Lessons Learned from NJ DSRIP Program
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Overview Results Improvement

Inpatient Reduction in total costs for inpatient admissions of approximately $5,281,689. A

which provides the opportunity of rewards to patients of the Hudson County who have 42% reduction from baseline. Reduction in total cost for inpatient admissions for Charity
been diagnosed with one or more chronic disease that are most sensitive to coordinated Care/Self Pay utilizers by 51%. Inpatient admissions were reduced by 41% % Regular gap analysis performed to identify program
outpatient and acute care. DSRIP initiatives are part of broader Section 1115 Waiver weaknesses and opportunities

programs and provide states with significant funding that can be used to support
hospitals and other providers in changing how they provide care to Medicaid
beneficiaries. There are practical steps that must be put in place while implementing a
DSRIP program and it is essential that the organization address key social-economic
barriers to the attributed patients (34,000 lives attributed to JCMC).

The JCMC Population Health program is an innovative self-management program
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Lack of Nutritional Education

Studies have shown that with incentive-based disease and population management programs
along with the intervention and assistance of a Patient Navigator, there can be a reduction of
health care utilization and significant health behavior changes (Enard, 2013). This program offers
incentives for healthy living and patient navigation services through an established protocol
(Ratner, 2002).
1.Identify eligible member and obtain a signed consent. 2. Upon signing of member consent
for participation, we commence working with patients and design a care plan to encourage
quality of life living; this include but not limited to evidence based practice tools such as a
Risk Stratification assessment, Quality of Life Survey, patient demographic (Phillips, 2004).
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allows them to better manage their health (WllCOX & Bruce, 2010). This includes regular Stratification tool: Scale that assesses disease burden and socioeconomic barriers to care ',f;,ﬁrt:tﬁ:firﬂm -Comimnit'_i' H:;m Trust
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(Klein, 2014). Through these activities the members will earn rewards points. 4. The rewards
points earned served as incentives to promote positive habits and improve self engagement.
Rewards points can be redeemed for Incentive gifts cards that can be used towards
medication purchase, and healthy groceries shopping (Klein, 2014). In addition to the
points participants will also receive a membership card which will allow them to get
discounts with 70+ different vendors in the community (Ratner, 2002). 5. Evidence based
assessment tools are repeated every six months or after a major life event to ensure service
efficiency and member status improvement (Fowles, 2009).
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Healthier Eating habits
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Additional Interventions:

Home Care Services i
Improved Management of Pain

% Strong FQHC Partnerships

Medicaid Application

% 15+ Monthly Patient/Family Support Groups
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¢ 70+ Local Vendor Discount Pool

Patients feels more engaged

Helping the Helper™: An at home program for caretakers of family members with multiple
chronic diseases. Includes survey tools to identify caregiver strain as well as barriers to good
outcomes (e.g. fall potential, hearing and vision problems, cognitive and toileting concerns) and e
attaches next steps/solutions to identified barriers. Lets caretakers earn reward points for their ** Social Media/ Co-branding Events

participation ¢ Chronic Disease Management Find the resources you need and get connected... allin one place!
Shared Decision Support: The informed-patient program that uses videos (EmmiSolutions®)

Inpatient
and targeted efforts to provide education and to generate questions to clinicians prior to e . . . _
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inpatient admissions of approximately $5,281,689. Instructor, Department of Medicine

. .. Email: Louis.Alerte@rwjbh.org
Time frame for analysis is from January 2011 to March 2017 Phone: 551.200.2051

Environmental Housecall™: An in home review of hazards including CO levels, fire and fall
hazards, lead paint, mold/mildew, etc. especially for asthmatic members in the community. An
action plan with recommendations is generated for the member following each visit. Essential Months (n =2317)
supplies, such as mattress/pillow covers and anti-allergen spray, are delivered to the member at
no cost to them

+* Lunch & Learn Sessions

Contact

Race to Zero™: A palliative care program that works to relieve the seven common symptoms
that cause disease, including pain. Currently an in-patient focus but have trained home care
agencies to continue when patients are discharged to their



