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Webinar agenda

Webinar Agenda

Guild will share their approach to population health
management

DHS staff will provide information on three remaining
partner portal reports

DHS staff will demonstrate how to export partner
portal data to Excel

DHS will provide information on upcoming events

The agenda for this webinar includes the following:

Casey Langworthy from Guild Incorporated will share her organization’s perspectives and approach in using data
to guide the delivery of BHH services in a more effective and efficient way for the people they serve.

We will provide information on the remaining three partner portal reports that were not covered in the first
webinar, including some ideas for how to use the data for population health management. We will also

demonstrate how to export the partner portal data to Excel so that providers can better sort and manage the
information for their own use.



Review of previous webinar

Review of Previous Webinar

Reviewed principles of PHM

Discussed how PHM supports
delivery of BHH services

Highlighted how partner portal may
support PHM

As a quick review, during the first webinar in this series:

e We reviewed the principles of population health management (PHM).

e We discussed how PHM supports the delivery of BHH services.

e We highlighted some of the components and features of the DHS Partner Portal that support population
health management.



Guild Incorporated

Provider Approach to PHM

Guﬂd
incorporaed
A8dng UpLons

Casey Langworth, BHH services integration specialist at Guild, Inc., will share the organization’s perspectives and
approach in using their data to guide the delivery of BHH services.



Guild’s approach: Getting Started

Guild’s Approach to PHM: Getting Started

Getting started

* DATA
e What are we already collecting?

e What do we need to be .
collecting?

* What do we have access to?

* Role of BHH services within r‘w 1 L
population health '
e How can we impact health?
e How can we effect change?
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(Transcript of this slide not available)



Guild’s Approach: Getting started

Guild’s Approach to PHM: Getting Started

Clinical data is what we collect Claims data is generated from
internally based on an all providers submitting for
individuals reimbursement (primary care,
assessment and report hospitals, pharmacies, etc)
* Provides detail, point of care e Structured, accurate,
relevance represents full continuum of
¢ Siloed, unstructured care

¢ Not timely, lacks clinical detail

(Transcript of this slide not available)



Guild’s approach: defining population

Guild’s Approach to PHM: Defining Population

All people
=l WALV la V-8 © Basic standards
BHH services

V| eleToJVIETAo s kY * Clinical data: people with diabetes
oEIY-TeNeIsWeF 1Bl * Claims data: high ER visits

Gild

(Transcript of this slide not available)



Sub population: preventative care

Sub Population: Preventative Care

All Active Individuals Receiving
BHH Services at Guild

Interventions: BHH team
engage with individual to
identify
barriers/schedule/attend
appts

Gaps: Date >1 year for
dental/PC, individual
expressed desire to quit

Outcome is defined by
individual having access
to and utilizing

Data tracked: primary
care visit date and dental
visit date

preventative care smoking

(Transcript of this slide not available)



Sub population: people with diabetes

Sub Population: People with Diabetes

All people with a diagnosis of diabetes

e Qutcome desired is A1C within normal limits
and individuals following up on recommended
care

¢ Data tracked: A1C, dates of PC visit
e Gaps: A1C >7, PC visit >6 months

(Transcript of this slide not available)



Guild’s approach: defining population

Guild’s Approach to PHM: Defining Population

Clinical data:
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(Transcript of this slide not available)



Sub population: high emergency room visits

Sub Population: High Emergency Room Visits

All individuals receiving BHH services with 3 or more ER visit in
last reporting period of claims data

e OQutcome desired is to decrease number of ER visits

e Data tracked: individual self-report of ER visits since last BHH
encounter

* |[nterventions: Engage with individuals about ER utilization
(why are they going?), identify gaps in care, assist in care
coordination, promote routine/preventative care alternatives

(Transcript of this slide not available)



Guild’s approach to population health management

Guild’s Approach to PHM: Defining Population
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(Transcript of this slide not available)



Guild’s approach: claim data

Guild’s Approach to PHM: Defining Population

Chronic

Claims data:

ED  Inpatient Prior Total Outpatient

RUB Condition
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(portal data)

(Transcript of this slide not available)



Minnesota Partner Portal

MN DHS Partner Portal

Last 3

How can

artner
pportal we use the How To...
reports reports?

For the rest of this webinar we will discuss the last three reports in the partner portal, some ways these reports
can be used and how to export reports to an excel document.



Chronic condition profile, provider and members lost reports

Portal Reports

hronlc\a /Prowd\ |:/Members\.|

er

r Condition

' | Alert \ Lost ’

\ PrOf'Ie/ \\ / \\ /

Shows the prevalence Shows emergency BHH recipients who

of chronic conditions room visits lost Medicaid
eligibility

The three reports we will cover in this webinar are the chronic condition profile report, the provider alert
report and the members lost report.

The chronic condition profile shows the prevalence of chronic conditions for individuals receiving BHH services
at your organization.

The provider alert report shows emergency room visits by month and year, the number of hospital admissions,
readmissions and the probability of a future inpatient stay.

The members lost report shows individuals that were included in the previous months partner portal reports
but who have now been removed in the current month and the reason for their removal.



Things to remember

Things to Remember about the Partner Portal

Not real time Based on claim Person will Can only view
data & enrollment show up once population as a
data claim is billed & whole in portal

paid

Some things to keep in mind about the partner portal:

Information in the reports is not real-time. Reports are updated at the end of every month.

Information is ONLY pulled from claim and enrollment data; it is limited to those two sources. For example,
information submitted to the MentalHealth Information System (MHIS) is not included.

The reports should not be used as a complete list of your BHH services population because BHH services providers
can only see data on individuals once a claim is billed and paid.

While in the portal, the reports can be used to look at your BHH services population as a whole. They do not work
well for comparing an individual’s progress month-to-month since you can only run and see a report by a single
month at a time and cannot run them by a single individual. However, by exporting the reports to excel, the reports
can be managed so one could pull an individual’s data to a separate spreadsheet or a single row in a portal report
can be copied and pasted to an excel document.

Despite these limitations, the data can be used for population health management. We cover specific examples in the slides to

come.



Chronic Condition

Chronic Condition

Example:

Chronic Condition Description

Depressior

Disarders of Lipid Metal
Rheumat

Age Related Macular Degeneration

T T T T
00% 100% 200% 300% 400% 500% ©00% 700%

I [ % of Members  []% of Benchmark |

80 0%

ci:‘::::n Chronic C'or!dhlon Members Mth!:('r Each item
Eica it : underlined is a

1 Depression 625 5 2
Seizure Disorders 5 4576 link to the list of

3 Hypertension 3z 319 Z S

4 Persi 254 n, (ndividuals under

5 Low Back Pan 177 5103 5 A
Disorders of Lipid this condition

& Uetabolism 157 5128 .

7 Rheumatoid Arthiti 151 4918 and their

8 Bipolar Disorder 121 228 “ e

3 Disbetos Tl ire Condition

10 Schizophrenia 83 321 = on

1 Thpamste RETT Criteria

12 Parknsons Disease 3 5440
Chronic Obstructive

13 Pulmonary Disease 36 7521
Congestive Heart

14 Failure 31 6621
Ischemic Heart

15 Disease 23 722

16 Glaucoma 2 4680
Chronic Renal

17 Falure 14 8975

18 Osteoporosis 10 4655
Human
Immunodeficiency

18 Vius 1 6085
Immunosuppression
Transplant €& 7544
Age Relaled
Macular

21 Degeneration 3 5513

The chronic condition report graph on the left shows the percentage of people a provider is
serving within BHH services who show some indication of that chronic condition. This
percentage is compared with the overall percentage of people in Minnesota enrolled in one
or more Minnesota Health Care Programs (MHCP) with the same chronic condition.



Condition criteria

Chronic Condition — Condition Criteria

Example: \
. Probability .
Recipient _. Last i Condition eSOUrc®  yiomber Hospital Hospital Cheveio
First Name Birthdate AP Utilization Dominant S Condition
Name Criteria Months Admission in 6
Band Count Count
Months
99999999 XV XXOOOXXXXX 01JAN2000 BTH 4 12 0 0018 4
99999999  XOOOOOOXX XXOOXXXXX 01JAN2000 Rx 3 12 0 0.007 1
99999999 XXX XXOOXXXXX 01JAN2000 Rx 3 12 0 0.019 2
99999999  XXOOOOOOXXX XXOOOXKXXXX 01JAN2000 TRT 4 12 1 0.026 4
99999999 XXX XXOOOXXXXX 01JAN2000 ICD 2 12 0 0.010 3
99999999 XXX XXOOOOXXXX 01JAN2000 ICD 2 12 0 0.011 1

NP:  Not present (example above does that show this criteria)

ICD:  ICD code present but no treatment

RX:  taking medication but no condition

BTH: Could have condition based on condition/pharmacy criteria but unlikely being treated
TRT:  Individual is diagnosed and being treated for condition

Here is an example of that list after clicking on any part of the underlined row. The column titled “condition

criteria” defines why this individual is under this condition. The possible reasons an individual might be under this
condition include:

NP: They meet all the criteria but chronic condition is not present,

ICD: The ICD code for that condition is present for this individual but they aren’t being
treatedfor it,

Rx: The individual is taking a medication that can treat that condition but they do not have
that condition diagnosed,

BTH: Individual met condition and pharmacy criteria but it is unlikely the individual is being
treated for the condition OR

TRT: The individual is diagnosed and is being treated for the condition.

19| Page



Using chronic condition profile data

Ideas for Using Chronic Condition Profile Data for PHM

«Portal
SAS Web Report Studio + Members by Chronic Condtion
File View & 17 A
s V] @ Ascending
Wembers 17 & Under vith Deprassion () Descending
Probability
Reclplent FistName  W2%  Birthdate  Conditon Usityation Member oML Hosmil - CVECE ] @ sendine
ame Criteria Band | Months  “ATET  Admissioning TN O Descentine
Months

99999999  XOOOOOXXXX XXOO000MKX 01JAN2000 BTH 4 12 0 0056

99999999 JOOOOOOXXX XOOOOOXXXX 01JANZ000 BTH 4 12 3 0448 8 V| ® Ascending

99996999 XX0O0000XKK XOXOC0X 01JAN200D ICD 2 12 0 0010 3 Obiie

99996999 XX0000000KK XOONN0000CK 01JAN2000 ICD 2 12 0 0011 1

99999999  XOOOOOOOXX XXOOO0OCKK 01JAN2000 ICD 2 12 0 0.011 4

90000000  XOOOOOOKXX XOOXXXXXXXX 01.JAN2000 ICD 2 12 0 0013 3 v| ® Ascending

90099800 JOOOO0CXNNK XOCCO000MX 01JAN2000 ICD B Assign Data ... 0 0010 1 O Do

99999999 JOOOCCOOMXX XIO00000XKX 01JANZ000 ICD e 0 0012 2 SSaEAGOR

99996999 XX0O0000MKX XXO0G0000XK 01JAN00D ICD & Tom 0 0,006 2

99999999 XX00000CKXX XXXXNO00XK 01JAN2000 ICD ok 0 0.007 T ] © ascendin

99999999 XXCOCO0KK XX0U000X 01JAN2000 ICD itof T 0 0.008 2 = e

90999909 JOOOOOXXXX X000 01JAN2000 ICD ¥ Fitter and Rank ... 0 0008 1 ) Descending

90999909 XOOO0OXKXXX X000 01JAN200D ICD 0 0008 3

99999999  XOO000ONXX XXOO0000X 01JAN2000 ICD E conditional Highlighting ... 0 0011 3 v

99998998 XX0C0O0OMK XU0B00C0XK 01JANZ00D ICD 1 Export Table ... 0 0014 5 V| ® sscending

99999999 XX0O0C0XXX XXKXNOO0XX 01JAN2000 ICD 0 0014 1

99999999  XOOCOOOMXX X000 01JAN2000 ICD Data Source Details 0 0.014 4

90999999 JOOOOCKOXX XXOOO000XKK 01JANZ000 ICD properties 0 0015 3

00000800 YVYYYYYYYY YYYYYHNOY 01 1ANanon ien A - n nnts A [ r

< oK Cancel | | Help
hitps/ dh

The chronic conditions profile report could be used to track individuals with certain condition criteria
codes. A provider could decide as a team to track individuals under the depression list that have the
condition criteria “BTH” which — as a reminder from the previous screen — means the condition was
identified by the individual’s diagnosis and pharmacy criteria but likely that person is NOT being treated
for the condition.

A provider may decide to track the people with these codes and assign specific interventions to them to
make sure they start getting regular treatment for their chronic condition.

So a way to track these people may be to create a sub-registry where you track everyone with a BTH
condition criteria and then use the registry to also “close the loop” on referrals for getting them connected
to treatment for their chronic conditions.
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Chronic condition report more ideas

More ldeas....

@ Sort - Intemet Explorer [ R ]
Sort by: A
|chrenic Conattion Count [V] ® Ascending
Descending
Then by:
Probability
= P > Resource Hospital Chronic
[ricno V] @ Ascendine rthdate  SONIMON iiizagion MOMPer  pominant |, HOPIE! - condition
‘ X riteria Months. Admission in ]
Descending Band Count Ao Count
Then by: BANZ000 BTH 4 12 0 0.056
|none Vv ® Ascending ANZ000 BTH 4 12 3 0448 8
ol JAN2000 ICD 2 12 0 0010 3
EcEudx jian2000 ICD 2 12 0 0.011 1
Then by: IAN2000 ICD 2 12 0 0.011 4
m ® JIAN2000 ICD 2 12 0 0012 2
[Nene S Sccendig IANZ000 ICD 8 Assign Data ... 0 0010 1
© Descending BAN2000 ICD Sort Priority s 0 0012 2
Then by: JAN2000 ICD @ o 0 0006 2
~ }/AN2000 ICD o 0 0.007 3
Irhne |V (@ Ascending § AN2000 ICD rcent of Tatal 0 0.008 2
(_! Descending MANZ000 ICD P Filter and Rank ... 0 0008 1
. JAN2000 ICD 0 0008
ifhen by: ] v| lanzoon ico 3] conditional Highlighting ... | 0 0011 3
None V] ® Ascending paN2000 ICD 1 Export Table .. 0 0014 5
AN200D ICD 0 0014 1
AN2000 ICD Data Source Details 0 0.014 4
iAN2000 ICD properties 0 001 a
\ananan 0 SpApee . ot
&] Cancel Help
| Cancel || H

Another example of how to use the chronic condition report is to stratify the complexity of
your population based off of that data. So you might choose three different complexity levels:

e 0-1 chronic conditions range means low complexity
e 2-3 chronic condition range means medium complexity
e 4+ range means high complexity

You could then develop standard follow-up protocols for each complexity level that all team
members would need to follow.
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Using data to stratify complexity of population

Using data to stratify complexity of population
MEDIUM
COMPLEXITY
(2-3 conditions)

- e Yy
personal personal personal
— contact at least — contact at least — contact at least
1x/month 2x/month 3x/month
.~ e .~/
. ™ 'S It f N
face-to-face face-to-face face-to-face
'— contact every 6 — offered every 3 '— offered every
months months month
S 00000/ A

An example of standard follow-up protocols could be:

e For the low-complexity range, a BHH team could continue the standard follow-up
requirements set forth by DHS, having a personal contact with the person or identified
support at least once permonth.

e For medium-complexity a BHH team could decide they want to follow-up with these people
two times per month, with a face-to-face contact offered every three months.

e And then for high-complexity, a BHH team might decide they want to follow up with this
group, at minimum, with a personal contact three times per month, offering a face-to-face as
one ofthose contacts every single month.

22| Page



Provider alert report

Example:
«Portal

SAS Web Report Studio « Provider Alert Report
Fle View = 17

»
State of Minnesota DHS - Behavioral Health Home Portal

Provider Alert Repart

BHH Clinic & NPt. Sample BHH 1111111111
Run Month: JUL2018

Provider Alert Report

[Ta

Recipient
1D

999993999
99999999
99900999
99999909
99999999
99999929
99999999
00099309
99999999

The provider alert report shows the emergency department visits for a providers BHH population
in the last month and year, the number of readmissions in the last month and year and the

Date of

First Name MI LastName Birthdate County Last BHH

Visit
0000 01JAN2000 County_01 DOFEB2018
XOOCOOOK 01JAN2000 County_01 15JUN2018
XOOCOCONKK 01JAN2000 County 01 30APR2018
200000000 01JAN2000 County 02 31MAY2018
XO00CCON 01JAN2000 County_03 270CT2017
X0OCOCO0K 01JAN2000 County_D4 11APR2018
KOO0 01JAN2000 County_05 14JUN2018
XXOO0XXK 01JAN2000 County 06 07MAY2018
XRCOOCKKKX 01JAN2000 County_06 12JUN2018

probability of an inpatient admission.

Interpreter

N
N
N
N
N
N
N
N
N

Number of Numb
ED Visits - ED Visits -
Month 12 Months

Tk [ b KD ik b

of

Number of N

i
[N I PPN

mber of  Number of

- Month -12Months

Cmom0oCcO0OO0O0

Cmoaacooo

—Month

cooooocooo

Inpatient
Hospital
Pprobability
0437
0.061
0.346
0.041
0307
0079

0026
0110
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Provider alert report

Ideas for Using Provider Alert Report Data for PHM

MEDIUM COMPLEXITY
(2 ER or IP re-admits in

60 days)
Y -
personal personal
—f contact at least — contact at least
2x/month 3x/month
' IS
face-to-face face-to-face
i offered every 3 - offered every
months month
N~/ L

The same kind of stratification process outlined for the chronic condition profile report could be done using
the ER visit and hospital admission data from the provider alert report.

People could be placed at different complexity levels with associated follow-up protocols and interventions
based on a chosen number of ED visits or hospital readmissions within a certain timeframe. For example, an
integration specialist could send out a report of the provider alert data once a month to the entire BHH team.
Team members could decide, as a stratification protocol, that anyone with two ER or inpatient re-admits in
the previous 60 days would be automatically changed to medium complexity. And maybe anyone with three
or more ER or inpatient re-admits in the last 60 days will be automatically changed to high complexity. Then
follow up with protocols and associated interventions in place for each complexity level.

This data could continue to be used to keep track of ER visits and inpatient readmissions, to see if people’s
visits and readmissions are going down because of the protocols and interventions in place. If they aren’t going
down, it may be worth trying new follow-up protocols or trying new population-based interventions.
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Members Lost report

Members Lost

Example: There were no BHH claims submitted within last year

4 Portal
SAS Web Report Studio . Members Lost Person no longer has MHCP eligibility in current
File View & & report run month

»
State of Minnesota DHS - Behavioral Health Home Portal Individual has passed away
Members Lost

Most recent BHH claim was submitted by a different
provider

BHH Clinic & NPI: Sample BHH 1111111111

ReportMonth  RecipientID ReasonLost DeathDate  Date of Last BHH Visit Last Billed BHH Provider Name
SEP2016 99999999 Lost to other BHH . 01JUL2016 0909999999 Clinic_2
SEP2016 99999999 Lost to other BHH 02AUG2016 9999999999 Clinic_1

Members Lost report shows the BHH individuals who have been removed from BHH services in
the current month for any of the following reasons:

e There were no BHH services claims submitted within the last year.

e The individual no longer has MHCP eligibility in the current report run month
e The individual has passed away

e The most recent BHH services claim was submitted by a different provider

If a BHH provider tries to run this report and their agency isn’t listed, this means that your
agency hasn’t had an occurrences of members lost in the last monthly cycle.
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Using the members lost report

This data could be used to identify individuals who lose their eligibility on a consistent basis and
be prepared to offer a population-based intervention to help people complete paperwork. A BHH
provider could offer quarterly educational groups to give tips on how people can, for example,

Ideas for Using Members Lost Data for PHM

Dec2016 XXXXXXXXX
Aug2017 XXXXXXXXX
Sep2017 XXXXXXXXX
Apr2017 xxxxxxxxx
Sep2017 XXXXXXXXX
Jan2017 XXXXXXXXX
Dec2016 XXXXXXXXX
Jan2017 XXXXXXXXX
Dec2017 XXXXXXXXX
Feb201703358063

Dec2017 xxXXXXXXXX
Mar2017 XxXXXXXXXX
Feb2017 xxxXXXXXX
Mar2018 xxXXXXXXXX
ApPr2018 xxxXXXXXX
Apr2018 xxxXXXXXXX
May2018 xxXXXXXXX

Lost Eligibility
Last Visit > Year
Deceased

Lost Eligibility
Last Visit > Year
Lost to other BHH
Lost Eligibility
Lost Eligibility
Last Visit > Year
Lost Eligibility
Last Visit > Year
Lost Eligibility
Lost Eligibility
Last Visit >Year
Last Visit > Year
Last Visit > Year
Last Visit > Year

20Jul2016 1548337355

20Jul2016 1548337355
22Aug2016 1548337355
22Aug2016 1548337355
22Aug2016 1548337355
235ep2016 1548337355
265ep2016 1548337355
08NoV2016 1548337355
08NOV2016 1548337355
08NOV2016 1548337355
11Nov2016 1548337355
29N0v2016 1548337355

17)an2017 1548337355
09Feb2017 1548337355
07Mar2017 1548337355
16Mar2017 1548337355
13Apr2017 1548337355

Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc
Sample Inc

keep better track of when and how to complete Medicaid paperwork.
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Exporting partner portal reports to excel

Exporting |
partner HON TOQQQ

portal

reports
to Excel

Exporting reports to excel can allow the BHH provider to manage the data to pull information on
single BHH individuals or a group of individuals that share similar traits.
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How to export reports

SAS Web Report Studio

Example:

1 hape-wawscilcoft com...

file View &

To export the report after it has run, first right-click on the report and choose “Export Table,” as

shown in screenshot.

-

“How to” — Exporting Report

Ut » [ Trial Relstions Canterfo_ ] SAS Web Repore Studio Vi

Provider Alert Report

State of Minnesota DHS - Behavioral Health Home Portal

Provider Aert Report

BHH Cinic & NP Sample BHH 1111111111

B hitpe- v sambea gov- -

Eugens v [} Veting - Mantimaser 5 Request Entry Concole

[T a

Run Month JUL2018
Date of Number of Number of Numberof Number of Numberof  Inpatient
ReCPI®O FirstName MI LastName Birthate County LastBHH 'Neibaers EDMsits- ED Visits — Hospital
Visit Month 12 Months - Month ~-12Months -Month  Pprobabill
99999999 J00000CK0K X 300000000 01.AN2000 County_01 0SFEB2018 N 1 1 0 0 0 04
G X O1JANR000 County 01 15JUN2018 N 1 1 0 0 0 0.0
99999999 JOOOOACNNK X XXO000KNK 01AN2000 County_01 30APR2018 N 4 0 0 0 03
99999999 JO0000COK X JO000000KK 01AN2000 County_02 3IMAY2018 N | B assign Data 0 0 0 00
93999999 J00000CO0K X 30000000 01UAN2000 Caunty_03 270CT2017 N Sort Priority e 0 1 0 03
SRR X O1JAN2000 County 04 11APR20IE N |y o) 1 1 0 00
99999999 J0000CCO0K X X000000KK (1JAN2000 County_(5 14JUN2018 N 0 0 0
99999999 JO00O0CNNKK X XOO0KK0NK 01AN2000 County_06 07MAY2018 N Porwnt of Total ;. 1 1 0
99999999 J0000C00C0K X X0000000K 01.AN2000 County_06 12JUN2018 N TP Filter and Rank ... 0 0 0
Q099594 X 3000000000 01AN2000 County 06 26JUN2018 N | 0 2 0
99999999 JO0OOAONKK X XX000KKX 01AN2000 County_06 27APR2018 N | 8] Conational Hghighting m
K95 X 01JAN2000 County 06 20DEC2017 N i ExportTalie ...
9990993 X0000000CK X XO0000000K 01AN2000 Geunty_06 07NOV201T Y
99999999  XO0000COK X X00000KKK 01JAN2000 County_07 01MAY2018 N Dats Scurce Details 0 0
9999999 X 01JAN2000 County 07 28FEB2018 N Froperties 0 0
X O01JAN2000 County 07 28JUL2017 N o 0
9999999 X000 X X000000XK 01IAN2D00 Ceunty_07 3IMAY2018 N 1 0 0 0

28| Page



Exporting reports, continued

“How to” — Exporting Reports

& Export - Internet Explorer = @ % [}

Rows: Columnz:
! All rows ® All columns
_'Rows ) Sdected clumns:
From

o:\ To:

S

Obpoto: R N ~

BExcd (*.xls) v

0K Cancel Help

Click “OK” to choose the default options OR choose to export specific rows or columns in the
pop-up window.

To export specific rows, click the “rows” radio button in the pop-up window and enter the range
of rows you wish to export.

Choose specific columns to export by clicking “select columns” on the upper right corner of the
pop up window. When that radio button is chosen, check the columns to export from the
report. For example, use this option when running the care management report. Note, this
report has 3+ pages of columns; a BHH team may only want to view a few of the columns.

After export selections have been made, click “OK.”
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Opening exported report

“How to” — Exporting Reports

4

Internet Explorer

| What do you want to do with sasExportZW0Q.xIsx?

From: mnpartnerportal.dhs.mn.gov

= Open

The file won't be saved automatically.
= Save

< Saveas

I, Cancel

The next pop-up screen will show open, save or save as. Any option can be chosen
here. If you choose “open,” the report can be saved later to your desired location.
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Reports in excel

Once the report is exported it will look similar to this example. From here the report can edited

as needed.

Example:

1
E]
4
5
6
2
9

10
11
12
13
14
15

71

A

(39399393
fa9393392
fa9393392
fa9393392
fa9393392
fa9393392
fa9393392
fa9393392
fa9393392
fa9393392
59393395
59393395
59393395
39595595
39595595
59393395
59393395
59393395
f59393395

OO0 X
SO0CCCO0CK X
SO0CCCO0CK X
SO0CCCO0CK X
SO0CCCO0CK X
SO0CCCO0CK X
SO0CCCO0CK X
SO0CCCO0CK X
SO0CCCO0CK X
SO0CCCO0CK X
SOOOCSO0CK X
SOOOCSO0CK X
SOOOCSO0CK X
SOOOCSO0CK X
SOOOCSO0CK X
SOOOCSO0CK X
SOOOCSO0CK X
SOOOCSO0CK X
SOOOCSO0CK X

phetee o]
AOCCCO
AOCCCO
AOCCCO
AOCCCO
AOCCCO
AOCCCO
AOCCCO
AOCCCO
AOCCCO
HAOOOO
HAOOOO
HAOOOO
HAOOOO
HAOOOO
HAOOOO
HAOOOO
HAOOOO
HAOOOO

0L1an2000 County_
0L1an2000 County
0L1an2000 County |
0L1an2000 County |
0L1an2000 County |
0L1an2000 County
0L1an2000 County |
0L1an2000 County |
0L1an2000 County |
0L1an2000 County
0L1an2000 County_
0L1an2000 County_
0L1an2000 County_
0L1an2000 County
0L1an2000 County_
0L1an2000 County_
0L1an2000 County_
0L1an2000 County
0L1an2000 County_

“How to” — Exporting Repor

0SFeb20as N
150undols N
30ApPrI01E N
31May2018 N
2702017 N
11Mprlols N
14unlo1s N
07May2018 N
12unlols N
260und0ls N
ITApPr2018 N
23Dec2017 N
07Nov201T ¥
01May2018 N
23Feh2018 N

23Jul2017 N
31May2018 N
0552p2017 N
30Nov201T N

Minnesota Department of Human Services | mn.gov/dhs

- R R R R R R R R R R R SR - R R R TR

&k e e

-

¥

W W e W e Wt

31| Page



Thank you

m DEPARTMENT OF
HUMAN SERVICES

Thank youl!

Questions?
Megan Seifert

megan.seifert@state.mn.us
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	The agenda for this webinar includes the following: 
	 
	Casey Langworthy from Guild Incorporated will share her organization’s perspectives and approach in using data to guide the delivery of BHH services in a more effective and efficient way for the people they serve. 
	 
	We will provide information on the remaining three partner portal reports that were not covered in the first webinar, including some ideas for how to use the data for population health management. We will also demonstrate how to export the partner portal data to Excel so that providers can better sort and manage the information for their own use. 
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	As a quick review, during the first webinar in this series: 
	 
	 We reviewed the principles of population health management (PHM). 
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	Casey Langworth, BHH services integration specialist at Guild, Inc., will share the organization’s perspectives and approach in using their data to guide the delivery of BHH services. 
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	For the rest of this webinar we will discuss the last three reports in the partner portal, some ways these reports can be used and how to export reports to an excel document. 
	Chronic condition profile, provider and members lost reports 
	Figure
	 
	The three reports we will cover in this webinar are the chronic condition profile report, the provider alert report and the members lost report. 
	 
	The chronic condition profile shows the prevalence of chronic conditions for individuals receiving BHH services at your organization. 
	 
	The provider alert report shows emergency room visits by month and year, the number of hospital admissions, readmissions and the probability of a future inpatient stay. 
	 
	The members lost report shows individuals that were included in the previous months partner portal reports but who have now been removed in the current month and the reason for their removal. 
	 
	 
	Things to remember 
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	Some things to keep in mind about the partner portal: 
	 Information in the reports is not real-time. Reports are updated at the end of every month. 
	 Information in the reports is not real-time. Reports are updated at the end of every month. 
	 Information in the reports is not real-time. Reports are updated at the end of every month. 

	 Information is ONLY pulled from claim and enrollment data; it is limited to those two sources. For example, information submitted to the Mental Health Information System (MHIS) is not included. 
	 Information is ONLY pulled from claim and enrollment data; it is limited to those two sources. For example, information submitted to the Mental Health Information System (MHIS) is not included. 

	 The reports should not be used as a complete list of your BHH services population because BHH services providers can only see data on individuals once a claim is billed and paid. 
	 The reports should not be used as a complete list of your BHH services population because BHH services providers can only see data on individuals once a claim is billed and paid. 

	 While in the portal, the reports can be used to look at your BHH services population as a whole. They do not work well for comparing an individual’s progress month-to-month since you can only run and see a report by a single month at a time and cannot run them by a single individual. However, by exporting the reports to excel, the reports can be managed so one could pull an individual’s data to a separate spreadsheet or a single row in a portal report can be copied and pasted to an excel document. 
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	Despite these limitations, the data can be used for population health management. We cover specific examples in the slides to come. 
	Chronic Condition 
	 
	Figure
	The chronic condition report graph on the left shows the percentage of people a provider is serving within BHH services who show some indication of that chronic condition. This percentage is compared with the overall percentage of people in Minnesota enrolled in one or more Minnesota Health Care Programs (MHCP) with the same chronic condition. 
	Condition criteria 
	Figure
	Here is an example of that list after clicking on any part of the underlined row. The column titled “condition criteria” defines why this individual is under this condition. The possible reasons an individual might be under this condition include: 
	 NP: They meet all the criteria but chronic condition is not present, 
	 NP: They meet all the criteria but chronic condition is not present, 
	 NP: They meet all the criteria but chronic condition is not present, 
	 NP: They meet all the criteria but chronic condition is not present, 

	 ICD: The ICD code for that condition is present for this individual but they aren’t being treated for it, 
	 ICD: The ICD code for that condition is present for this individual but they aren’t being treated for it, 

	 Rx: The individual is taking a medication that can treat that condition but they do not have 
	 Rx: The individual is taking a medication that can treat that condition but they do not have 



	that condition diagnosed, 
	 BTH: Individual met condition and pharmacy criteria but it is unlikely the individual is being treated for the condition OR 
	 BTH: Individual met condition and pharmacy criteria but it is unlikely the individual is being treated for the condition OR 
	 BTH: Individual met condition and pharmacy criteria but it is unlikely the individual is being treated for the condition OR 
	 BTH: Individual met condition and pharmacy criteria but it is unlikely the individual is being treated for the condition OR 

	 TRT: The individual is diagnosed and is being treated for the condition. 
	 TRT: The individual is diagnosed and is being treated for the condition. 



	  
	Using chronic condition profile data 
	 
	Figure
	The chronic conditions profile report could be used to track individuals with certain condition criteria codes. A provider could decide as a team to track individuals under the depression list that have the condition criteria “BTH” which – as a reminder from the previous screen – means the condition was identified by the individual’s diagnosis and pharmacy criteria but likely that person is NOT being treated for the condition. 
	A provider may decide to track the people with these codes and assign specific interventions to them to make sure they start getting regular treatment for their chronic condition. 
	So a way to track these people may be to create a sub-registry where you track everyone with a BTH condition criteria and then use the registry to also “close the loop” on referrals for getting them connected to treatment for their chronic conditions.  
	  
	Chronic condition report more ideas 
	Figure
	Another example of how to use the chronic condition report is to stratify the complexity of your population based off of that data. So you might choose three different complexity levels:  
	 0-1 chronic conditions range means low complexity 
	 0-1 chronic conditions range means low complexity 
	 0-1 chronic conditions range means low complexity 
	 0-1 chronic conditions range means low complexity 

	 2-3 chronic condition range means medium complexity 
	 2-3 chronic condition range means medium complexity 

	 4+ range means high complexity 
	 4+ range means high complexity 



	 
	You could then develop standard follow-up protocols for each complexity level that all team members would need to follow. 
	  
	Using data to stratify complexity of population 
	Figure
	An example of standard follow-up protocols could be: 
	 For the low-complexity range, a BHH team could continue the standard follow-up requirements set forth by DHS, having a personal contact with the person or identified support at least once per month. 
	 For the low-complexity range, a BHH team could continue the standard follow-up requirements set forth by DHS, having a personal contact with the person or identified support at least once per month. 
	 For the low-complexity range, a BHH team could continue the standard follow-up requirements set forth by DHS, having a personal contact with the person or identified support at least once per month. 
	 For the low-complexity range, a BHH team could continue the standard follow-up requirements set forth by DHS, having a personal contact with the person or identified support at least once per month. 
	 For the low-complexity range, a BHH team could continue the standard follow-up requirements set forth by DHS, having a personal contact with the person or identified support at least once per month. 

	 For medium-complexity a BHH team could decide they want to follow-up with these people two times per month, with a face-to-face contact offered every three months. 
	 For medium-complexity a BHH team could decide they want to follow-up with these people two times per month, with a face-to-face contact offered every three months. 

	 And then for high-complexity, a BHH team might decide they want to follow up with this group, at minimum, with a personal contact three times per month, offering a face-to-face as one of those contacts every single month. 
	 And then for high-complexity, a BHH team might decide they want to follow up with this group, at minimum, with a personal contact three times per month, offering a face-to-face as one of those contacts every single month. 




	Provider alert report 
	 
	Figure
	The provider alert report shows the emergency department visits for a providers BHH population in the last month and year, the number of readmissions in the last month and year and the probability of an inpatient admission. 
	Provider alert report  
	Figure
	The same kind of stratification process outlined for the chronic condition profile report could be done using the ER visit and hospital admission data from the provider alert report. 
	People could be placed at different complexity levels with associated follow-up protocols and interventions based on a chosen number of ED visits or hospital readmissions within a certain timeframe. For example, an integration specialist could send out a report of the provider alert data once a month to the entire BHH team. Team members could decide, as a stratification protocol, that anyone with two ER or inpatient re-admits in the previous 60 days would be automatically changed to medium complexity. And m
	This data could continue to be used to keep track of ER visits and inpatient readmissions, to see if people’s visits and readmissions are going down because of the protocols and interventions in place. If they aren’t going down, it may be worth trying new follow-up protocols or trying new population-based interventions. 
	  
	Members Lost report 
	 
	Figure
	Members Lost report shows the BHH individuals who have been removed from BHH services in the current month for any of the following reasons: 
	 
	 There were no BHH services claims submitted within the last year. 
	 There were no BHH services claims submitted within the last year. 
	 There were no BHH services claims submitted within the last year. 
	 There were no BHH services claims submitted within the last year. 
	 There were no BHH services claims submitted within the last year. 

	 The individual no longer has MHCP eligibility in the current report run month 
	 The individual no longer has MHCP eligibility in the current report run month 

	 The individual has passed away 
	 The individual has passed away 

	 The most recent BHH services claim was submitted by a different provider 
	 The most recent BHH services claim was submitted by a different provider 




	 
	If a BHH provider tries to run this report and their agency isn’t listed, this means that your agency hasn’t had an occurrences of members lost in the last monthly cycle. 
	Using the members lost report 
	 
	Figure
	This data could be used to identify individuals who lose their eligibility on a consistent basis and be prepared to offer a population-based intervention to help people complete paperwork. A BHH provider could offer quarterly educational groups to give tips on how people can, for example, keep better track of when and how to complete Medicaid paperwork. 
	Exporting partner portal reports to excel 
	 
	Figure
	Exporting reports to excel can allow the BHH provider to manage the data to pull information on single BHH individuals or a group of individuals that share similar traits. 
	How to export reports 
	 
	Figure
	To export the report after it has run, first right-click on the report and choose “Export Table,” as shown in screenshot. 
	Exporting reports, continued 
	 
	Figure
	 
	 
	Click “OK” to choose the default options OR choose to export specific rows or columns in the pop-up window. 
	To export specific rows, click the “rows” radio button in the pop-up window and enter the range of rows you wish to export. 
	Choose specific columns to export by clicking “select columns” on the upper right corner of the pop up window. When that radio button is chosen, check the columns to export from the report. For example, use this option when running the care management report. Note, this report has 3+ pages of columns; a BHH team may only want to view a few of the columns. 
	After export selections have been made, click “OK.” 
	Opening exported report 
	 
	Figure
	The next pop-up screen will show open, save or save as. Any option can be chosen here. If you choose “open,” the report can be saved later to your desired location. 
	Reports in excel 
	 
	Figure
	Once the report is exported it will look similar to this example. From here the report can edited as needed. 
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