources devoted
to the program.

. . . the lower the CBO fees . . .
For any given level of CBO effectiveness, the
smaller the fee incurred by the health sector
partner to purchase services, the larger is that
partner’s financial return. Fees charged by a
CBO can be made lower under the following four
circumstances:

1. When a specific program is not forced to
absorb a large portion of CBO overhead.

A CBO targeting people with chronic
conditions and severe functional
limitations will likely show a
higher ROI.

2. When the program is expected to run for
several years—allowing the upfront expenses
of the program’s introduction to be spread over
more years.

3. When the program scale is larger—allow-
ing fixed costs of operation to be spread more
thinly over more patients or clients, thereby
achieving scale economics. Such economies refer
to a lower unit cost when scale expands.

4. When factors two and three above are
incorporated (longevity and scale), it suggests
that the “learning curve” can be leveraged by a
CBO to lower its fees and create a more attrac-
tive value proposition to the medical partner.
With cumulated experience comes learning, and
with learning comes efficiencies leading to low-
ered costs that can be passed on to the health
sector client.

... and the greater the ability of the health
partner to capture benefits

If a care model that integrates social services
is effective and succeeds in reducing medical
utilization, costs are obviously avoided. How-



ever, not all the cost-savings may accrue to the
organization that pays for this enhanced level of
care and that was responsible for the cost avoid-
ance. Sometimes, third parties in the medical
ecosystem might enjoy the savings. For example,
a hospital compensated under traditional Medi-
care fee-for-service might consider investing in
a CBO community-based service. Suppose the
service then lessens the probability of subse-
quent hospital admissions. The hospital gener-
ally will not benefit financially from the lowered
admissions; in fact, it will lose revenues under a
fee-for-service system. The beneficiary of these
savings in this case is CMS, the payer.

With CMS’s increased emphasis on at-risk
contracting (Value Based Purchasing, Account-
able Care Organizations, Shared Savings Pro-
grams, and Bundled Payments), the business
case for person-centered care will become
increasingly attractive for a more highly inte-
grated medical sector that is quickly evolving
to assume more and more responsibility for the
total costs of care.

Its role within the health system, the manner
in which it derives its revenues, and the degree to
which it is at risk for costs of medical utilization
are profound influences on the level of enthusi-
asm that any health organization would likely
display toward a CBO’s proposed business case.

Conclusion
The framework for developing the business case
for CBO services focuses on both medical cost
avoidance and, to a lesser degree, the revenue
enhancements it might bring to its healthcare
partner. The approach suggested here has identi-
fied the following factors as the principal ones
shaping the strength of the business case: the
baseline incidence of medical utilization; unit
costs of medical services; both the cost and effec-
tiveness of the CBO intervention; and the ability
of the investing health sector partner to secure a
large portion of the financial benefits.

The last factor is especially important: capi-
tated systems and recent payment reforms have
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tended to increase accountability for medical
costs, now making cost avoidance a more attrac-
tive strategy. Because the strength of the busi-
ness case is dependent upon these factors, there
is no single business case for a CBO to make, even
for an established service line. The ROI to any
healthcare partner will be sensitive to these fac-
tors, which will vary across populations served
and within each unique payer context. /4%

CBO services are effective if they
reduce medical utilization in relation
to the baseline incidence.

Author’s Note

The term CBO, as used in this article, refers

to nonprofit organizations that address social
determinants of health and provide long-term
services and supports to older adults and to
those living with disabilities in the community.
The healthcare sector is a term used here to refer
to health plans, Accountable Care Organizations,
hospitals, medical groups, and others with an
incentive for medical cost avoidance.

Victor Tabbush, Ph.D., is professor emeritus at the
UCLA Anderson School of Management in Los
Angeles, specializing in healthcare economics,
healthcare leadership, and management capacity-
building. Since 2012, he has worked with The SCAN
Foundation to build the management and leadership
capacity of community-based organizations that
provide long-term services and supports to older
adults and disabled individuals.
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A Matter of Mindset

By Victor Tabbush

Community-based organizations must master

“outside-in" thinking to partner up and deliver
quality, cost-efficient care.

ecent healthcare policy and payment

reforms, such as Medicare’s Bundled Pay-
ments for Care Improvement (BPCI) initiative,
the Hospital Readmissions Reduction Program,
and the Value-Based Purchasing Program, among
others, share a common feature: each reform
incentivizes financial and performance account-
ability on the part of medical providers. Home-
and community-based service providers (CBO)
are well-positioned to partner with the medical
care sector in these integration efforts. In this
new payment environment, CBOs can reduce
medical costs and improve health outcomes for
potential clients and partners (hospitals, post-
acute care providers, provider networks, and
insurers). Success in forming and implementing
these partnerships require CBOs to adopt an
outside-in business mindset.

The Business Mindset: Adopting An
Outside-In Orientation

To be an attractive partner to the medical sec-
tor, the CBO must become an “outside-in” orga-
nization, adopting an external orientation in its
thinking and actions. The outside-in approach

is driven by the belief that creating value for
the partner is key to its success.

The “inside-out” approach, in contrast,
is driven by the belief that the organization’s
strengths are the foundation for a sustainable
future. If organizations intend to be successful
in marketing their services to the medical sec-
tor, they will need to shed the inside-out mind-
set. This prescription stems from recent work
The SCAN Foundation has undertaken to build
the business acumen of a dozen CBOs. The four
symptoms of an “inside-out” organization are
described below.

v Using terms that the organization itself
understands, but are unfamiliar to the poten-
tial partner

If CBOs are to be invited by medical part-
ners to integrate service delivery, they first must
avoid terms that, while standard in the long-
term services and supports (LTSS) lexicon, may
be poorly understood and confusing to the medi-
cal sector partner. Acronyms used mainly within
the LTSS sector, such as Adult Day Health Care
(ADHC), Adult Day Program (ADP), and Care
Management (CM) may need to be avoided.

=>ABSTRACT Recent healthcare policy and payment reforms incentivize financial and performance
accountability on the part of medical providers. Home- and community-based providers are well-
positioned to partner with the medical sector in such integration efforts, but this requires an outside-
in business mindset. This article uses a hypothetical case study to outline the characteristics of this
mindset. | key words: CBOs, healthcare providers, care transitions, readmissions, price-based costing,

outside-in mindset
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Potential partners are not going to invest in
learning the CBO language. CBOs must adopt
and be fluent in the language spoken by part-
ners. They must learn what is meant by return on
investment (ROI), and why this metric is crucial
from a medical partner’s perspective.

What drives the outside-in approach
is the belief that creating value for a
potential partner is key to success.

vV Promoting their services and features
rather than their benefits—and why these exist

In its marketing efforts to potential partners,
the CBO must communicate the anticipated out-
comes of its services. It should not focus on the
features of the services, or on the output from
them. For example, for a CBO to cite to a health
plan the large number of clients it has served
is almost meaningless: persuasive power stems
from providing evidence on the number of hospi-
tal readmissions that have been avoided. A CBO
must adopt the customer perspective—identify-
ing its problems and finding solutions. It must
stress outcomes and benefits that are meaning-
ful from the external perspective. In short, CBOs
need to emphasize the “why” and not the “how”
and “what” dimensions of its services.

V Failing to see their organization the
way others do

CBOs generally will have a strong sense of
their mission, their identity, and how it is trans-

An Example of Demonstrated Value

forming. But that sense may not be shared effec-
tively with external constituencies; perceptions
held by others may be inaccurate and rooted in
the past. A CBO will know its history and why

it carries the name it does, but it may be a name
that misleads and confuses the potential partner.
For example, some CBOs’ names have references
to ethnic and religious groups and affiliations,
but do not limit services to them.

A CBO may now regard itself as a business
offering its services on a commercial basis. How-
ever, the prospective medical partner may still
regard the CBO as a traditional social services
agency providing free services. The CBO’s com-
munications, especially its website, must be up-
to-date and provide accurate information to
its constituencies. It may need to rethink and
restate its mission statement, and even consider
a name change to accurately convey its identity.

V Pricing its services on the basis of its
own costs rather than on the value created
for partners

A common and financially harmful symptom
of an inside-out organization is its tendency to
base its price on its costs. After all, cost informa-
tion is easily available internally, and costs should
be covered. But cost-plus pricing, meaning basing
a price on what the service costs rather than the
value it delivers, generally is not recommended.
The partner does not care what the CBO’s costs
are; they care about their own. Instead of cost-
based pricing, the CBO should set price based on
value (see sidebar on how this might work, below).

The following example is from a program to transition discharged patients from the hospital to home. The moti-
vation is to reduce thirty-day hospital readmissions, for which it is assumed the hospital bears the full finan-

cial responsibility, averaging $10,000 per readmission. The CBO incurs a direct cost of $200 per transition and,
using a cost-plus pricing method, might charge the hospital $250, with the extra $50 to cover indirect expenses.
If the program is successful in demonstrating the desired outcome—meaning a reduction in readmissions—this
inside-out mindset method may leave money on the table. Suppose, for example, that the service reduced the
probability of a readmission by 10 percent. Then the value to the hospital of each transition would be 10 percent
of $10,000, or $1,000. Conceivably, the CBO with an outside-in orientation could charge a fee in excess of $250,

one closer to the value its service creates.
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Unlike the ease with which cost can be deter-
mined, value is difficult to establish. The outside-
in organization must look to the partner’s goals
and convert its success in achieving them into a
dollar measure of value. Clearly, the CBO needs
to understand the outcomes that drive value for
the partner, must monetize these outcomes, and
set prices accordingly. The chief source of value
creation is most likely the medical cost avoid-
ance that the LTSS achieve.

‘An outside-in CBO adopts the
language of its partners.

Embrace Price-Based Costing

Just as it must avoid cost-based pricing, the out-
side-in organization should embrace “price-based
costing.” This form of cost management begins
with a recognition that CBO service costs can

be reduced without reducing their value. With
price-based costing, the CBO establishes a price
it believes will make its offering attractive to the
medical partner. Then it sets its delivery cost
target at such a level that, were the target to be
achieved, would allow the CBO to earn a reason-
able financial return. The cost target can be met
if the CBO does an inventory of the various activ-
ities and components that comprise its service
operation, and assesses each one’s contribution to
overall cost, as well as its contribution to creating
value. Activities and components that are add-
ing disproportionally to cost relative to the value
they create need to be trimmed; similarly, those
that contribute value that is disproportionate to
their costs need to be expanded. In this process
of service redesign, overall cost can be reduced
while maintaining or even increasing value.

Here is an example of cost-based pricing.
Suppose a hospital system (with the aim of
reducing thirty-day readmissions) is prepared
to pay a CBO $300 per patient who transitions
from an acute care facility back home. The nor-
mal bundle of services offered by the CBO might,
in our example, include nutritional support, non-
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emergent transportation, medication reconcili-
ation, and caregiver support. Then suppose that
the bundle with the usual service intensity and
delivered by the CBO’s usual personnel would
cost the CBO $325 to deliver. Clearly, it would
be a losing proposition to accept $300, unless
somehow the CBO can redesign its processes to
reduce its costs while simultaneously not reduc-
ing its effectiveness in curtailing readmissions.

The CBO can do precisely that by conducting
value analysis and reallocating its resources. To
conduct value analysis requires that the follow-
ing two questions be answered:

vV What are the relative contributions of
each service component in the care transi-
tion to the goal of reducing readmissions?

For example, suppose medication recon-
ciliation is thought to be the most influential
service—accounting for 40 percent of the transi-
tion’s success. Caregiver support, say, accounts
for just 5 percent. Each component of the tran-
sition needs to be evaluated similarly until the
CBO can account for 100 percent of the care
transition’s success.

v What are the relative contributions
of each service component within the care
transition bundle to the $325 overall cost of
the service?

For example, suppose medication reconcilia-
tion is the least costly—contributing just 20 per-
cent to total cost. Suppose then that caregiver
support comprises 20 percent of the cost. Each
component of the transition needs to be costed
out until the CBO can account for 100 percent of
the total $325.

It should be clear from this hypothetical
example (see Table 1 on page 35) that medication
reconciliation is contributing to value at a level
disproportionate to its cost: its value-to-cost
ratio is 2.0 in this case—40 percent divided by 20
percent. In contrast, caregiver support is under-
performing, with a value-to-cost ratio of 0.25.
(There is rough balance between the value and
the cost for all other services.) The path to cost
reduction using these data is clear: money now



Table 1. Remedying Imbalance in Value-to-Cost Ratio

Relative .
CBO Service Contribution Rel§t|vg
Offering To Client Corg:rlobl.glon
Value To CBO Cost
Medication 40% 20%
Reconciliation
Caregiver Support 5% 20%
Other Services 55% 60%
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Summing Up the Outside-In
Approach

Payment and policy reform
have created many business
opportunities for CBOs to

2 partner with the medical sec-
tor. A crucial success factor
is developing the right busi-
ness mindset: an outside-in

Value to Cost

Ratio

0.25
0.92

spent on caregiver support should be reduced.
Some savings can be reallocated to medication
reconciliation. The net effect can be for the cost
to the CBO to fall below $300, and a higher inci-

‘A CBO must adopt the customer
perspective.

dence of readmissions averted for the hospital.
While this example is hypothetical, it illustrates
how price-based costing, which is very much
part of outside-in thinking, can bring out CBO
profitability.

The value analysis remedy is for less to be
spent on caregiver support and more on medica-
tion reconciliation.

approach to its thinking and
actions. This mindset is the
foundation for business acumen.

An outside-in CBO adopts the language of
its partners, identifies and addresses their prob-
lems, emphasizes benefits over features, ensures
its external image and identity match its evolv-
ing strategic intent, and prices its services based

on the value they create. V-4

Victor Tabbush, Ph.D., is professor emeritus at the
UCLA Anderson School of Management in Los
Angeles, specializing in healthcare economics,
healthcare leadership, and management capacity-
building. Since 2012, he has worked with The SCAN
Foundation to build the management and leadership
capacity of community-based organizations that
provide long-term services and supports to older
adults and disabled individuals.
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Strategies for Using Healthcare
Dollars to Support Social Services

By Laura M. Gottlieb and
Victor Tabbush

A detailed guide to the costs and payment
systems CBOs need to be aware of when
managing social health determinants.

ased on a growing recognition that health

outcomes are shaped outside the medical sec-
tor (Robert and House, 1996; Marmot et al., 1997;
Lantz et al., 1998), initiatives to manage high-
need, high-cost populations increasingly involve
partnerships between healthcare clinical entities,
like hospitals and physician groups, and commu-
nity-based social and mental health service orga-
nizations (CBO) (Miller, Nath, and Line, 2017).
Making the business case for these partnerships is
crucial (Bachrach et al., 2014; Rogan and Bradley,
2016), as is understanding the financial arrange-
ments governing the distribution of financial
returns and risks to each partner agency. For part-
nerships to be sustainable, they must be mutually
advantageous. This article describes a range of
payment mechanisms that can be used to divide
the financial returns and risks involved in the
integration of medical and social services.

Addressing Determinants of Health Reaps
Financial Benefits

A growing body of observational and experimen-
tal data suggests that financial savings are likely
to accrue from integrated care delivery (Krieger
et al., 2005; Teufel et al., 2009; Kangovi et al.,
2014). These financial benefits are related both to
the potential for added revenue and the potential
for averted medical utilization and its resulting
costs. Added revenue can come from programs
that incentivize comprehensive service integra-
tion. For instance, in the Centers for Medicare

& Medicaid Services’ chronic care management
program, additional payments are given to pro-
viders who offer services that include identify-
ing and addressing patients’ social and mental
health needs (Medicare Learning Network,
2016). Savings from averted costs are based on
examples where high-risk populations that are

=»ABSTRACT Despite mounting enthusiasm around addressing patients’ social and economic barriers
as a means of achieving the Triple Aim, little attention has been paid to the feasibility/sustainability of
partnerships between healthcare systems and community-based organizations (CBO) required to
address patients’ social and economic needs. To maximize the sustainability of related interventions,
there is a growing need to define payment systems that provide mutually advantageous solutions to
healthcare systems and CBOs. This article describes five payment mechanisms that differ in the division
of the financial returns and risks. | key words: healthcare-community-based organization partnerships,

social and economic needs, payment systems
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provided these kinds of wraparound services
show reduced duration and incidence of admis-
sions, readmissions, and emergency room visits
(Tabbush et al., 2016).

Predicted financial benefits, whether from
incentive programs or averted utilization and
costs, depend upon achieving expected outcomes
at costs lower than returns. This involves some
uncertainty about whether gains will exceed
costs; the uncertainty stems from the unpre-
dictability of both outcomes (performance risk)
and the actual costs of delivering the services
(cost risk). Underlying any partnership between
a CBO and a medical entity partner is an agree-
ment about whether and how to share these risks
across entities.

Expected Costs of Addressing Health
Determinants

A health payer or provider considering stronger
integration of social services typically begins by
assessing potential financial returns. The return
on investment (ROI) calculation requires that
incremental costs be compared with the pro-
jected benefits of providing the new services.

Cost
Services provided

Cases
Beneficiaries

. Services provided
Cases

Cost = Beneficiaries x

The cost risk associated with providing ser-
vices is driven by four factors: the number of
beneficiaries, number of cases per beneficiary,
number of services provided per case, and cost
per service, each of which is described below in
more detail.

Beneficiaries: This is the total number of
individuals in a high-need, high-cost popula-
tion that is eligible to receive the integrated
care. This eligibility decision, whether based on
a health risk assessment or prior utilization his-
tory, can be made jointly across partners, but
is more commonly made by the health partner.
The higher the total number of beneficiaries,
the greater the overall costs of the provision of
social services.

Cases per Beneficiary (also called case
prevalence rate): Not all eligible beneficiaries
will be recipients of social services. The case
prevalence rate is defined as the proportion of
all people eligible for social services who actu-
ally receive them. For example, not all benefi-
ciaries will require a hospital transition back to
the community, non-emergent transportation, or
home-delivered meals during a thirty-day post-
discharge window. The greater the case preva-
lence rate, the higher the total costs.

Financial uncertainty stems from the
unpredictability of outcomes and the
actual costs of delivering the services.

Services Provided per Case: This ratio is
defined as the service intensity of a case. Each
case involves a bundle of services of varying
intensity provided—dependent on clients’ spe-
cific needs. For example, each care transition
conducted by a CBO during a thirty-day post-
discharge window will differ in complexity and
required resources. Some cases may require
multiple at-home visits by a social worker; oth-
ers will require only one or two. Cases in which
there is more caregiver support may require less
service from the CBO. The more service-inten-
sive the case, the higher the total costs of care.

Cost per Service Provided: This ratio is the
average cost of a service unit. The service might be
arisk assessment, a ride to a physician for a follow
up appointment, a home-delivered meal, a visit to
a discharged patient by a health coach, or a day
spent in a respite shelter. The more expensive each
unit of service, the higher the aggregate costs.

Payment Systems Supporting Medical and
Social Services Partnerships

Below we describe five risk-sharing models
between CBOs and health care partners that
involve unique combinations of risks and returns
for each partner. Any selected payment system
should cover the costs of provided services. To

Volume 42-Number 1 | 37



GENERATIONS - Journal of the American Society on Aging

maximize sustainability, the contractual agree-
ment should be mutually advantageous to both
partners.

Cost reimbursement

In cost reimbursement arrangements, the CBO
charges the medical partner for each service pro-
vided. The payment is set retrospectively, mean-
ing the charges are billed after the service has
been delivered and only after the cost is known.
Usually the calculation involves accounting for
direct costs plus a percentage add-on to cover
indirect costs (overhead). This is a common reim-
bursement mechanism for CBOs providing ser-
vices under contracts with medical entities.

In this mechanism, there is no “cost risk” for
the CBO; any excess expense is insured against.
Cost overruns would be fully covered by the fees
billed to the health partner. The CBO has no
incentive to limit utilization nor to curb the per
service unit cost. There is also little upside for
the CBO because there is typically no profit mar-
gin built into the charges. This payment mecha-
nism is generally one that is optimal for neither
the CBO nor the medical partner because there
is no alignment of financial interests.

Fee-for-service
Unlike the cost reimbursement mechanism, fee-
for-service (FFS) is prospective, meaning costs
per service are established in advance of the ser-
vice being delivered. Service costs are set as part
of the terms of agreement governing the partner-
ship between the CBO and the healthcare entity.
Under FFS, the CBO receives the stipulated fee
from the medical partner for each unit of ser-
vice delivered. As examples, a CBO specializing
in home-delivered meals may charge a hospital
$10 per meal or a housing program might charge
$125 per patient-day in respite. FFS, like cost
reimbursement, is also a common payment sys-
tem for CBO-healthcare partnerships.

Under FFS, the CBO is at some cost risk
because the CBO’s service cost per unit could
turn out to be higher than was anticipated when
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the fee was established. Two factors could cause
the higher cost per unit: the direct (variable)
costs of services could be unexpectedly high;
and the volume of services demanded by the
healthcare partner could be lower than expected
so that the fixed (overhead) expenses are more
thinly spread over this smaller volume.

There is some upside potential for the CBO
receiving financial rewards under FFS. The CBO
has the incentive to set a fee not merely to just
cover its costs, but to a level high enough to enjoy
a positive margin between the fee and its costs.
The higher the fee asked of the partner, how-
ever, the lower the partner’s return on invest-
ment; healthcare partners may balk if the fees
are excessive. In this model, the CBO has some
incentive to limit its unit-service cost in order to
enjoy a positive profit margin.

Rate per case

A CBO and healthcare partner might agree to
a case rate payment. Here, the CBO provides a
stipulated set of social services to an individual
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or to a specific group of individuals for a speci-
fied time period, e.g., thirty or ninety days. For
example, if a CBO provides care transition
services for a patient being discharged from

an acute care facility, that patient’s transition
can be considered a case. The cases can vary in
complexity and involve a range of services (e.g.,
home-delivered meals, transportation, medica-
tion reconciliation) with different levels of ser-
vice intensity (more or less of each service). In
this model, the charge is negotiated for bundled
services in a case rate rather than for each ser-
vice unit.

Under a case-rate payment agreement, the
CBO assumes more cost risk than it faces under
FFS. The risk is that the case (in this example—
a transition) may require a more expensive mix
of services and-or higher service intensity than
anticipated. The costs of providing all the ser-
vices needed to the case mix might be much
higher than the case rate the CBO receives. (Note
that the cost risk can be mitigated in part if the
CBO limits the population it is prepared to serve,
e.g., excluding or charging more for patients that
are likely to require more services or more inten-
sive services.)

In a case-rate payment scheme, however, the
CBO is protected against excessive case preva-
lence because more cases do not increase the
per-case costs for the CBO; higher numbers of
cases instead provide added revenue to the CBO.
Financial benefits also can accrue if the CBO
succeeds in managing cases at a cost per case
that is less than the set case rate. Unlike in a
FFS system, the CBO has every incentive under
a case-based system to control service intensity.
And as with FFS, the CBO has an incentive to
control cost per service unit.

Capitation: fee for beneficiary

Under a capitation agreement, a per eligible ben-
eficiary, per month payment is provided to the
CBO, which is then obliged contractually to pro-
vide all needed and agreed upon services to cov-
ered beneficiaries, not just for defined cases or

services. Capitation is a much less common pay-
ment mechanism to compensate CBOs for two
reasons. First, it often requires the CBO to offer a
wide scope of services, either directly or through
community partners. Second, it requires a level
of actuarial sophistication that many CBOs do
not possess.

Under capitation agreements, CBOs are at
full cost risk for a designated population—all
the risk of spending for designated services are
shifted to the CBO. In addition to being at risk
for the cost per service and the service inten-
sity, the CBO is also at risk for the prevalence of
cases—meaning the proportion of the beneficia-
ries that become cases. For margins to be earned,
all costs must be managed carefully by the CBO.

‘Cases where there is more caregiver
support may require less service from
the CBO.

Because it shifts the cost risk to the CBO, this
payment agreement has a clear advantage to the
medical partner.

Gain-sharing
The four systems described above balance cost
risks differently between partners. In each,
payments to the CBO are independent of the
financial benefits generated by providing the
service. The implication is that only the medical
partner is affected by performance under all four
systems. None fosters better CBO performance,
though that outcome is largely under the control
of the agency providing the supportive services.

Gain-sharing is a value-based, alternative
payment system that evaluates financial out-
comes to the medical partner and distributes a
portion to the CBO. This helps to align interests
across partners in that both parties benefit when
both service costs are controlled and financial
outcomes improved.

Despite the promise of this system for incen-
tivizing CBOs to be accountable for results, gain-
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sharing poses two principal challenges. First,
the medical partner must be able to monitor
medical utilization and be willing to share the
results with the CBO partner. Second, payment
on the basis of performance puts the CBO at a
high level of risk because the targeted outcomes

Each payment scheme offers a
different risk and reward profile for
the two partners.

may not be achieved to the extent projected for
reasons having little to do with the effectiveness
of the CBO’s efforts. One solution to the CBO
facing excessive performance risk is to have its
payment be a hybrid: FFS augmented by a small
share of any financial gains.

Conclusion

Unavoidable uncertainty about future service
delivery costs and performance characterizes all
contracts between CBOs and their healthcare
partners. CBOs should be mindful of the range
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Leading—Not Managing—
Through a New World Order

By Edward O’Neil

Five frameworks help leaders to effectively make

major changes in their organizations, including
partnering with healthcare entities.

t takes leadership, not merely management,

to guide an organization through a rapidly
changing external world, and working effectively
through change is what distinguishes leading ver-
sus managing in an organization. When sector
and marketplace environments are stable, there
is general buy-in around the values and direction
of the organization, resources are adequate, and,
with no new competition, most organizations can
get by with competent and able managers. But in
a climate of continuous change, a clear future
direction is instead vague and not necessarily
shared by internal stakeholders, traditional
sources of support evaporate, and there are dis-
ruptive new entrants to the market. This is when
leadership is most needed.

Community-based organizations (CBO)
that are currently considering partnering with
healthcare entities to address social determi-
nants of health are actively responding to the
external world. It is not an overstatement to
point out that many organizations fail because
they try to manage—not lead—toward success
in this environment. What is most needed is
“change leadership.” Change leadership is a
large and involved topic, but there are a hand-

ful of frameworks—self-awareness, coherence
and alignment, first steps, and political savvy—
that every leader will need to work within to be
successful. These are explicated in the follow-
ing sections.

Frameworks for Success

First, leaders must be self-aware—especially
when it comes to their skill profile. What are

the leader’s strengths or weaknesses relevant to
the change process? Is there a vision that can be
communicated clearly? Are external trends well
understood and positioned against the organiza-
tion’s mission? Have key relationships been devel-
oped and maintained over time? Are decisions
being made in a well-informed, clear manner and
then communicated throughout the organiza-
tion? A good grasp of these and many other lead-
ership competencies is essential to success.

A second dimension of self-awareness in-
volves what a leader thinks of the change itself.
Perhaps this is a change that is being pushed
upon the organization by outside forces or per-
haps it is filtering down from higher-ups in a
large organization. A leader must be person-
ally committed to the change or unevenness will

=»ABSTRACT One way to approach change leadership is to frame some of the critical challenges to
insure that the leader keeps them in mind throughout the process. The frames discussed in this article
are self-awareness, coherence and alignment, actionable small steps, and political savvy. | key words:
change leadership, self-awareness, coherence and clarity, alignment, actionable steps, political savvy
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develop in how others perceive the leader’s com-
mitment to the change, and this will cause dis-
ruption in the process.

Finally, a leader must be aware that most
people are averse to change. This means she or
he must be a role model for embracing any neces-
sary change.

Coherence and alignment

More than anything else, working through
change means ensuring all enlisted stakeholders
fully understand the new world order and the
changes needed to function within it. Leaders
need to be coherent about the change.

Because most people are averse to
change, leaders must embrace the
necessary change.

Formulating clear and precise answers to
the following few core questions can support
coherence:

v What does our organization do that our
customers or clients value? (It is best when the
customers themselves have expressed this.)

v What in the external world is threatening
the way our organization conducts our business
or runs our services?

v What does our organization need to
change to get back to its core undertaking?

Once these responses are clear, information
can be piped out in many ways to drive change
by defining, inspiring, and aligning the work
of others.

Coherence defines, inspires, and aligns; it
helps to define what the future will hold. One
reason people do not move forward is because
they cannot conceive of life outside of the cur-
rent context. A coherent vision provides an
image of the context that is both descriptive and
metaphorical.

Coherence also motivates and inspires action.

Several elements need to be combined to move a
vision into reality. Future goals should be practi-
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cal and imaginable, not distant and far-fetched.
To be inspiring, the coherent vision must also
connect to the underlying culture and values of
those who must be moved to action.

Finally, coherence aligns the future work of
the organization with consistency. Coherence
drives consistency, which becomes a reference
point, informing future actions of individuals
and, perhaps more importantly, making the col-
lective action of teams and workgroups easier
and more effective, because a common direction,
purpose, and motivation have been established.

First steps and actions toward change

For leaders who do not know where to start, it
can be helpful to keep the bigger picture in mind,
while taking small first steps. The following are
five things to consider in taking first steps:

V Long-standing issues that can be directly
addressed and advance the change.

vV Easy wins that clearly support the change,
but do not cost a lot, even if they are not the
highest priority.

v Immediate opportunities afforded by a
shifting environment, even if they are not high
on the priority list.

V Threats, particularly from the outside,
which could derail the entire process.

vV Things of deep value to a partner or
potential partner.

Another good first step is to work with rela-
tionships: leaders should explore where people
are (and where they themselves are) with the
change, be empathic and listen, and not make
premature decisions or try to “fix” things. Try to
understand what common ground might exist.
Be willing to be surprised by people’s perspec-
tives. Try to enlist them to take a more active
role in the change process.

One step that leaders often miss is to identify
something that is already being done well that fits
with the new change agenda. An extant organiza-
tional process or procedure may need a little ret-
rofitting to be understood or seen in a new light,
but once done, point it out and declare victory.
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This step will also allow others to look for simi-
lar organizational adaptations they can make, and
thus be more comfortable with the change.

Once leaders have a good grasp on how they
feel about the change and embrace it, they need
to focus on how to align other stakeholders with
the change process.

People do not change because they are pre-
sented with facts. A crucial part of any human
change process involves emotions, relationships,
and values. An organization must consider all its
stakeholders and think through what is impor-
tant to each one. If no one knows what stake-
holders value, they should be asked. Guesswork
can derail change. Thus, a key question to ask is
“What do they (internal and external stakehold-
ers) value?”

The first thing to remember is that not every-
one has the same size stake in the change pro-
cess. For example, if two technology units in a

‘The ideal must be balanced with the
achievable in a way that keeps
engagement and spirits high.’

larger company are merging, it will undoubtedly
have an impact on everyone that uses the tech-
nology. But none of these users will be affected
as much as the two merging units. For others, it
might be a distraction or inconvenience, but for
those involved in merging, it is existential.

When leading a change process often there
is an impulse to explain the change so that oth-
ers can understand and value it in the same way.
While the motivation to do this is admirable and
communication is always helpful, it is essential
for the change agent to understand how others
see the disruption from their vantage point, not
that of the change agent.

It is better to ask questions and listen atten-
tively than rush to explanations. Developing
answers to these questions for key stakeholders
will move the program forward much faster than
trying to sell them on the change.

The following are six key questions to ask
stakeholders:

v What do you find most challenging about
the proposed change?

v What do you think is most important about
this change for those we serve?

v Where do you think the most difficult step
in implementation lies?

v What makes you the most anxious about
this change?

V' Are there parts of this change that you
find exciting?

v What do you think you will need to be
successful in this change process?

Any change in an organization can be threat-
ening for the people involved. They need time
and patience to come to their own understand-
ing about what the change means, how it will
affect them, and believe that they can survive
this process.

Every individual and group that leaders
work with will start in a different place, with
varying perceptions of the change, how it will
affect them, whether or not they want to be a
part of the future, and how much they want to
be involved. Because there cannot be an indi-
vidual change strategy for each person, it will
be helpful to group most people into categories;
this can give leaders important insight into the
work at hand.

Political savvy
Sustaining change over the long haul requires
political savvy. Most of us are not comfortable
in the overtly political realm, but to achieve
change, the ideal must be balanced with the
achievable in a way that keeps engagement and
spirits high, recognizes difficulties, and moves in
a positive direction. There are many ways to be
effective in this domain, but there are four that
seem most important: be savvy, engage, commu-
nicate, and keep your balance.

Being savvy as a change leader means being
adaptable, but in a way that keeps the big picture
in mind and adjusts to a constantly shifting set
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of circumstances. One of the great change theo-
rists, Machiavelli, suggested to the Prince that
it was important to advance multiple agendas
on various fronts because no one could antici-
pate the resistance that would emerge once the
change began. He also wanted his boss to have
a clear idea of priorities, but an even clearer idea
of how to trade and balance them as needed.

He welcomed as much information about the

‘There is no perfect plan, just perfect
adaptations.’

“other” as he could get. The more he knew about
them, the better able he was at knowing how to
advance his agenda and which agenda to push.
Finally, in spite of the modern day adjective
Machiavellian, which has come to mean, inac-
curately, to scheme in a purely political way,

the real Niccolo insisted that the Prince be pur-
poseful as only a Renaissance master could have
understood.

The Complexities of Change Leadership
Change leadership is complex and it is easy to let
small problems slip, either out of distraction or a
wish to let one thing slide. But to be successful,

it is important to fight this instinct. If problems
emerge, do not think they will fix themselves.
Identify them, gather the relevant team members
to assess the issue and explore solutions, decide
what to do, and move forward. Hesitating to deal
with problems as they emerge can kill a change
process. Change will mean having a number

of difficult conversations for a host of reasons.
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Do not shy away from these, but remember to
approach them with empathy and concern.
Change is hard for everyone. There can be a
tendency for people to scapegoat, blame, and attack
when the change becomes emotionally draining.
Do not create personality wars. Keep people
focused on the work and willing and able to let
honest mistakes go without drama. Finally, do not
be afraid to focus, adjust, and redirect as needed.
There is no perfect plan, just perfect adaptations.
When things are changing, it is essential to
communicate key messages often, through a
variety of media, and as consistently and trans-
parently as possible. Elegance is not the byword
in communication around change; rather, repeti-
tion is where effective leadership lies.
Maintaining balance involves the leader’s
personal relationships. First, be present. Phone
calls and email cannot take the place of face-
to-face interaction, so reducing travel time is
important, as is being visible within the organi-
zation’s environment. When meeting with any-
one involved in the change, a leader must focus
on them, listen and learn, be empathic, and be
as transparent as possible. Do not reveal all,
but rather err on the side of sharing. Transpar-
ency should include an authentic assessment of
the challenge ahead. Acknowledging it will be
difficult, but be positive, as that a positive tone
is what stakeholders need to hear—and will
remember. /’5’{’
Edward O'Neil, Ph.D., M.P.A., F.A.A.N., is the owner of
O'Neil & Associates, a management consulting and
leadership development firm focused on change and
renewal in the healthcare system, in Alameda, California.
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Marketing and Branding

By Andres Terech

A community-based organization, like any

other company, must learn how to compete
in a marketplace and manage its brand.

ommunity-based organizations (CBO), as well

as other institutions and companies, can suc-
ceed only if they have customers (i.e., patients,
users, clients, payers—including the healthcare
sector—or consumers) interested in purchasing
or contracting for CBOs’ products and services.
Acquiring and retaining customers, and growing
customer engagement, rests on marketing.

CBOs seeking to take advantage of the oppor-
tunities created by healthcare reform need an
effective marketing strategy. A marketing strat-
egy consists of three steps: understand the mar-
ket, choose a strategy, and execute it. The first two
steps are, to a large degree, abstract and intellec-
tual: they require analysis and discussion. Only
when an organization knows first why it wants
to compete in the marketplace, and second, how
it wants to compete in the marketplace is it pru-
dent to invest money in the execution.

Many organizations jump straight to invest-
ment and execution: they create services, build
brands, develop advertising campaigns, decide
on prices and promotions, and set partnerships
without a deep analysis of the market’s dynam-

ics. Sometimes this works, but generally by sub-
optimizing and misusing the organization’s two
critical and scarce resources: money and time.
Additionally, because regulations, competitors,
partners, and consumers’ needs change con-
stantly, the “how” and the “why” need to be con-
stantly reviewed and the marketing strategies
adjusted accordingly.

Understanding the Market

The first step in the process intends to answer
questions such as: What business does our orga-
nization want to be in? With whom would we
be competing? Can we add value? Is there an
opportunity?

This step involves the “5 Cs model,” which
consists of assessing consumers (including medi-
cal sector partners), company (CBO), competitors,
context, and collaborators. The analysis always
starts by identifying which consumers’ needs
and desires the company will attempt to satisfy.
A CBO might want to focus on medical partners’
desire to provide nutrition, caregiver support, or
transportation for high-need, high-risk individu-

=>ABSTRACT Without customers, there is no business. This article outlines a three-step marketing
strategy framework to help community-based organizations (CBO) understand the market in which
they compete, identify how to create value, build a unique brand positioning, and develop a service that
people want to use and to pay for. | key words: marketing strategy, segmentation, targeting, positioning,

marketing mix, branding
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als. Not having a clear purpose or trying to sat-
isfy all possible needs limits the CBO’s ability to
understand and serve its customers.

It is then crucial to consider what skills,
knowledge, or capabilities the company must
possess in order to satisfy those consumers’
desires. For instance, a CBO created with the
right social intentions and motivations but lack-
ing a competitive advantage relative to other
local institutions will find it very challenging to
thrive and sustain the business in the long term.
Thus, it is important to identify what other par-

A marketing strategy has three steps:
understand the market, choose a
strategy, and execute the strategy.

ties are competing with the company in trying
to satisfy the same consumer needs and desires,
and to learn about competitors’ strengths and
weaknesses (e.g., competitors’ brand awareness,
financial resources, prices, partners, staffing,
etc.). For example, using paratransit to and from
medical facilities might compete not only with
other CBOs, but also with a good public trans-
portation network and even a medical provider
of virtual visits.

The context (i.e., economic, technological,
sociocultural, regulatory, and physical environ-
ments) in which the company operates can limit
what is possible. Because most organizations do
not work in isolation, but instead partner with dif-
ferent collaborators (e.g., local governments), it is
also crucial to study whether or not collaborators
can help support the marketing to consumers.

Choosing a Strategy

Not all persons, partners, or consumers want the
exact same product or service, so a sound market-
ing strategy must segment all potential buyers
based on the differences in what they want, decide
which segments to target, and show how to posi-
tion the organization relative to the other compet-
itors or substitutes available in the market. This
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process is typically referred to by the acronym
STP (or, segmentation, targeting, positioning).

Segmentation

Segmentation consists of grouping consumers
based on the similarities and differences in their
preferences. In the CBO transportation service
example given above, some individuals may pre-
fer paratransit, others might like ride-sharing.
Some may need flexibility to allow a caregiver
to accompany them and others will use public
transit. These preferences may also be in con-
flict with the approach to providing transporta-
tion that the payer (i.e., the healthcare entity)

is able or willing to pay for. If only one type of
transportation service were to exist, some needs
and preferences would go unfulfilled. Not un-
derstanding the different parties’ wants and
treat-ing them all equally will lead to an unpro-
ductive use of marketing resources and, often,
to failure.

Effective segmentation maximizes the intra-
group similarities and, at the same time, maxi-
mizes the differences between groups. It is for
this reason that demographic characteristics
are typically used as a segmentation criterion
(e.g., you are either young or old, or an enrollee
in a Medicare Advantage [MA] or Special Needs
Plan [SNP]). Yet demographic characteristics
are seldom the best criterion by which to assess
business potential; a person might have differ-
ent preferences for transportation services, but
not merely because he or she is tall or short,
rich or poor, or a purchaser of services (MA or
SNP). Though more difficult to do, segmenting
based on hard-to-measure criteria, such as ben-
efits sought, lifestyle, or loyalty, generally leads
to groups of individuals who share similar pref-
erences and responsiveness toward a marketing
strategy. This, in turn, leads to a more effective
and efficient use of marketing resources.

An important consequence of segmenting the
market is the realization that not all segments
are a good fit for the organization. Some will
be too difficult to attract, others might not have



enough loyalty, while others may want things
the organization cannot offer.

Targeting
Choosing which segments to target requires that
organizations have a deep understanding of their
capabilities and cost structures. Basic economic
analyses such as cost-to-serve, margins, break-
even, and customer lifetime value are critical.
It also is important to understand the degree to
which the segments fit with the organization’s
goals and mission. It is possible, for example,
that a particular segment is not economically
attractive, but it is necessary for building a brand
image or to learn a skill needed to serve other
more lucrative segments. A case in point would
be CBOs that serve pro bono patients for specific
reasons other than economic attractiveness.
When deciding which segments to target,
organizations also should consider a segment’s
competitive intensity. Some segments are under-
served, making it easier to acquire customers. In
others, competitors might be willing to defend
their market shares, even at a loss.

Positioning
Once a target segment has been selected, the
fundamental question is how to position the
organization’s offering in a way that, relative
to other competitors, buyers perceive it as
unique and valuable. Individuals and families
make choices based on their perceptions of the
intrinsic value of a product or service, while
healthcare entities might be concerned with the
organization’s ability to reduce medical costs.
As the saying goes, “In marketing, perception is
reality.” Therefore, it is essential that an organi-
zation understands and measures how purchas-
ers perceive the value it brings to the market.
Again referring back to the transportation
service example, if the selected target segment
comprises mainly individuals in need of para-
transit, they may have cognitive or functional
limitations that require additional support and a
door-to-door service. Thus, an illustrative posi-
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tioning statement may be “For those people who
need extra assistance and prompts in their door-
to-door transportation service, our organiza-
tion is the only paratransit company that trains
drivers to help all kind of patients in need. Over
the past 20 years, we have worked with doc-
tors, nurses and psychologists to developing a
proprietary training program.” This position-
ing specifically identifies the target segment, the
competitor set, what makes this particular CBO
unique, and why the target segment will believe
in their claim.

‘A sound marketing strategy must
segment all potential buyers.

Clear and unique positioning reduces cus-
tomer acquisition costs and aligns the organiza-
tion actions and investments. Good positioning
can also refine the market potential by pushing
away those customers who do not value the ben-
efits offered, and who might become too expen-
sive to serve.

The intended positioning is developed in the
organization’s boardroom; but the actual posi-
tioning resides in consumers’ minds. Execut-
ing the marketing strategy links the two. Many
times, after a correct analysis of the 5 Cs and
SPT, organizations fail to execute. A famous
example of this is the 1985 launch of the New
Coke (Keller, 1998).

Executing the Strategy
The last step focuses on transforming ideas into
reality, and considers the following practical
questions:

vV What characteristics should the service have?

v How should the organization deliver the
service?

vV What should the organization’s partners do?

v How much should the organization charge
and who should pay for it?

vV How should the organization raise aware-
ness about its service?

A central part of execution is deciding what
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specific attributes (tangible and intangible) the
product or service will have in order to deliver
the expected benefits. For instance, will the
driver have an app to connect with riders, will
the van be wheelchair-friendly, will it pick up at
set times or on demand, will it wait at the doc-
tor’s office or will a return pickup time need to
be scheduled?

Next, the organization must decide what
type of promotion or communication campaigns
it will conduct to create awareness of its exis-
tence and highlight unique and valued bene-
fits and, of course, also to generate referrals. In
many cases, an organization needs to co-locate
staff to new areas or places to reach the target
group. Other important decisions are what price
to charge for the service, who will pay for it, and
if any financing will be offered.

These four decisions (product, promotion,
place, and price) are known as the marketing
mix, or the 4 Ps (McCarthy, 1960). When it
comes to services, a fifth “P” generally is added

‘One of the most important intangible
attributes of every product and
service is the brand.

to the marketing mix elements: people. Services,
as opposed to products, are produced, delivered,
and consumed in the same moment and, in that
event, the performance, attitude, and knowledge
of the service delivery team significantly influ-
ence the satisfaction of those who are receiving
the service.

One of the most important intangible attri-
butes of every product and service is the brand.
Abrand could be defined as a “name, term,
design, symbol, or any other feature that identi-
fies one seller’s good or service as distinct from
those of other sellers” (American Marketing
Association, 2014). In practical terms, a brand
is the carrier of the promise an organization
makes to its users, partners, and buyers to con-
sistently deliver a specific set of features and
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benefits. Because of its abstract nature, a brand
is built through developing associations, by con-
necting or linking the organization’s name or
logo with images and meanings residing in a
consumers’ mind. These associations are rein-
forced or weakened by the rest of the marketing
mix and change over time.

One of the biggest challenges in building and
managing a brand is that brand associations and
image are built not only by the organization, but
also are created by purchasers of the services (as
well as by people who do not use the services)
through word of mouth and social media posts.
The brand image and meaning also are affected
by competitors’ communication actions; pop
culture reflected in movies, TV shows, or books;
influential people, such as experts; specialized
online and printed publications; and by mem-
bers of the service delivery team. Brand percep-
tions need to be monitored continuously and
managed actively.

Conclusion

CBOs are no different from any company or
organization, whether they are for-profit or not-
for-profit: CBOs also need to acquire and retain
customers. They must take a systematic approach



to developing a marketing strategy and to shaping
their brand identity. The crucial consideration in
crafting a marketing strategy is to identify buyers’
preferences and needs and what features drive
value for buyers.

In most instances, a CBO will have dual cus-
tomers—the person receiving the service and the
entity that funds the purchase of those services.
Each customer segment will adopt its own per-
spective about how it values the service being
offered. The STP framework will help CBOs to
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Monitoring and Evaluation:
Key Steps for Long-Term Services
and Supports Organizations

By Julie Solomon

A step-by-step plan outlines how to conduct

monitoring and evaluation to demonstrate
community reach and positive outcomes.

he Patient Protection and Affordable Care

Act (ACA) aimed to change healthcare deliv-
ery and long-term services and supports (LTSS)
systems for older adults, with the ultimate goal
of providing the right services, at the right time,
for each older American (The SCAN Foundation,
2015). These changes in the healthcare land-
scape, along with an increased understanding
of the effects of social determinants on health,
have opened opportunities for healthcare entities
and community-based organizations (CBO) to
become partners in care and support. CBOs’ suc-
cess in entering into and maintaining such part-
nerships depends partially on their ability to
demonstrate reach in the community, better
patient experience of care, improved health out-
comes, and lower costs to the healthcare system
(Shier et al., 2013; Miller, Nath, and Line, 2017).
This need to show outcomes makes monitoring

and evaluation (M&E) an essential practice
for CBOs.

This article provides an overview of the M&E
process, to help CBOs plan systematically for
M&E so they can collect and use data to improve
programming and communicate value and les-
sons learned to current and potential partners
and other stakeholders.

What Is M&E?

M&E can include a wide range of activities, such
as documenting how many older adults receive a
service, how satisfied they are with that service,
and the impacts on their health and well-being
as a result of the service. Evaluation is a broad
term that can be defined as the systematic col-
lection, analysis, and interpretation of data (or
information) to inform judgments about whether
a program or service has met its objectives, sup-

=>ABSTRACT Recent changes in healthcare and long-term services and supports systems have created
opportunities for community-based organizations (CBO) to partner with healthcare entities to serve
older adults. With such opportunities comes the need for CBOs to conduct monitoring and evaluation
(M&E) to demonstrate community reach and positive patient and system outcomes. Developing an M&E
plan, executing agreements, developing data collection tools, collecting data, analyzing and interpreting
it, and communicating and using findings are key M&E steps that can improve programming and com-
municate value and lessons learned to all stakeholders. | key words: monitoring and evaluation, M&E,

community reach, improved outcomes
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port program or service improvements, and-or
inform decisions about future programs or ser-
vices (Patton, 1997).

Sometimes the term “monitoring” refers to a
continuous process of obtaining, analyzing, and
interpreting data regarding program or service
implementation and progress toward objectives,
while “evaluation” designates a periodic, for-
mal assessment of monitoring and other data, in
order to make summative judgments about pro-
gram achievements (Markiewicz and Patrick,
2016). Regardless of whether or how one distin-
guishes the “M” from the “E” in M&E, it is criti-
cally important to plan for M&E in conjunction
with program or service planning; this drives
implementation of the systems and practices
necessary to collect, analyze, and interpret the
right data, at the right time.

It is critical to plan for M&E in
conjunction with program or
service planning.

The M&E Process

The M&E steps outlined below can help organi-
zations to systematically plan for and implement
M&E. Although the steps are presented in a lin-
ear order, in practice they may be iterative. For
example, if a CBO finds itself unable to execute
the agreements needed to obtain a dataset from
another agency in Step 2, it may be necessary to
revise the M&E plan developed in Step 1.

Step 1: Develop an M&E plan

The M&E plan succinctly lays out the what, how,
when, who, and why in the M&E process. Com-
monly, the plan addresses both process evalua-
tion and outcome evaluation. In the LTSS sector,
process evaluation tends to focus on the number
of service units delivered and the number of pa-
tients or clients reached. Outcome evaluation
frequently documents changes in patient or
client knowledge, skills, behaviors, health, and
well-being; use of healthcare services, such as
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emergency department or in-patient hospital
services; and cost-savings to healthcare payers
or providers. In the medical field, assessment of
satisfaction with care is generally considered an
outcome evaluation, while in the social services
sector, assessment of program or service satis-
faction often is considered a process evaluation.
Seven key elements that should be defined in the
M&E plan are described briefly below; a sample
M&E plan template, with examples, is provided
in Table 1 (see page 52).

Program or service objectives are the spe-
cific, measurable, achievable, realistic, and time-
delineated (SMART) process and outcomes
objectives to be measured through M&E.

Indicators are specific, measurable char-
acteristics of people, services, organizations,
or systems that permit assessment of progress
toward process and outcome objectives. To mea-
sure changes in outcomes, indicators are mea-
sured at different times, such as at baseline (i.e.,
just prior to implementation of or exposure to
the intervention) and at one or more follow-up
points after intervention, and then compared.

Data sources may be primary or secondary.
Primary data are collected specifically for M&E
purposes, while secondary data are collected by
one’s own organization or another organization
for other purposes (see examples in Table 2,
on page 53). Public use data are secondary data
collected by third parties with the intent that
other organizations will use the data. In select-
ing data sources, it is necessary to consider
the data’s accessibility, quality, timeliness, and
completeness.

M&E designs commonly used in evaluation
of LTSS programming include pre-test/post-
test and time series. A pre-test/post-test design
assesses key indicators at baseline and one or
more time points after program implementation
or exposure. A time series design assesses indi-
cators at multiple time points before and after
implementation or exposure. M&E may include
data collection with, or about, those who receive
the LTSS intervention (i.e., the intervention or
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Table 1. M&E Planning Table Template, with Examples

a. (SMART) Objective

b. Indicator(s)

c. Data Source(s)

d. Design / Data

e. Data Collection

f. Responsible

in self-care, home
safety, and medication
management to 400
Medicare beneficiaries
being discharged from
the hospital

coaching sessions

Number of Medi-
care beneficiaries
who receive 4

coaching sessions

participant's ses-
sion dates

Collection Timing Parties for Data
Methods Collection &
Analysis
Process Evaluation
EXAMPLE: In 2018, Number of Medi- | Program log Staff member Every time a Coaching staff
provide 4 in-home care beneficiaries completes log coaching session | collect data
coaching sessions who receive any indicating each is provided

Data Analyst
conducts analyses

Outcome Evaluation

EXAMPLE: Decrease
of 20% in 30-day
hospital re-admissions
by end of 2018, for the
400 in the program

Rate of 30-day
hospital
readmissions

Health plan claims
database

Design: Pre-/post
with a comparison
group

Methods: Health
plan provides

a data file with
patients meet-
ing agreed upon

Baseline rate:
2017 data; follow-
up rate: 2018 data

Data files to be
obtained on a
quarterly basis
with a 1-quarter
lag period

Program Director
negotiates
arrangements

to obtain database
files

Data Analyst
conducts analyses

criteria

Source: Solomon Consulting, 2017.

treatment group), or both the intervention par-
ticipants and a well-matched comparison group
that receives either no intervention, the exist-
ing standard of care, or an alternate interven-
tion. Comparison groups may be formed through
randomly assigning individuals to intervention
or comparison conditions; partnering with other
organizations to identify similar program or ser-
vice populations; or using secondary data sets
with existing records to identify similar health
plan or community members.

Many data collection methods commonly
employed to monitor and evaluate LTSS pro-
grams and services are quantitative, such as
those that include multiple-choice items in sur-
veys and secondary analyses of administrative
or financial databases. However, keep in mind
that qualitative methods, such as semi-struc-
tured interviews and focus groups, and includ-
ing open-ended survey items, can provide key
insights into why and how interventions achieve,
or fail to achieve, their objectives.

Data collection timing includes when to ini-
tiate data collection and the frequency of data
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collection. In determining this, factors to con-
sider are the timing of clients’ participation in
the program or service undergoing M&E; the
expected time lapse for measurable change to
occur; the time needed for data held by partners

‘Once an M&E plan is complete, it
is important to budget for M&E
activities.’

or third parties to be made available; and report-
ing deadlines with funders or partners.

Responsible parties for key data collection
and analysis tasks should be identified in the
M&E plan. This helps to ensure that appropriate
resources are available for M&E efforts.

Once an M&E plan is complete, it is impor-
tant to budget for M&E activities. Costs to con-
sider include human resources; hardware and
software; information systems needed for data
collection, analysis, and reporting; any incen-
tives for clients and comparison group members
to provide data via surveys, interviews, or focus
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groups; and any fees for obtaining secondary that M&E activities can be carried out legally.
datasets for analysis. Common types of agreements include contracts,
memoranda of agreement, data use agreements,
Step 2: Execute agreements and HIPAA business associate agreements. If the
In Step 1, CBOs often determine that partner or- evaluation activities can be considered research
ganizations, third-party organizations, and-or with human subjects as per federal definitions,
consultants will have a role in the M&E process. then evaluation plans also may need to be re-

Executing agreements with these parties is essen-  viewed by an Institutional Review Board (IRB;
tial to define roles and responsibilities and to see see g00.gl/QedSyB for further details).

Table 2. Examples of M&E Data Sources for LTSS Organizations

Data Source Examples of Information Provided

Primary Sources

Client/patient satisfaction survey » Satisfaction with care or services

* Recommendations for improvement

Client/patient behavioral survey * Knowledge, attitudes, intentions, skills, and behaviors

Observational checklist (completed by staff) » Client's skills at engaging in tasks (e.g., self-care)

= Safety of the home environment

Focus groups or interviews * Satisfaction with care or services
* Recommendations for improvement

* Knowledge, attitudes, intentions, skills, and behaviors

Private Secondary Sources

Administrative or financial databases * Client/patient demographic information
* Services provided

* Cost of services

Electronic health records * Medical history
* Diagnoses

* Treatment plans

Public Use Secondary Sources

Health Resources and Services Administration (HRSA) * Atthe national, state, and county levels:
Area Health Resource Files . e
« H tal utilizat
(200.2l/PmfNe7) ospital utilization
* Hospital expenditures
Centers for Medicare & Medicaid Services Geographic = Atthe state level, hospital referral region level, and
Variation Public Use File county level, for the Medicare fee-for-service popula-
(goo.gl/TEKRCB) tion:
= Demographics
* Spending
= Utilization
* Quality indicators
U.S. Census (goo.gl/aW7whS) National, state, county, and local demographics

Source: Solomon Consulting, 2017.
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Step 3: Develop data collection tools and

train staff

When the M&E plan includes collection of
primary data, the most efficient and useful
approach often is to adopt validated tools that
have been shown in other M&E projects or
research studies to yield high-quality data.
However, such tools may not be publicly avail-
able, may not address the right objectives or
indicators, or may not be appropriately tailored
to the populations that will be engaging with
them. In these situations, existing tools will
need to be adapted or, in some cases, new ones
developed from scratch. When adapting instru-
ments for use with clients, consider cultural and
linguistic background and literacy level. Pilot-
testing draft instruments can provide key infor-
mation about issues that should be dealt with
before the instruments are fully deployed.

If staff will be conducting surveys, inter-
views, or focus groups with clients, administra-
tion protocols should be written down, and staff
should be trained in their use. This can help to
promote data quality and completeness, as well
as support protection of clients’ or patients’ pri-
vacy and confidentiality during the data collec-
tion process.

Step 4: Implement and monitor data collection
Once data collection is underway, it is crucial

to monitor the process and ask: Are we obtain-
ing the expected data? If not, why, and how

can we address challenges? Can data collection
procedures be further streamlined without com-
promising data quality and completeness? Proac-
tively responding to data collection issues helps
to produce high-quality data and confidence in
M&E findings.

Step 5: Manage, analyze, and interpret the data
Once collected, the data need to be managed, ana-
lyzed, and interpreted. Data management involves
data storage, organization, cleaning, and protec-
tion. A team, which might include a program man-
ager, data analyst, and information technology
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specialist, should determine the best data manage-
ment procedures for a particular M&E effort.

In M&E of LTSS programming, data anal-
ysis and interpretation commonly focus on
whether changes over time, or differences
between intervention and comparison groups,
were likely due to chance, or to the LTSS inter-
vention and-or other factors. Analysis and
interpretation should also aim to identify the
reasons for negative findings, such as incom-
plete service delivery or a challenge with data
collection. While analysts who specialize in
specific methods and types of data generally
conduct data analysis, a broader team that may
include service staff, partner agency represen-
tatives, and members of the beneficiary popula-

Having an M&E communications and
use plan can help with dissemination
and use of findings.

tion should interpret findings. Interpreting the
data appropriately may require a wide variety of
information and experience.

Step 6: Communicate and use the findings
Investing resources in M&E is only worth it
when findings are used to improve services;
demonstrate value to stakeholders (e.g., program
staff, boards of directors, partner organizations,
funders, program beneficiaries, and commu-
nity members); and, where appropriate, inform
policy and practice in the broader field. Having
an M&E communications and use plan can help
with findings dissemination and use. This plan
should summarize the purposes for sharing find-
ings; the target audiences; what is to be shared,
and how and when it will be shared; and the
resources needed to carry out the intended com-
munications. A sample communications and use
plan template, with an example, is provided in
Table 3 (see page 55).

We know that the content and format of com-
munications about findings should be tailored
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Table 3. M&E Communications and Use Plan Template, with Example

3. Information
to be shared

1. Objective for
communication/

2. Audience(s)

use of findings

4. Formats/Media 5. Timing 6. Responsible

Parties

EXAMPLE:
Demonstrate to
our new payer
partner that our
services provide
the value that we
have promised

Team of 3-5
representatives
of healthcare
payer partner
organization

Description of ser-
vices provided

Number of payer's
patients served

Hospital readmis-
sion rates: pre and
post, among payer’s
clients and a com-
parison group

Factsheet (on February Communications
website and sent via | 2019 for Director: Oversees
email) factsheet materials

. posting development
Ppt. presentation to e

Data Analyst:
Provides data content

payer stakeholder

group presentation

Director of
Development:
Reviews materials
and coordinates
meeting with payer

Source: Solomon Consulting, 2017.

to specific audiences. But research has shown
that certain common elements can make reports,
slide sets, fact sheets, and other data presenta-
tions more effective, regardless of the audience.
Evergreen (2014) and Evergreen and Emery
(2014) provide information on graphics, colors,
and arrangements that can maximize the impact
of data presentations and promote data use.

Getting the Most Out of M&E

It can be challenging to carry out all of these
M&E steps, particularly in an environment in
which resources for service delivery are already
limited. Tt is essential to remember that M&E
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Building a Strong Nonprofit Board
Goes Beyond Best Practices

By Gayle Northrop

Board evolution involves changing how

board members think, act, and interact with

one another.

s president of Northrop Nonprofit Consult-

ing, I have worked with nonprofits and non-
governmental organizations around the world
on strategy, organization development, gover-
nance, and change management. From my expe-
rience, I have learned that despite significant
differences in the context and communities in
which nonprofit boards work, the fundamentals
of building a strong board are the same across all
types of nonprofits. I hope that the information
in this article will resonate with and prove valu-
able to readers striving to build partnerships
between community-based organizations (CBO)
and healthcare entities.

Board Stages of Development

“Boards are not—and should not—be static. To
be effective, they must change and evolve as
their organizations change and grow” (Board-
Source, 2017a). This is as much the case in the
healthcare space as any other segment of the
nonprofit sector, and I have certainly found it
to be true in my twenty years of working with
nonprofit boards. On the other hand, best prac-
tices in governance—a set of structures and

activities that boards should consistently imple-
ment—does connote something static, or rigid.
Can the same set of best practices be applied to
boards at different stages in their development?
I would argue that not only can they be applied,
but also that nonprofit leaders can use many of
these practices to help move their organization
through the development stages.

BoardSource, the leading organization in the
United States focused on strengthening and sup-
porting nonprofit board leadership, describes the
following stages in a nonprofit board’s develop-
ment or lifecycle: Organizing/Founding; Govern-
ing; and Institutional (BoardSource, 2017a). In
each stage, boards tend to have common charac-
teristics, and experience similar challenges and
strains, regardless of the type of organization
or scope of its operations. Understanding these
stages and the common passages or transitions
between them can give nonprofit leaders perspec-
tive about where their board is in relation to other
boards and stages, provide relief in knowing
they’re not alone in what they are experiencing
and, in some cases, motivate urgency to accelerate
their organization’s transition to the next stage.

=»ABSTRACT The fundamentals of building a strong board of directors are relevant across the nonprofit
sector, and most boards gothrough three stages: Organizing/Founding; Governing; and Institutional,
which do not necessarily correlate with the amount of time since the board's founding. Boards need a
governance committee and an established assessment process, as well as a plan for cultivating diver-
sity. | key words: board governance, board growth, board development, board diversity, best practices
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Recently, I led a governance training in
which participants spent time exploring both of
these ideas—best practices and stages of devel-
opment—and determined that the board in
question is a Founding Board, in the process of
transitioning to a Governing Board. In learning
about the stages, the group said they took great
comfort in knowing that what they were expe-
riencing is typical, and even greater comfort in
learning best practices that would ease them into
the next phase.

It is important to note that the stages of non-
profit board development do not necessarily
correlate with the length of time since an organi-
zation’s founding; I have worked with Organiz-
ing/Founding Boards that have been serving the
community for more than thirty years, and with
Governing Boards that are within a few years
of starting up. While organizations may func-
tion effectively and for extended periods of time
in one phase, the fact that boards should not be
static remains true: boards must grow and evolve
to meet the changing needs of an organization
and clients it serves.

Best Practices for Board Growth and
Development

Which best practices can help a board grow
and move from one stage to another? Perform-
ing an intentional strategic planning process
and then using the new strategic plan are key.
When an organization’s mission, strategy, and
priorities are clear, the makeup of the board

to support that strategy also becomes clear.

A strategic plan ensures that changes to the
board (particularly board composition) are not
only aligned with an organization’s mission and
goals, but also allows making those changes to
be less personal.

One of the most valuable practices for evolv-
ing and building a board is to have a designated
Governance or Board Development Committee.
The most obvious reason is that this committee
has the following fundamental responsibilities
that pertain to good governance:

Fundamentals of Community-Based Managed Care: A Field Guide

v Helps create and clarify board roles and
responsibilities;

Vv Pays attention to board composition;

V Facilitates board orientation (also known
as on-boarding), education, and exit;

v Encourages board development and
supports board engagement;

‘Boards must grow and evolve to
meet the changing needs of the
organization and clients they serve.

V Assesses and addresses individual and
collective board effectiveness; and

V Ensures strong board leadership and
succession.

Sometimes boards can perform these func-
tions without a Governance Committee, for
example through an Executive Committee. I
have found, however, that all too often these
functions get lost in the hierarchy and prioritiza-
tion of more pressing issues and thus tend to be
neglected. A Governance Committee gives the
board and executive management a forum and
a vehicle for dealing with questions about tough
board issues, such as the following:

v Should we institute term limits?

v How can we be more responsible and
accountable for our own effectiveness, meetings,
and functioning?

V Is it time to encourage our board chair of
many years (or any other board member) to
move on?

v How can we stop discussing and instead
begin bringing on more diverse, more fund-
raising-focused, more [fill-in-the-blank] board
members?

A Governance Committee can be hugely
helpful in addressing these and other issues that
relate to board functioning and effectiveness.

Other Drivers for Board Change

Another key lever for driving board change is a
formalized board assessment process. Accord-
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ing to BoardSource’s most recent “Leading
with Intent” article, only a slight majority (51
percent) of organizations report using a formal
evaluation instrument to assess their board
effectiveness, despite it being a best practice
(BoardSource 2017b).

Some boards conduct self-assessments that
ask members how they feel the board is doing—
what is going well and what they think needs
to be improved in terms of board effectiveness.
This is the S-W of a SWOT analysis—the assess-
ment of an organization’s internal environment,
its Strengths (S) and Weaknesses (W), cou-
pled with an analysis of the external environ-
ment, the Opportunities (O), and the Threats
(T) the organization faces. That kind of assess-
ment gathers board members’ impressions and
perceptions of board effectiveness, rather than
evaluating the board against what the board
should look like or be doing—i.e., against gover-
nance best practices.

Of the many best practices commonly dis-
cussed in governance articles, websites, books,
and blogs, knowing the roles and responsibilities
of board members is probably the most important
information for nonprofit leaders. At any stage in
its development, there are ten basic responsibili-

ties of a nonprofit board (Ingram, 2015), as follows:

Determine mission and purpose. It is the
board’s responsibility to create and review a
statement of mission and purpose that articu-
lates the organization’s goals, means, and pri-
mary constituents served.

Select the chief executive. Boards must
reach consensus on the chief executive’s respon-
sibilities and undertake a careful search to find
the most qualified individual for the position.

Support and evaluate the chief executive.
The board should ensure that the chief executive
has the moral and professional support he or she
needs to further the goals of the organization.

Ensure effective planning. Boards must
actively participate in an overall planning pro-
cess and assist in implementing and monitoring
the plan’s goals.
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Monitor and strengthen programs
and services. The board’s responsibility is to
determine which programs are consistent with
the organization’s mission and monitor their
effectiveness.

Ensure adequate financial resources.

One of the board’s foremost responsibilities is to
secure adequate resources for the organization
to fulfill its mission.

Protect assets and provide proper finan-
cial oversight. The board must assist in devel-
oping the annual budget and ensuring that
proper financial controls are in place.

Build a competent board. All boards have a
responsibility to articulate prerequisites for can-
didates, orient new members, and periodically
and comprehensively evaluate their own per-
formance.

Ensure legal and ethical integrity. The
board ultimately is responsible for adherence to
legal standards and ethical norms.

Enhance the organization’s public stand-
ing. The board should clearly articulate the
organization’s mission, accomplishments, and
goals to the public and garner support from
the community.

How well do boards fulfill these responsi-
bilities? Most boards are pretty effective when
it comes to legal and fiduciary oversight, often
because nonprofit boards recruit people from the
private sector who have expertise in these areas,
and the skills are highly transferable. Organiza-
tion and management oversight tends to be more
of a mixed bag. Boards generally perform well
when it comes to strategy and program man-
agement oversight, but not as well in monitor-
ing program strength or holding management
accountable for impact assessment. And, from
my experience, boards tend to perform poorly
the important job of regularly evaluating the
organization’s executive director.

My toughest critique, though, involves the
fundraising side. In my years of doing this work,
T do not think T have met an executive director
who does not want more fundraising efforts from
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his or her board, nor have I encountered a board
that feels it is maximizing its fundraising poten-
tial. The “Leading with Intent” survey data back
up my impressions, including my observation
that boards continue to struggle with the fund-
raising role. The article also notes a critical, per-
sistent gap in nonprofit boards: board diversity.
The latest survey reveals that not only are boards
still struggling with the issue, but also the prob-
lem is getting worse (BoardSource, 2017b).

How to Cultivate Board Diversity

How then can boards use best practices to
address the persistent issue of lack of diversity
and other issues of board evolution? Establishing
board member terms can help. Terms are sim-
ply a length of service, or minimum number of
years that the member commits to board service.
Terms usually range between two and six years;
three-year terms are the most common.

If implemented properly, terms force a board
(usually via its Governance Committee members)
to have regular conversations with each board
member about his or her board performance,
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engagement with the organization, and interest
in continuing to serve. For members who have
been missing meetings, not contributing finan-
cially (if that is a requirement), or not fulfilling
their role in other ways, the end of a member’s
term is the ideal time to have what I call a

A key lever for driving board change
is a formalized board assessment
process.

“grown-up conversation.” While sometimes
uncomfortable, these conversations should lead
to the person either leaving the board or step-
ping up their level of engagement.

Term limits can be a more conflicting, com-
plex issue. Term limits limit how many consec-
utive terms a board member can serve (usually
two), and they are a best practice. Term limits
help prevent the accumulation of power in one
individual over the rest of the board; they help
the board keep up with and adapt to changing
times; they force change, often helping to bring
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new talent, skills, and perspectives to the board;
and they help prevent burnout by eventually
moving everyone off the board. In the earliest
possible stage of development, term limits
should be instituted and codified in a non-
profit’s bylaws.

However, when an organization’s execu-
tive director or board member tells me that their
board needs to institute term limits—because
they want to remove a member who is not con-
tributing, has been around too long, is not help-
ful, or worse yet, is toxic—they hate hearing that
term limits probably will not solve their problem,

Not only are boards still struggling
with diversity, but the problem is
getting worse.

at least quickly. The challenge lies in the fact that
the board that is trying to evolve, in this case by
instituting term limits, is the same body that has
to discuss, debate, and ultimately approve the
term limits. Too often these conversations drag
on, or become contentious or personal, and even-
tually those leading the change effort lose the
will to fight. Instead of focusing on term limits,
T encourage boards to use board terms and the
“grown-up conversation” strategy to nudge stag-
nant members off the board. Once the board has
done this and been able to transition and evolve a
bit, it is easy to implement term limits.

The more time I spend in the nonprofit sec-
tor and the more organizations I work with, the
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more I see that not only do best practices apply
in all stages of an organization’s development,
but they also apply across types of organiza-
tions (e.g., direct service, advocacy, member-
ship) and fields (e.g., human service, education,
social justice, health). T also have seen that
beyond best practices, board evolution is about
leading change—changing the way people think
about things, do things, and interact with one
another—and this is the tough part. But if a non-
profit board can consistently reflect on its pur-
pose and evolve, it will be well on its way to
building board strength.

Conclusion

Nonprofit boards move through different stages
of development and must evolve and grow as
their organizations grow. Governance best
practices should be implemented by boards at
every stage of development and are a key lever

to help nonprofit boards transition to the next
phase. Being clear on roles and responsibilities,
establishing a governance committee, instituting
terms and term limits, and using a formal board
assessment process will strengthen both the
board and the organization to ensure quality ser-
vice delivery and mission fulfillment. %"
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Understanding Costs: How CBOs
Can Build Business Acumen for

Future Partnerships

By Victor Tabbush

Comprehending the meaning and financial
implications of numerous economic principles
will serve CBOs well in new partnerships.

ommunity-based organizations (CBO) must

possess business acumen if they are to engage
in mutually beneficial commercial partnerships
with medical-sector entities such as health plans,
Accountable Care Organizations, and hospitals.
Business acumen means keenness and quickness
in understanding and dealing with a business sit-
uation to achieve a favorable financial outcome.
CBOs face business situations and decisions that
almost always involve cost considerations. Know-
ing what costs are relevant to a business decision,
how to assess these costs, and how they might
change or be shaped, are fundamental consider-
ations for making wise choices. This article will
attempt to convey this knowledge.

Costs for Financial Reporting Versus

Costs for Decisions

We need to think differently about costs than in
the way they are typically compiled for reporting

by a CBO’s accounting or finance department;
specifically, there are four differences.

First, CBOs’ financial departments gener-
ally report costs to satisfy financial reporting
requirements of donors, parent organizations,
and regulatory bodies. As a result, cost account-
ing systems are not usually designed to support
management decisions.

Second, when reporting costs, financial sys-
tems array them by categories such as operat-
ing costs, marketing expenses, overhead, staff
benefits, etc. What often is needed instead is an
expression of costs by the specific service line or
program that triggers them. Furthermore, man-
agement decisions often require that costs be
calculated on a per-unit basis—such as cost per
service, cost per client, or cost per case. Tradi-
tional accounting systems, on the other hand,
express costs on a per-period basis: costs per
quarter or per annum.

-»ABSTRACT Almost every business decision considered by a community-based organization (CBO)
requires accurate costs assessment. This is imperative when setting fees with a healthcare partner—a
poor understanding of costs can lead to the CBO's financial ruin. For wise financial decisions, costs must
be expressed to support management decisions: as a function of volume rather than per time period.
CBOs must understand and apply the distinction between fixed and variable costs, breakeven analysis,
the concepts of scale and scope economies, and the learning curve. | key words: fixed and variable costs,
breakeven analysis, scale and scope economies, community-based organizations
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Third, costs that accountants report tend to
be historical—-meaning already incurred costs.
But what is often required is to know what some-
thing will cost in the future.

Fourth, traditional cost accounting systems
do not differentiate between fixed and variable
costs. Ignoring this distinction conceals informa-
tion useful for making sound financial decisions;
observing it allows the deployment of a vital
business tool called breakeven analysis (BEA).

CBOs often need to express costs by
the specific service line or program
that triggers them.

Distinguishing Fixed from Variable Costs
A familiar dichotomy is that between fixed and
variable costs. This cost terminology often is
used, but people often forget the crucial modi-
fier: with respect to volume.

A fixed cost is one that does not change
regardless of what happens to the volume of an
activity. An example of a fixed cost would be the
capital expense to equip a kitchen facility to pro-
duce home-delivered meals. This equipment
expense likely will be the same regardless of
how many meals are actually delivered—at least
within a reasonable range of volume.

A variable cost is one that rises in rough
proportion to the volume of the activity. As the
number of meals rises, so will the cost of the
ingredients used in the meal preparations. This
distinction is important when considering the
wisdom of scale and scope expansions: a high
ratio of fixed to variable expense means that per
unit (total) costs diminish with expansion. This
tends to make expansion more attractive. It also
exposes the risk from volume falling short of
expectations and then failing to cover those
fixed expenses.

Breakeven Analysis

As CBOs formulate plans to contract with
healthcare partners, they will need to be astute
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in assessing the financial terms. Being able to
conduct BEA will assist CBOs in assessing the
possible financial rewards and risks they face. To
conduct BEA requires arraying costs as a func-
tion of the volume of a specific service provided.
The service could be care transitions, or home-
delivered meals, or non-emergent transportation.
This manner of expressing costs as a function
of volume is necessary to accurately assess the
terms of a contract with a healthcare partner.
BEA calculates the volume of a service that,
were a CBO to provide it, it would neither make
nor lose money. Put another way, the breakeven
quantity (BEQ) occurs where total costs (fixed
and variable costs, combined) are just equal to
total revenues. If the actual volume of the service
delivered exceeds the BEQ, money is made; if the
actual volume falls short of the BEQ, money is
lost. So when CBOs forge contracts, they need to
know not just the price they will receive, but also
the service volume to expect from the healthcare
partner. With significant fixed costs, CBOs must
be assured they will be asked to provide suffi-
cient volume to warrant the financial outlay.

The Benefits of Scale

When fixed costs exist, a CBO may be in a favor-
able position to capture the financial benefits of
expanding the scale of a program. Economies
of scale exist when the per-unit cost of a ser-
vice diminishes as volume expands. With an
expanding scale, the fixed costs become spread
over ever larger volumes—reducing the per-unit
cost. The existence of economics of scale can

be a crucial factor in pricing services: the CBO
could consider stimulating additional volume
through the offer of a concessionary price with
the knowledge that the added volume will drive
costs down. How to drive volume? Aggressive
marketing and attractive pricing are sensible
strategies when economies of scale are present.

Economies of Scope
Another economic phenomenon worth knowing
about—economies of scope—is similar to econo-
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The Breakeven Analysis Calculation

All'a CBO needs to know to make the BEA calcu-
lation are just three numbers: the total fixed cost
(TFC); the average variable cost (AVC); and the
revenue per unit (R).

The breakeven quantity (BEQ) is derived by set-
ting total costs equal to total revenues and solving for
the volume that achieves this breakeven position.

The resulting formula for the BEQ is:

TFC
BEQ =
Q R-AVC

This makes intuitive sense: R - AVC is the contri-
bution to fixed cost that the sale of each unit makes.
The fixed cost is then fully covered when the volume
sold multiplied by the contribution per unit equals
that fixed cost.

Let's take a hypothetical example. Suppose the
numbers are as follows:

TFC: $10,000; R: $250; AVC: $100:

$10,000 _

BEQ = =
< $250 - $100

mies of scale, but scale means more of the same
and scope means a wider variety. This example
illustrates the distinction: If the volume of one
service quadrupled and it results in less than a
quadrupling of costs—that is scale economies.
(Costs do not rise proportionately because an
element of cost, the fixed portion, does not rise.)
With scope economies, the context is not one of
expanding the volume of a particular service.
Rather, the context is of expanding the number
of different services—broadening the variety of
a service line.

For example, suppose a CBO currently pro-
vides just a single non-medical service, such as
non-emergent transportation, but is consider-
ing expanding the portfolio offerings to include
home-delivered meals, a falls prevention pro-
gram, and housing respite. If the service portfolio
quadrupled to include all four services, the over-
all expense should be less than the total if each
service were instead delivered by separate orga-

nizations. What might trigger scope economies?
There are at least two possibilities, as follows:

vV Centralized functions such as IT, finance,
or marketing do not require four separate sys-
tems, but can be shared across all service lines.

V Services may be complementary, mean-
ing they are typically used together—almost as a
bundle. Providing one service may stimulate the
demand for another related service. For exam-
ple, a CBO providing care transitions to a hos-
pital may be able to leverage its relationship by
extending its offerings to include transportation
to follow-up medical appointments.

Two business implications of economies of
scope should be highlighted. One is that special-
ization by providing a single service may be too
costly, and not be a viable business model. To be
cost-competitive, a CBO may need to offer an
array of services, thereby defraying those fixed
expenses across multiple service lines. It may be
challenging for other specialized service organi-
zations to compete with one that offers this vari-
ety of services.

A second implication is that scope economies
may provide the one-stop shopping experience
that healthcare partners may find attractive in
a CBO because of its contracting convenience—
thereby conferring a competitive advantage over
specialized providers.

‘Specialization by providing a single
service may be too costly, and not be
a viable business model.

Costs and the Learning Curve

It was explained above that per-unit costs would
decline with volume when fixed costs are signifi-
cant, thus making larger service volumes more
attractive to deliver. Per-unit costs may decline
predictably and naturally by virtue of another
reason: cumulated experience in providing a
particular service. This phenomenon is called
the learning curve, or the learning effect. It was
first noted in the production of goods, where for
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every doubling of cumulated experience, pro-
duction costs per unit dropped by 20 percent.
The learning effect has also been applied to
service businesses. The mechanism for learn-
ing resulting in cost reduction is intuitive: profi-
ciency increases with repetition through newly
discovered techniques, better training, labor-
saving technologies, and more efficient staffing
approaches. This added proficiency reduces the
input of time required for each unit of service
provided. Thus, the more experience—that is, the
longer and deeper the history of delivering a ser-
vice—the lower will be the cost for each unit. The
steepness of the learning curve refers to how dra-
matically per-unit cost declines with experience.

A CBO must recognize that in the
early years of a multi-year contract,
it may lose money.

Let’s take a numerical example based on
that rule of thumb that a unit of service will cost
20 percent less after cumulated experience
(volume) doubles. What does this mean exactly?
Doubling cumulated volume means that if the
per-unit cost were $100 for a program that has
delivered 100 units of service, when it delivers
that 200th unit, cost will be just $80 per unit—a
20 percent reduction.

Note that cumulated volume is not the same
as the quantity of a service delivered per unit
time. The quantity of a service delivered per unit
time is the rate of service delivery—the number
of care transitions in a year, for example. Cumu-
lated volume, in contrast, has no time dimension.
It refers to the number of such transitions that
have been conducted over the many years of the
CBO’s experience.

Tt is crucial for a CBO to account for the
learning effect and to build it into its financial
calculations and decisions. For example, when a
CBO conducts a pilot program for a new service,
it is often for the purpose of assessing its cost
once implemented. Knowing that costs will cer-
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tainly drop if and when the pilot is implemented
and brought to scale, the service can be budgeted
and priced appropriately. But even if the service
were not part of a pilot offering, the CBO should
still consider the learning effect when budgeting
and setting a price. It must recognize that in the
early years of a multi-year contract, it may lose
money. Later, however, that loss can be recov-
ered as the learning that comes with cumulated
experience will drive down per-unit costs.

To maximize learning, an organization needs
to create a culture where learning is an explicit
goal, is formally documented, and is deliber-
ately shared. Even if learning does become dif-
fused throughout an organization, there will be
key individuals that have exceptional proficiency
gained through deep experience. The organi-
zation needs to exert strong retention efforts to
ensure these employees’ continued tenure and
loyalty A CBO can also attempt to accelerate
down the learning curve by hiring experienced
individuals from other organizations.

Conclusion

CBOs need to look beyond the standard income
statement method of expressing costs by line
items and in terms of a period of time. To sup-
port sound management decisions, costs need to
be divided between fixed and variable compo-
nents: they also need to be arrayed by program,
by volume, and by cumulated experience. Under-
standing the meaning and financial implications
of breakeven analysis, scale and scope econo-
mies, and the learning effect are crucial aspects
of building CBOs’ business acumen. Y4

Victor Tabbush, Ph.D., is professor emeritus at the
UCLA Anderson School of Management in Los
Angeles, specializing in healthcare economics,
healthcare leadership, and management capacity-
building. Since 2012, he has worked with The SCAN
Foundation to build the management and leadership
capacity of community-based organizations that
provide long-term services and supports to older
adults and disabled individuals.
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Shifts in Mindset and Practice Are
Key to Cross-Sector Partnerships

By Erin Lockwood and
Lori Peterson

New ways of thinking, behaving, and working

are necessary to succeed in today's complex
healthcare terrain.

ur healthcare system can and should be

better. As the value-based care delivery
movement accelerates, this sentiment is echoed
throughout organizations in all segments of the
healthcare sector; however, for many working in
healthcare, it is unclear how any single organiza-
tion can effect change for a better future—one in
which all people receive high-quality, person-
centered, and cost-efficient care. The disconnect
between the challenges the system faces and
workable solutions stems from the fact that the
underlying problems are not merely complicated
but complex—hard to solve and riddled with
unknowns, dependent upon interrelated factors,
and often resistant to replication.

Rooted in this complexity is the reality that
improving the health of a population not only
is influenced by people’s ability to gain access
to high-quality healthcare services, but also is
influenced by their economic circumstances,
living conditions, diet, and psychological well-
being. Addressing just one of these factors is

difficult, but accounting for all of them and
understanding the relationships between them
is even more so—particularly when these rela-
tionships are constantly in flux. As the health-
care landscape changes, solutions to systemic
problems also must change. What worked once,
under a specific set of conditions, may not be
replicable or produce predictable outcomes.
This leads many to ask how we can achieve
improvements to the healthcare system.

The answer sounds deceptively simple: A
paradigm shift.

A New Paradigm: Partnerships Can Drive
Positive Change

For such a paradigm shift to occur, old ways of
thinking and working must be replaced. Work-
ing in such a complex terrain requires shifts

in mindset, approach, and strategy. It requires
a fundamental change in mindset from “my
patient” to “our population” and a redefinition
of health that extends beyond medical care to

=>ABSTRACT Experts agree the healthcare system has the potential to be better, but achieving this aim
requires moving beyond current approaches to address complex issues. Cross-sector partnerships are
a promising but complicated strategy for improving the system. To partner successfully, organizations
must be willing to adopt new mindsets and approaches, believing in the strategy of cross-sector part-
nership, adopting new perspectives about the healthcare system, and accepting that the process of
partnering does not come with a standard playbook. | key words: cross-sector partnership, social

determinants of health, transformation, shifts in mindset
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incorporate overall well-being and considers the
social, environmental, and behavioral determi-
nants of health.

Shifts in leadership style and approach are
necessary, with leaders using influence and
leverage rather than control because address-
ing the challenges within the healthcare system
necessitates collaborating with multiple orga-
nizations and across the sectors, and integrat-
ing programs and services to get better results.
Thus, organizations’ strategies also must evolve
so as to create strong partnerships across the
medical and social sectors, uncover points of
alignment, establish a common language, and
explore new ways of working together to fulfill
a shared vision.

What worked once may not be
replicable or produce predictable
outcomes.

Cross-sector partnerships have shown great
potential for shaping meaningful change in the
healthcare system. But cross-sector partnerships
come with their own sets of complexities. Vital
for success are partners’ abilities to embrace
new mindsets and approaches that go beyond
a partnership’s structural elements. Once the
mechanics of a partnership are established, the
focus must then move to fully optimize the dyna-
mics and relationships among individuals respon-
sible for bringing the partnership to fruition in
order to accelerate (and not derail) partnership
strategies.

In the articles that follow in this section,
three community-based organizations (CBO)
share stories of pursuing cross-sector partner-
ships with healthcare entities. They describe the
internal shifts in mindset, strategy, and approach
that allowed them to successfully secure part-
nerships to meet their goals of forging a bet-
ter healthcare system for the communities they
serve. Each organization addresses, from their
unique perspectives, the question underlying

66 | Spring 2018

these partnerships: Are there clear indicators or
actions to take to ensure success?

While the answer to this question is a
resounding yes, there is no standard playbook,
checklist, or number of steps that guarantee suc-
cess. Instead there are subtle adjustments in
ways of thinking, behaving, and working that
tend to produce noticeable results and distin-
guish those organizations that achieve success-
ful partnership models and outcomes from those
that do not.

Common Shifts in Thinking

and Ways of Working

The first common shift in mindset is a need to
believe in cross-sector partnership develop-
ment as an effective strategy. This belief must

be backed by a deep understanding of the health
and healthcare needs of the population being
served, and be shared with other providers in
the community. The second shift is to adopt new
perspectives about the healthcare system that
challenge long-standing narratives by learning to
understand the system as a whole and not merely
in disparate parts. The third shift is to fully
accept that a cross-sector partnership strategy
comes with no standard playbook. Despite this
fact, organizations must act and evolve. As the
articles that follow demonstrate, each of these
mindset shifts can produce changes in behavior
and ways of working that propel CBOs toward
their desired outcomes.

Believe in the potential of cross-sector
partnerships

Developing a firm belief in cross-sector partner-
ship development as a strategy for improving
the healthcare system also means believing that
those involved have a strong role to play and can
bring value to any partnership. When an organi-
zation holds this belief, a positive influence reso-
nates throughout and encourages active pursuit
of cross-sector partnership development; this
strategy would otherwise be hard to achieve if
pursued solely out of obligation or the belief that



it would lead to nothing more than grant fund-
ing. Learning from CBOs that have achieved
success through cross-sector partnerships can
help cultivate this belief. The important next
step is for an organization to ready itself for
partnership.

CBOs can evaluate their readiness to operate
on an equal footing with healthcare organiza-
tions through conducting an internal readiness
assessment. In this process, CBOs assess capa-
cities for leadership, adaptability, operations,
financial management, data collection, and busi-
ness development, gaining insight into how they
can develop new skills suitable for partnerships.
Organizations that take assessment results and
seek change and growth within needed areas
exhibit shifts that often lead to success.

‘There is no standard playbook,
checklist, or number of steps that
guarantee success.

Some organizations need to develop an
understanding of costs and pricing, others must
establish how to collect and analyze data, and
others require staff-level skills development.
Regardless of the need, the value of assessment
lies in responsive action. Understanding orga-
nizational readiness for partnering empowers
CBOs to make the specific changes necessary,
which in turn reinforces a belief in successful
cross-sector partnering.

See the system as a whole

Learning to see the healthcare system from oth-
ers’ perspectives allows for a more clear under-
standing of the problems facing the population
being served, how a range of organizations in
the health and social sectors aim to address
those problems, and the changing dynamics
that might help or impede partnership success.
With this holistic view, CBOs might gain per-
spective on how disparate organizations, pro-
grams, interventions, or solutions could come
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together and-or combine to influence the most
optimal outcomes.

CBOs seeking to better understand the sys-
tem typically educate themselves on key trends,
policies, and programs that affect and motivate
healthcare organizations and shape the cur-
rent environment. They learn about organiza-
tions across the health and social sectors that
share similar missions, visions, and goals, that
serve similar populations, and address simi-
lar challenges. Further they learn about these
organizations’ leadership, operations, pro-
grams, outcomes, and impacts. Often they con-
nect with these organizations to find points
of alignment, exploring new ways of working
together to implement a shared vision for a bet-
ter system. Thus constantly challenging out-
dated opinions and perceptions accrued from
past experience.

Act! (even without a playbook)
Leaders of an organization must realize and
accept there is no simple guide or established
playbook that will help them through the pro-
cess of preparing, designing, securing, and im-
plementing a cross-sector partnership. Instead,
they must develop a new understanding that
they rely on many factors and considerations
that are not universal for every organization
or partner, or the communities they serve.
CBOs need to understand their communities by
researching their unique populations’ specific
needs, priorities, and characteristics, and by
recognizing that each potential partner organi-
zation has separate motivations, systems, and
culture—all of which can affect the success and
sustainability of a partnership.

Acting in the absence of a playbook puts
the onus on a CBO to think beyond traditional
practices and boundaries of business as usual.
It involves engaging multiple stakeholders in
every aspect of the strategic thinking and plan-
ning process, whether this means their front-
line staff, representatives of other organizations,
and-or members of the community likely to be
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affected by the partnership. By incorporating

multiple points of view, the resulting partnership

aligns with what is needed, rather than adhering

to one organization’s belief in what might work.
Though potentially daunting to act with

no playbook, transformation is possible when

Transformation is possible when
a CBO embraces learning and
experimenting, and even the risk
of failure.

a CBO embraces learning, experimentation,

and even the risk of failure. Embracing these
tenets can open an organization to new ways of
working that encourage innovation in the part-
nership design process, and allow for the devel-
opment of partnerships that meet all the parties’
needs and interests. Ideally, organizations that
succeed create the playbook collaboratively,
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working through challenges to arrive at mutu-
ally beneficial changes, and designing new care
models that can be delivered effectively in
their communities.

Ultimately, the next step is for CBOs to accept
that new ways of thinking, behaving, and work-
ing are necessary to thrive in today’s complex
landscape. In doing so, they can play an impor-
tant role in achieving meaningful and much
needed improvements to our nation’s health-
care system. /4‘,'

Erin Lockwood is a consultant with Collaborative
Consulting in Columbus, Ohio. She can be contacted at
erin@collaborativeconsulting.net. Lori Peterson,
M.A., is founder and CEO of Collaborative Consulting
in San Francisco, California. She can be contacted at
lori@collaborativeconsulting.net. Collaborative
Consulting was a technical assistance provider for The
SCAN Foundation and Colorado Health Foundation
Linkage Lab Programs.
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Business Acumen in Government:
One County AAA's Healthcare
Integration Experience

By Jacob Bielecki

Two new partners expect a lower cost of care

for clients and improved overall performance
that could migrate to other populations.

ompared to the growing healthcare integra-

tion work of many nonprofit community-
based organizations (CBO), agencies in local
governments are not as commonly known for
innovation and entrepreneurialism. This is
likely due to a variety of factors—government
bureaucracy, risk avoidance, funding restric-
tions, and changes in elected leadership, which
often lead to shifts in philosophical approaches
to public service.

Despite these challenges, the Boulder County
Area Agency on Aging (BCAAA) in Colorado has
experimented with healthcare integration on two
fronts—evidence-based wellness classes and care
transitions case management. In 2017, BCAAA
executed its first service agreements with a local
healthcare system and a preventive care benefits
management company, via forward-thinking
public service philosophies, business acumen
development, and relationship-building.

The Building Blocks to Partnership

The BCAAA's ties to healthcare entities have his-
torically been informal. But when Kathy Green-
lee, former Assistant Secretary for Aging, and the
national aging network began to encourage area
agencies on aging (AAA) to turn their energies
toward partnering with healthcare entities and
building business acumen, agency management
took the advice and began identifying opportu-
nities for future partnerships and new business
lines. Fortunately for the Community Services
Department (which houses BCAAA), its sister
departments (Boulder County Public Health and
Boulder County Department of Housing and
Human Services) were also building partner-
ships and relationships with the local healthcare
system, as a way for Boulder County to address
increased enrollment through the state’s Med-
icaid expansion and healthcare exchanges. This
included prioritizing the County’s role in sup-

=>ABSTRACT Compared to the growing healthcare integration work of many nonprofit community-based
organizations (CBO), local government organizations are not known for innovation and entrepreneurial-
ism. Despite common challenges for government agencies to build business acumen and partner with
healthcare entities, the Boulder County Area Agency on Aging (BCAAA) in Colorado has experimented
with healthcare integration on multiple fronts. In 2017, BCAAA executed its first service agreements
with a local healthcare system and a health plan wellness programs broker, via forward-thinking public
service philosophies, business acumen development, and relationship-building. | key words: Boulder
County Area Agency on Aging, Colorado Health Foundation, Boulder Community Health, business acumen
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porting the bridge between healthcare and the
social determinants of health.

BCAAA established its first healthcare part-
nership in 2011 with an unfunded, year-long
care transitions pilot with Boulder Commu-
nity Health (BCH), a community-owned and
operated nonprofit health system that includes
twelve primary care clinics and one central hos-
pital. The pilot was successful, reducing thirty-
day congestive heart failure patient readmissions
by half. In the end, BCH decided to build a new
Transitional Care program rather than move
from a pilot to a partnership with BCAAA.

To help build business acumen, BCAAA
created a new role: Business Results
Manager.

Building the team, learning business acumen

In early 2015, to fulfill the aging network’s calls
to build business acumen, BCAAA created and
filled a new role, Business Results Manager. This
person would oversee a small team of direct ser-
vice, advocacy, and compliance staff, liaise with
the agency’s nonprofit foundation, and help lead
the agency’s business acumen and healthcare
integration efforts.

Fortuitously, at the same time, the Colorado
Health Foundation announced its first Colorado
Linkage Lab, a business development incubator
program for Colorado organizations seeking to
build mutually beneficial partnerships with
healthcare entities. BCAAA applied for and won
entry to the Linkage Lab. Modeled after The SCAN
Foundation’s Linkage Labs in California, the pro-
gram provided intensive business and manage-
ment courses led by nationally recognized subject
matter experts (see Westphal article on page 24).

Once BCAAA’s Business Results Manager
was in place, and the agency had started the
Linkage Lab program, the organization’s health-
care integration and organizational development
efforts accelerated. The Linkage Lab program
provided a strong project management frame-
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work, MBA-level learning sessions, and ongo-
ing technical assistance that propelled BCAAA’s
healthcare integration efforts, while challenging
staff assumptions and comfort zones.

Using market research to plan strategy

With the available staff capacity to manage
integration efforts, and the available expertise
and resources to sustain this strategy, BCAAA
conducted local and regional market research
to understand its local healthcare systems’ stra-
tegic priorities and challenges, determine most-
needed services, identify internal strengths and
service lines that could meet those demonstrated
demands, and plan a strategy toward building
new partnerships.

BCAAA staff met with associates from local
health systems—usually mid-level employees who
had familiarity with the agency and its trust—
and explained the Linkage Lab goals. The agency
also began to take its identity and brand more
seriously. Prior to this effort, there wasn’t an
imperative to focus on brand quality or organiza-
tion image. Now that BCAAA’s service orienta-
tion was expanding from direct-to-consumer to
integrating services with those of other organi-
zations, there was greater emphasis on the agen-
cy’s business savvy and appearance. It published
its first annual report, upgraded its website, re-
freshed brochures and printed materials, placed a
stronger focus on social media and e-newsletters,
and updated the mission statement.

Garnering support, creating a model

To build support for the effort, all agency per-
sonnel attended workshops at staff meetings,
tying the work and mission of the agency into
the new business development strategy. This
included communicating fiscal projections and
needs, exploring their competitive advantage
among service providers, diagramming the
evolving business model and emerging business
cases for the agency, and articulating the ways in
which their work contributes to the Triple Aim
and addressing the social determinants health.



Through skills gleaned in part during the
Linkage Lab, BCAAA developed an opera-
tional model to determine the scale and asso-
ciated costs of their new service line. This was
then applied to a financial model to determine
value based on projected program performance.
The agency is now using this model to deter-
mine pricing as it plans for a formal launch of the
“Next Step” program later in 2018 (see details
below). These value proposition and operational
modeling tools have been extremely valuable
for BCAAA. They solidified the agency’s model-
ing capabilities that have since migrated to other
healthcare and revenue-development projects.

Adding the Business Results Manager role
expanded capacity and brought new energy to
the healthcare integration initiative. Even once
engaged in the Linkage Lab, BCAAA had to con-
duct an enormous amount of market research
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to begin to understand the
healthcare landscape, federal
policies and programs, indus-
try language, and where the
work of the agency aligns with
emerging healthcare partner-
ship opportunities.

Coordinated Leadership
Works to Secure

the Partnership

BCAAA needed its leadership
team also to be engaged in and
committed to the project. The
agency’s Division Manager
entrusted the Business Results
Manager to take the lead on the
project and carry it forward,
with additional program man-
agers flanking as necessary.
Instead of taking an executive-
level approach to initiate dia-
logue, BCAAA approached the
healthcare system with which
the agency has had the clos-
est working relationship—and
strongest mission alignment—Boulder Com-
munity Health. A dialogue was initiated with

a community-facing mid-level manager from
BCH?’s care transitions efforts, which estab-
lished the path toward developing their first
formal partnership agreement.

BCAAA used the data from its prior care
transitions pilot with the health system to rein-
troduce the idea of partnership and build its
business case. Being clear as early as possible
about their expectation to be compensated for
adding value to BCH’s performance objectives
made it much easier, when the time came, for
the agency to ask for investment in the pilot.

BCAAA had a service concept in mind when
approaching BCH, but intentionally left room
for flexibility and adaptation. Teams from each
organization held educational sessions to clar-
ify BCAAA’s work, BCH’s challenges, and to
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imagine solutions together. Taking a co-design
approach with mid-level staff helped to under-
stand which services the health system could
benefit from and endorse in partnership.

As the business development and operational
leads for BCAAA, the Business Results Man-
ager and Community Living Programs Man-
ager (respectively) led the effort to solidify the
emerging partnership with BCH’s Directors of
Medical-Surgical Nursing, Case Management,
and Clinical Integration. Both teams, working
together, brought the service line to fruition,
determining the client population, workflows,
and service parameters.

As the project concept and initial agreements
with BCH took shape, the health system shared
performance data with BCAAA, which the
agency used to identify ways in which it could

It takes political will to explore and
create new service integration
partnerships in healthcare.

contribute toward improving BCH’s readmis-
sions, patient engagement, and post-acute care
performance. By tying program performance
goals to estimated cost-savings, BCAAA was able
to deliver a stronger business case and value
proposition to the health system’s Chief Finan-
cial Officer. The concept and case was then
brought to the health system’s leadership team,
which awarded funding to pilot the current
proof of concept. The program has funding, in
three equal parts, from BCAAA, the Colorado
Health Foundation, and BCH.

In Fall 2017, the agency and BCH entered
into a Memorandum of Understanding outlin-
ing the service parameters, goals, and expecta-
tions to pilot the new program, which is called
“Next Step.” In the Next Step program, a BCAAA
Resource Options Counselor delivers counsel-
ing and case management to discharged Medi-
care beneficiaries in BCH’s Comprehensive
Joint Replacement (CJR) program. The agen-
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cy’s client services in the program include a
social risk and patient activation assessment;
periodic in-person check-ins, communications
via telephone, text, and email; community
resource navigation; and coordination of sup-
portive social services to encourage stronger
connections between patients and available
community resources.

Next Step participants receive varying levels
of case management, depending upon their care
setting, risk assessments, and particular needs for
up to ninety days post-discharge. Because of the
bigger lower risk pool of the CJR population, the
caseload structure reflects more of a population
health than intensive case-management model.

Through the Next Step Program, BCAAA
and BCH expect to see decreases in avoidable
readmissions and post-acute care use, increases
in client satisfaction and experience, increases
in awareness and use of available community
resources, and, due to the expanded focus on
social well-being, increases in BCH nurse sat-
isfaction as they focus less on Medicare benefi-
ciaries’ social needs and more on their medical
needs. Based on the evidence from similar mod-
els, and on historical data, the agency and BCH
expect these effects will result in a lower cost of
care for patients and improved overall perfor-
mance that could migrate to other patient popu-
lations in the health system.

Meeting the Challenges of Securing a
Partnership

The BCAAA Linkage Lab project team’s ongoing
involvement with staff throughout the develop-
ment process helped to encourage a shared sense
of direction, as did holding workshops on tying
the agency’s services to the social determinants
of health and healthier client outcomes.

One of BCAAA’s most valuable success driv-
ers was building confidence in how to construct
and deliver its business case and value proposi-
tion to potential partners. The Linkage Lab mod-
ules and expert technical assistants provided key
insights, tools, and challenges for the agency’s



leadership team in learning how to engage with
healthcare partners.

In searching for new partners in healthcare,
the BCAAA team saw right away that quite a
few healthcare providers were unfamiliar with
their agency, its services, and role in the commu-
nity. To address this, the team created an annual
report and diagrams that summarized and clari-
fied the agency’s services and activities.

As BCAAA did not have the budget to hire
personnel to deliver the new services, it relied
upon adjusting the focus of an established Options
Counselor and Coleman Model Coach who had
contributed to the success of the earlier care tran-
sitions pilot. The agency revised its earlier model
framework and added assessment and interven-
tion elements to meet the current needs of BCH.

The leadership of the Business Results
Manager and Community Living
Programs Manager helped to solidify
the partnership.

Limited internal IT and healthcare com-
pliance functions also were challenges for the
agency. Unaware of the extent to which infra-
structures would have to be built to conduct
business with new healthcare partners, BCAAA
opted to wait until needs emerged. This slowed
the development process, but ensured that in-
vestments in I'T and healthcare compliance en-
hancements were necessary.

Lessons Learned
BCAAA recommends a few first steps for organi-
zations just starting out on the healthcare inte-
gration journey.

Having learned about what it takes to engage
in cross-sector partnerships and build internal
capacities to do so, BCAAA would have freed
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up additional compliance staff time to build and
embed compliance protocols more responsively,
and would have broadened its market research
earlier to target and understand the emerg-

ing needs of commercial health plans and their
accountable care organization partnerships.

Before developing a robust service offering to
a potential healthcare partner, it is important to
initiate exploratory conversations with health-
care entities and professionals who already know
about the activities and outcomes of the organi-
zation’s services. These conversations can intro-
duce healthcare entities to the idea of partnership
and help integrate the possibility of partnership
into their planning.

Tt is vital to create and expand roles inside the
organization to take charge of the developmental
aspects of the initiative. Doing so can help imple-
ment the strategic approach and create the option
of building necessary infrastructures for case
study research, healthcare and IT compliance,
and program monitoring and evaluation. Mak-
ing the business case to staff can help the orga-
nization’s culture to buy into new (and, at times,
uncomfortable) healthcare initiatives.

While local government-based service orga-
nizations embracing healthcare integration
opportunities face similar and different chal-
lenges than nonprofits, there are paths to suc-
cess. The political will to explore and create new
service integration partnerships in healthcare,
and, in the case of Boulder County, having cham-
pions within the healthcare community and the
internal capacity to conduct market research,
solidify relationships, and co-design new ser-
vice lines are factors that can foster a successful
healthcare integration strategy. Z
Jacob Bielecki, M.Sc., is the business results manager
with the Boulder County Area Agency on Aging in
Boulder, Colorado.
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A Colorado-Based CBO Launches
a Pilot to Keep People with Disabilities
out of Nursing Homes

By Patricia Yeager

A shift in mindset to seeing the hospital as
a customer allowed a complex program to
fall into place.

he Independence Center (The IC), in Colorado

Springs, Colorado, a state-certified Center for
Independent Living, is a civil rights and services
community-based organization (CBO) that is gov-
erned, managed, and staffed by a majority of per-
sons who have a wide variety of disabilities. The
IC’s goal is to help people with disabilities shed
society’s diminished expectations of them and
to help them create fulfilling lives. This calls for
peer support, role-modeling, information and
training, and advocacy.

People with physical disabilities or men-
tal health issues typically first come to The IC
for socialization and recreation such as bowling
or kayaking; they see that all can participate in
having fun. A subset group seeks out additional
information and support through participation
in support groups. A support group core tenet
is to help individuals set goals such as learn-
ing to use the transit system, finding housing,

or exploring what assistive technology could be
helpful. Additional support includes identifying
employment opportunities, accessing programs
to support independent living (e.g., home modi-
fications), as well as assessing benefit impacts.

Often, consumers will help others by volunteer-
ing in the peer support and advocacy programs.

The IC’s Roots and Services

The IC began in 1987 as a Medicaid home health
agency that catered to people with significant
disabilities who did not want to live in a nursing
home. The IC hired certified nursing assistants,
nurses, and other professionals to provide daily
activities of living (ADL) in the home. When
home- and community-based services were
established as a Medicaid benefit (more specifi-
cally, in-home support services), The IC became
an “agency of choice” that hired, as caregivers,
family members and friends selected by the

=>ABSTRACT This article describes the business acumen processes a community-based organization
used to identify and plan a Hospital to Home transition program to disrupt the pipeline of people with
disabilities going into long-term nursing facilities after an acute hospitalization. A non-residential
Center for Independent Living offering social determinants of health services, including home health
services, for persons with disabilities of all ages will conduct a pilot project with a local hospital in 2018
to test this idea. | key words: people with disabilities, Center for Independent Living, Hospital to Home

transition services, social determinants of health
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consumer. Caregivers were trained, often by the
consumer, to provide help with ADLs and medi-
cal services (e.g., assisting with feeding tubes,
vents, catheters, etc.).

Today, 232 clients between the ages of 6 and
105 years receive long-term services in their
homes from approximately 250 caregivers. With
thirty years of experience in providing services
in the home, The IC has successfully kept peo-
ple with disabilities of all ages out of institutions.
The IC has extensive knowledge of Medicaid and
private insurance billing.

In 1994, The IC became a Center for Inde-
pendent Living, offering the following services
that assist with social determinants of health:
information and referral; peer support (which
is critical for helping people to accept that they
have a disability); independent living training;
self- and systems-change advocacy; and transi-
tion services, which focus on transitioning peo-
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ple out of nursing homes, helping people avoid
nursing homes altogether, and assisting young
people with disabilities to transition from school
to work. In 2016, The IC’s Independent Living
division, with approximately forty-two full- and
part-time staff, served 800 people with all types
of disabilities across six counties in the Pikes
Peak area of Southern Colorado.

Undoing Helplessness: Supporting People
to Live in Community

National and local disability civil rights com-
munities hold the belief that people with dis-
abilities can live in the community with the
appropriate supports, while institutions such as
nursing homes provide support with activities
of daily living, but often are not person-centered,
nor do they promote active engagement in the
community.

Repeatedly, The IC Community Transition
staff found people with disabilities in nursing
homes who did not need to be there. When a per-
son has resided in an institution where choice
and self-sufficiency are not part of the culture,
Center staff have observed that people devolve
into helplessness—an outcome that occurs regard-
less of the length of stay. The IC staff wondered,
“Was it better to go home from the hospital with
medical and social supports for thirty to ninety
days to recover rather than stay in a long-term
nursing facility for months or years?”

To address this question, The IC built the
Hospital to Home Transitions Program to test
the idea that going home to recover with the
right supports provides a value proposition to
hospitals to create healthier outcomes, reduce
uncompensated bed days, and prevent readmis-
sions. Insurance and managed care companies,
state Medicaid, and state workers compensation
programs also could value bottom-line benefits
of reducing hospital and-or long-term nursing
facility stays by transitioning people from hospi-
tal to home.

The IC staff’s skills range from extensive
experience in transitioning people out of nursing
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homes to helping others procure home assess-
ments and make modifications that allow easy
access. The staff also discuss the benefits of
assistive technology with all consumers, and
offer peer support that can help people under-
stand their disability and accept it as part of their
self-image. The IC motto is “One cannot step into
the person one is becoming until one has let go
of the person that once existed.”

The IC encourages consumers to develop
practical skills to support participation in recre-
ation and employment; these help forge connec-
tions to the community for people who are
isolated because of the stigma associated with
having a disability. Their disability may prevent
access to transit; their self-image may be such
that they avoid others because of the fear of
rejection because of their disability.

Building on The IC’s existing skill set and
values, offering a Hospital to Home transition
service to the healthcare system seems to be a
beneficial extension of what The IC does best
and would generate much needed income for
other programs. Thus the idea of “disrupting”
the pipeline between the hospital and long-
term nursing facilities was born.

Preparing for Partnership

The next question was “Who would pay for
it?” Colorado is a fee-for-service, Affordable
Care Act state. The state is divided into seven
regions; each region has a care-managing
entity that looks at primary and specialty care
for Medicaid and Medicaid-Medicare recipi-
ents, but not acute care. However, the state’s
Medicaid program is increasing its interest in
improving hospital transitions, as evidenced
by the State Medicaid Division’s most recent
Request for Proposal for “Regional Account-
ability Entities” to manage both physical and
behavioral health services for Medicaid and
Medicaid-Medicare recipients. The new appli-
cation calls for Hospital to Home Transition
Program services to be developed beginning in
2019. The IC plans to be well-positioned to pro-
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vide leadership in community partnerships for
hospital transitions to home.

In 2015, The IC was invited to participate in
The Colorado Health Foundation’s Linkage Lab.
Modeled after California-based The SCAN
Foundation’s program, it teaches nonprofit ser-
vice organizations how to identify a need for
health support services, develop a business case,
set price, determine the market, and contract
with a healthcare provider. The IC realized that
95 percent of the funding for its $10 million dol-
lar budget relied on one funder: Medicaid.
Clearly, diversification of the Medicaid service

Repeatedly, The IC’s staff found
people with disabilities in nursing
homes who did not need to be there.

was necessary. Such diversification could allow
for more collaboration within The IC between
its Home Health and Center for Independent
Living divisions to provide higher impact ser-
vices to people with disabilities. That realization
led to the next question: “Who has the money
(and cares enough) to pay to keep people with
disabilities recovering in the community where
they are happier and more socially connected,
and can pursue employment, volunteerism, or
other activities of a personally satisfying life?”

Hospitals are incentivized to discharge
patients safely and quickly, and often have peo-
ple waiting to be admitted so they are invested
in turning over beds to meet that need. Given
the scramble for discharge managers to find a
safe place to discharge patients, The IC noticed
that many people were sent to nursing homes.
One physician told The IC CEO, “I don’t really
know what happens to that disabled patient after
receiving our care.” It had never occurred to him
to ask.

The IC team attending the Linkage Lab for
19 months included the CEO, the administra-
tor for Home Health, the director of Indepen-
dent Living, and the CFO. The team observed



that hospitals did not have a mechanism to help
people with disabilities live in the community.
They analyzed this gap in terms of its impact
on patients and researched the consequences
of disabled patients overstaying the allowable
days for their diagnosis or of not having insur-
ance—two scenarios that can create uncom-
pensated expenses for medical facilities. The IC
team knew they could prevent this problem by
surrounding patients with in-home medical and
community supports.

The team came to appreciate the different
skills and knowledge that each team member

Could the person with a disability go
straight from the hospital to home to
recuperate?

brought to the table and regularly practiced posi-
tive conflict skills. Rather than design a program
on the back of a napkin, team members used a
structured process to identify the need for ser-
vices and the customer (in this case, the hospital,
with the patient or consumer being the benefi-
ciary). With the help of the Linkage Lab training
and an IC staff member skilled at mind-mapping,
project management, and creating flow charts,
the group was able to create a picture of the ser-
vice and several “straw person” scenarios; these
activities guided the group’s thinking on what
community organizations should be a part of
The IC’s Disability Services Transition team, as
well as to develop a cost model for the Hospital
to Home Transition service.

The team identified all the services that a
person coming out of the hospital might need
to recuperate successfully and safely at home.
Tt was assumed that in the first month medical
services would be intensive, as would case man-
agement. Months two and three would entail
ramped-up community supports, while medi-
cal services and case management could wind
down. The number of hours for each service,
for each month, were calculated. Next, the team
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determined the hourly cost for each service and
if there were other payers (e.g., Medicaid, Medi-
care) who could be billed. Finally, the team iden-
tified what organizations could provide the
services that The IC did not offer, i.e., provid-

ing medical transportation and food, picking up
prescriptions ordered by the healthcare profes-
sional, and accessing durable medical equipment.

Comparing the costs of the program to that
of an extended hospitalization, nursing home
stay and-or readmission, The IC team believed
there was a positive return on investment. Next,
the team worked to ensure marketing materials
were brief and targeted.

The team had never before used such inten-
tional processes—a structured approach so
helpful that it is now incorporated into The IC’s
decision-making processes when considering
all new and existing programs. Senior- and
mid-management-level staff now ask much bet-
ter questions and do more thorough research
before starting any new venture; the goals
for each program review are consumers’ self-
sufficiency, positive impacts on the lives of per-
sons with disabilities, and contributions to The
IC’s financial strength.

The Partnership Structure
Early on in the Linkage Lab experience, it was
suggested that nonprofit organizations consider
bringing on a board member who has healthcare
experience. The IC invited the local hospital’s
director of In-Patient Rehabilitation to join the
board. He was engaged with helping The IC
develop the Hospital to Home Transition Pro-
gram. He advised the team on program design,
workflow, communications with hospital staff,
and the need for families to be assessed for their
ability provide ongoing support at home.
Through mentoring and sharing information
about the hospital’s processes, the new board
member played a big role in The IC’s success in
creating a pilot and helping to market the pro-
gram it to the right people. He was instrumental
in getting the hospital to agree to start the pilot
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on first quarter 2018, and to support it finan-
cially. After six months of operation, the hospi-
tal CEO and The IC CEO will meet to review the
pilot with an eye toward establishing an ongoing
contract if the pilot is successful.

Community partners in this project include a
local pharmacy to fill and deliver prescriptions;
Rocky Mountain Health Services for medical
transport and food; and a local medical sup-
ply company for durable medical supplies and
perhaps temporary and basic home modifica-
tions. The Home Health administrator is work-
ing on an agreement with a Medicare-only home
health agency to provide the post-acute in-home

Team members had to perform a
transition or two before figuring out
the hospital’s necessary financial
participation.

medical services. The IC will provide the home-
care for ADLs as well as peer support, benefits
counseling, and intensive case management ser-
vices. The IC’s CFO is in the process of putting
together MOUs for each entity that detail how
the billing and payment systems will function
and how communication processes will work.

Conclusion: Lessons Learned
Evaluation and process mapping are funda-
mental to program design. Until a staff mem-
ber who had monitoring and evaluation (M&E)
skills joined the team and guided the discussion
of design and evaluation, The IC team’s four
senior directors were “spinning in the wind,”
given the challenge of also fulfilling their other
organizational responsibilities. The IC is now so
convinced of the importance of M&E activities
that plans and budget are in place to grow an
internal M&E program for the organization.
Get a handle on costs, the pilot duration,
and number of patients served. In a “chicken
or the egg”-type situation, the team members
needed to complete a transition or two before

78 | Spring 2018

they could confidently price the program and
negotiate the cost to the hospital. But this was
not an option, which meant costs were only pro-
jected, recognizing the variability in the sever-
ity of the disability. The total cost of the pilot is
$179,000 for six to eight months; the local hos-
pital will contribute $15,000, and The IC Board
and The Colorado Health Foundation will con-
tribute $82,000 each. The IC should have made
a better financial case and The IC CEO should
have cultivated a relationship with the hospital
CEO prior to proposing the pilot.

Be open and flexible to new information
that leads to new directions. During the
course of conversations with the hospital, it
became clear that their most troubling type of
“complex patient” was someone who was home-
less and had no safe place to live. These patients
could occupy a hospital bed for six months or
longer, with no reimbursement for the hospital.
This revelation caused the team to think about a
two-path program: one for those patients who
had a home and one for those who did not. The
team sought out several partners in the homeless
services community but only one, a homeless
respite care program, had the medical under-
standing and housing connections conducive to
patients’ healing. This organization also has
experience working with people with addictions
and the homeless. Working with them, The IC
staff add one homeless transition to our pilot
deliverables.

This work represented a huge and important
shift in the team’s thinking, especially The IC’s
senior management, to see the hospital as the
customer because The IC is so used to serving
people with disabilities and their families. When
the team started to see how the consumers The
IC traditionally serves would benefit through a
partnership with a healthcare provider, the pro-
cess began to make sense, and the roles of each
partner more easily fell into place. Y4
Patricia Yeager, Ph.D., is CEO of The Independence
Center in Colorado Springs, Colorado.
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Building Relationships and
Reducing Barriers Through Building

Business Acumen

By Sue Tatangelo

The Camarillo Health Care District is involved in

multiple productive partnerships with healthcare
entities due to its planned, intentional approach.

0 seize opportunity in the rapidly changing

healthcare environment, a community-
based organization (CBO) needs vision, leader-
ship, business skills, strategy, and tenacity. For
the Camarillo Health Care District, it has been a
transformative journey. Vision alone was not
enough to succeed, but success also required
committed leadership, new business skills, stra-
tegic positioning, and resilient problem-solving.

The Camarillo Health Care District (the
District) is a public agency established in 1969
and defined by the California Health and Safety
Code, governed by an elected board, and cre-
ated to provide a wide range of health services
to the community. Nearly 24 percent of the total
population of the District’s assigned boundaries
is older than age 60, and includes many people
with multiple complex chronic health condi-
tions, daily functional limitations, and families
experiencing caregiver burden.

Given this scenario, the District developed a
broad base of safety net services for older adults,

such as adult daycare, a home-delivered meal
program, a federally designated Family Caregiver
Resource Center, transportation services, and
evidence-based health promotions programs, but
it did not yet have a fully formed vision of how
to build relationships with health sector part-
ners. In 2012, that changed with the launch of the
Affordable Care Act’s Triple Aim—to achieve bet-
ter health, better care, and lower costs.

As did many others in the healthcare sec-
tor, the District then became acutely aware of
the change afoot. For what seemed to be the
first time, there was an opportunity for CBOs
to be critical partners in the healthcare contin-
uum. When the Centers for Medicare & Medi-
caid Innovation Center announced funding for a
time-limited Community-Based Care Transitions
Program Demonstration Project (CCTP), the Dis-
trict joined with its local area agency on aging
in an application to reduce hospital readmis-
sions through an evidence-based care transitions
intervention, and was awarded the contract.

=>ABSTRACT How can community-based organizations (CBO) prepare to seize contract opportunities in
a changing healthcare environment? This article describes how one CBO became a high-value partner
by increasing its business acumen, growing strategic partnerships, and reducing barriers through
reciprocal learning, all of which resulted in multi-level health sector contracting. | key words: business
acumen, infrastructure capacity, strategic positioning, vulnerable populations, high-value partners, reciprocal

learning, health sector contracts
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It soon became apparent that for the District
to succeed in testing this new model of care, it
would require new business skills, nimbleness,
staffing ramp-up, the ability to manage data for
real-time outcomes monitoring, value and qual-
ity measures, breakeven points, profit margin
goals, rapid-cycle learning, and more. The Dis-
trict needed to acquire business acumen and the
capacity to deliver its contract requirements.

The District applied to The SCAN Founda-
tion’s Linkage Lab and became one of six Cali-
fornia CBOs in its first cohort, simultaneously
with the District becoming a CCTP provider.
Theory met practice at a most opportune time.

The Linkage Lab’s assessment exposed
the District’s weaknesses, such as a lack of an
enterprise-wide IT platform and a dearth of
experience in contract negotiations. It also re-
vealed its strengths, such as expertise in com-
munity-based services, a dedication to providing
solutions for better health outcomes, and a pas-
sion for quality service delivery. The Linkage Lab
experience, which was essential to the District’s
work, supported its development and articulation
of a business plan, and guided the development
of an infrastructure that could support health
sector contracts and data management.

Planning for Post-CCTP Partnerships
Knowing the CCTP was temporary, the District’s
key objective from Linkage Lab was to establish
at least one healthcare post-CCTP partnership,
and to develop an integrated records manage-
ment system with which to evaluate the Dis-
trict’s future healthcare partnerships. Another
key objective was to create a tool to evaluate and
establish minimum contracting costs for the
District’s other traditional services, such as its
evidence-based health promotion suite of pro-
grams and caregiver support services, to be ready
for future partnership growth opportunities.

To promote a strategic approach to growth,
the District also had to set criteria for evaluat-
ing and selecting new business opportunities,
which included identifying potential clients
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(i.e., Accountable Care Organizations (ACO),
hospitals, health plans, skilled nursing facilities,
managed care organizations, and physician prac-
tices) and developing value propositions for each
in order to articulate the business case to poten-
tial contractors.

During the CCTP Demonstration Project, a
group of Southern California CBOs met regularly
to share best practices. When the demonstra-
tion project ended, this informal group saw the
value of formalizing a California CBO network
in which each partner provides regional ser-
vice, increasing the network’s overall geographic
reach, to attract large health plans to this spe-
cialty network. The Partners in Care Foundation
championed that idea and the Partners At Home

‘Theory met practice at a most
opportune time.

Network was born, offering to health plans high-
value targeted home visits, including care tran-
sitions, medication adherence support, coaching
for self-management, falls risk management, and
person-centered care.

The District recognized that being a mem-
ber of a specialty network made good business
sense, as it minimized contracting costs and
provided substantial competitive advantage
through such elements as shared I'T and analyt-
ics costs, increased geographical reach, negotiat-
ing leverage, and broad best practices for quality
improvement. This was the next “right” step for
the District. It wasn’t long before the Partners At
Home Network secured a national health plan
contract that is now in its third year of renewal.
While being part of a California network made
good business sense, the District also could see
its future in developing contracts locally with
health sector partners.

Next Steps: Building Ongoing Relationships
The optimistic assumption following the CCTP
Demonstration Project was that at least one of
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the District’s partner hospitals would develop

a continuing contract for those services. At

the time, the average readmission rate at Ven-
tura County hospitals was 16.8 percent, but for
patients participating in the District’s CCTP,
the average readmission rate was reduced to 8.4
percent. The District was successful in substan-
tially reducing avoidable hospitalizations and
had proven its value proposition. Developing a
contract for ongoing care transitions services
seemed like the logical next step.

Community Memorial Hospital Systems
(CMHS), in Ventura, California, was interested
in exploring of this type of partnership. The hos-
pital had just launched an ACO and, in an effort
to continue building the relationship with the
hospital, the District offered a six-month, no-
cost pilot project. That pilot ended with a similar
positive reduction in avoidable hospital readmis-
sion rates, and also highlighted the positive
effects of having a community-based health
coach embedded in the hospital to collaborate
with clinical staff and improve the communica-
tion loop between the hospital, home health,
and community-based care.

Also, patients in the pilot noted that the post-
discharge home visits by the District health coach
were helpful in managing their health conditions,
and made them feel as if the hospital remained
invested in their care long after discharge.

As a result of this successful ACO pilot,
CMHS requested a full proposal. The Dis-
trict worked with hospital leadership to iden-
tify the pilot patients’ group of conditions, and
designed the intervention elements to ensure
standards of care and quality improvement.
The interventions included evidence-based
health promotion programs such as the Stan-
ford University Self-Management suite of pro-
grams, and leveraged patient access to a wide
variety of other community-based services and
supports. Although CMHS had originally sub-
mitted its priorities to the District during the
proposal process, these had shifted (CMHS
was anticipating an extensive building expan-

sion); while not denied, the proposal went into
CMHS’s “not now” file.

Building the relationship with CMHS has
proven to be invaluable. The hospital deepened
its understanding of the District’s value about
how a skilled community partner can extend

The District successfully and
substantially reduced avoidable
hospitalizations, proving its value
proposition.

quality care beyond hospital walls. The hospi-
tal has also broadened its idea of healthcare by
intentionally and continually acknowledging the
importance of having a partner that can address
the social determinants of health in the home,
including support for family caregivers.

Additionally, the hospital provided frank
feedback on how the District could further
increase its value as a partner by having a clini-
cal program supervisor overseeing the interven-
tion. The District hired a registered nurse with
extensive experience in hospital, home health,
and national health plan management, which
distinguished the District’s intervention from its
competitors. The hospital had said that enhanced
clinical review during the intervention would
help identify a worsening health condition at
home, should it occur. Having a clinician avail-
able to inform the hospital of a patient’s health
setback would mean greater opportunity to
reduce avoidable hospital readmissions.

CMHS continues to champion community-
based partnerships by creating pathways that
allow the District to work with other health
plans and providers for contracted services,
inside its hospital. CMHS established a Mem-
orandum of Understanding allowing the Dis-
trict to embed health coaches in the hospital, to
determine patient eligibility, and to have patient
bedside access to explore their interest in par-
ticipating in the District’s intervention. These
pathways have facilitated contracts and grant

Volume 42-Number 1 | 81



GENERATIONS - Journal of the American Society on Aging

funding from Medi-Cal Managed Care and other
health plans interested in expanding their mem-
bers’ care. To expand services, the District is
now testing new care models for patients with
cognitive impairments, as well as for patients
with complex conditions, and those who are
being discharged from skilled nursing facili-

ties and/or completing their health plan’s home
health service.

New Partnerships Form
CMHS asked the District to join the Ventura
County Hospital to Home Alliance, which
proved to be a strategic move. Formed in 2014,
the Alliance is a unique body of hospitals, home
health organizations, skilled nursing facilities,
and independent physician groups, all supported
by the California quality improvement organi-
zation, Health Services Advisory Group. The
District serves as its CBO representative. His-
torically, CBOs had not been part of the health-
care continuum and some Alliance members had
difficulty relating to a social model of care in its
network. The Alliance hospitals were very pro-
gressive in their vision by appointing the District
to the Alliance’s Steering Committee as an equal
partner. The hospitals provided consistent mes-
saging to Alliance members that social issues are
health issues and emphasized the value of hav-
ing a community-based partner. The District was
also able to gain greater insight to health sector
barriers for integrated care and take an active
role in solutions.

Three years ago, the Alliance’s mission
made no mention of CBOs. Today, the mission is
explicit in the integration of long-term services
and supports (LTSS) into the healthcare con-
tinuum to improve health outcomes and reduce
hospital admissions. Alliance members have
become advocates who support policy changes
for LTSS integration into the care continuum.

With Alliance member partnerships, the Dis-
trict has gained strategic positioning, which has
resulted in innovative contracts and grants to
test new approaches to care. CMHS, an Alliance
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hospital member, recently applied to the Hospital
Association of Southern California to participate
in a three-year Person-Centered Care Initiative,
and selected certain Alliance partners to partici-
pate in the initiative, confident that these agen-
cies shared a common vision of improving care.
The District was included in this effort.

Dignity Health, an Alliance hospital mem-
ber, is leading the development of a social inno-
vations project and selected the District as a
project partner. The project introduces stu-
dents from a local university to the healthcare
continuum in order to achieve the following:
to promote older patients’ productive recovery
and greater self-determination as they are dis-

‘Continuous quality improvement
accreditation increased the District’s
credibility as a quality care provider.

charged from the hospital; to reduce inappro-
priate or over-use of care; to decrease isolation
and increase self-empowerment; and to enhance
geriatric competence in the future healthcare
workforce. The District’s role in this contract is
to provide community resource education to the
students and weekly student coaching.

Recently, Ventura County’s Medicaid man-
aged care program released funding to address
the social determinants of health and increase
access to quality care. The District was funded
to test a new thirty to ninety-day intervention
based on acuity of targeted older adults and per-
sons with disabilities being discharged from
skilled nursing facilities or from home health,
and being at high risk of readmission to a higher
level of care without linkages to critical social
community supports. The District partnered
with seven Alliance members based on their
interest in building Medicaid capacity and test-
ing new care models.

As the District increased its dialogue with
health plans, it became aware that continuous
quality improvement accreditation increased its



credibility as a quality care provider, and that
it could better prepare itself for the needs of
vulnerable Medicare-Medicaid populations, as
well as distinguish itself from others entering
the marketplace. When the National Commit-
tee for Quality Assurance developed accredi-
tation in LTSS case management, the District
became an early adopter.

The District’s mission is to be a highly re-
spected, preferred partner in Ventura County’s
healthcare continuum by providing valuable,
effective, measurable, and integrated community-
based health services. Today, the District’s value
as a CBO is demonstrated in its varied contracts
as a subcontractor in a statewide network with
anational health plan and a lead organization
in a local network of evidence-based health pro-
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motion program providers. The District also has
secured multiple sole contracts with local man-
aged care, and has become the partner of choice
in contracts with other local healthcare providers.
Looking back, it is amazing to see the dis-
tance the District has traveled from its initial
experience with the Linkage Lab to now. This
journey necessitated a fundamental grounding in
business practices to map the vision, reciprocal
learning from like-minded visionaries and fear-
less partners—as well as with the tenacity to nav-
igate the detours along the way. Y4
Sue Tatangelo has a master’s degree in Organizational
Management and is the chief resource officer at the
Camarillo Health Care District in Camarillo, California.
She can be contacted at statangelo@camhealth.com.

Economic and Social Inequality in America
Karen D. Lincoln, Guest Editor

Levels of economic inequality have hit unprecedented levels and
are rising. In 2014, the average income of the lowest 90 percent of
U.S. households was about $33,000, compared to the top 1percent,
which was more than $6 million. This extreme disparity in income
and wealth distribution has a distinct impact on older adults. More
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than 6.4 million older adults live below the Federal Poverty Line, and
economic insecurity is concentrated among older women and people
of color. We now recognize that economic inequality is due to a con-
vergence of factors—political, social, and economic—that intersect
to contribute to the problem. Racism and sexism, lack of healthcare
access and educational opportunities, and environmental risks

and hazards all contribute to inequality—particularly among those
affected by more than one of these issues. How older adults experi-
ence inequality is the result of a lifetime of experiences. This issue of
Generations will explore the societal factors that create and maintain
economic and social inequality among older adults, and feature
articles on programs designed to ameliorate them.
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ASA/USC Online Courses Continue in 2018!

ASA and the University of Southern California Leonard Davis School of Gerontol-
ogy are partnering again to bring you four courses pertinent to your work with
older adults in a flexible online format.

e Understanding Abuse and Neglect

e Prevention of Abuse and Neglect

¢ Fundamentals of Gerontology

® Managing Health and Chronic Conditions in Older Adults
Successful participants will earn a certificate of completion from USC, and CEUs are
offered from select accreditation providers.
The cost of each five-week online program and certificate of completion is $500.
All courses will take place April 16-May 18 and August 27-September 28.

“This course presented an incredible amount of information which applies to my job and
home life alike. I appreciate ASA’s commitment to sharing pertinent timely information about
the important aspects in the field of gerontology!”

—~Gina Maguire, Stockton Center on Successful Aging

www.asaging.org/USC-gero

M USC Leonard Davis

Amierican
Society School of Gerontology

on Aging




The SCAN Foundation,
The John A. Hartford Foundation,
the Administration for Community Living,
the Gary and Mary West Foundation,
the Marin Community Foundation, and
the Colorado Health Foundation
have united to fund a three-year grant
to develop and establish
the Aging and Disability Business Institute
(aginganddisabilitybusinessinstitute.org),
housed within n4a. Under the grant, lead
partners ASA andn4aare collaborating on a
three-part series of yearly supplements to ASA's
Generations journal that will help to prepare,
educate, and support aging and disability
community-based organizations and healthcare
payers to provide quality care and services.
This Spring 2018 issue of Generations
serves as the second in that series.
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American
Society
on Aging

Aging and Disability

BUSINESS INSTITUTE

Connecting Communities and Health Care



http://www.thescanfoundation.org/
https://www.johnahartford.org/
https://www.acl.gov/
http://www.westhealth.org/what-we-do/outcomes-based-philanthropy/
https://www.marincf.org/
https://www.coloradohealth.org/
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