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Reducing Risk for Communities
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Definition of Care Coordination 

“Care coordination is the deliberate organization of 
patient care activities between two or more 
participants (including the patient) involved in a 
patient's care to facilitate the appropriate delivery of 
health care services. Organizing care involves the 
marshalling of personnel and other resources needed 
to carry out all required patient care activities and is 
often managed by the exchange of information among 
participants responsible for different aspects of care."

AHRQ Care Coordination Measures Atlas Update, June 2014
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Direct 

Services = 

Intervention

Community 

Care 

Coordination = 

home based

Community Care Coordination – care coordination 

provided in the community; confirms connection 

to health and social services.

A Community Care Coordinator:

• Finds and engages at-risk individuals

• Comprehensive risk assessment

• Confirms connection to care

• Tracks and measures results

Care 

Coordination = 

clinic based



Role of a Care Manager in PCMH

• Often a nurse or social worker

• Develops and monitors individualized care plans for 
patients

• Provides patient education and training in self-
managements skills

• Coordinates care with other providers and settings

• Connects patient to community resources and social 
services

• Participates in QI activities in the practice

Annals of Family Medicine, Vol. 11, No. 1, January/February 2013



Role of a Community Care 
Coordinator

• Many different types of professionals, including:

• Community health workers

• Social workers

• Behavioral health case managers

• Nurses          

• Meets face to face with clients in a community setting, 
including the home.

• Connects patient to community resources, social services 
and health services.

• Provides education and monitors care plans.

• Works collaboratively with care managers in a variety of 
settings – managed care, PCMHs, hospitals



Why do we need Community Care 
Coordination?

•More than ½ of patients can’t state their 
diagnosis when leaving the hospital.

•More than ⅓ of patients can’t explain their 
medications.

•Less than ½ of patients saw a primary care 
physician within 2 weeks of leaving the 
hospital.

•1 in 5 patients has an adverse event 
transitioning from hospital to home.  2 out of 
3 events are related to prescriptions!





Care Coordination

“While all experts with whom we spoke agreed that better 

communication with community organizations and social services is 

critical, especially for Patient Centered Medical Homes (PCMHs) 

that focus on treating low-income patients or frail elders, many 

describe the connections with the broader community as the 

most challenging for the medical neighborhood at large.

. . . connections between primary care and community 

services . . . simply are absent or highly fragmented and 

disorganized.”

AHRQ #11-0064:  White Paper on Coordinating Care in the 
Medical Neighborhood
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To eliminate health and social disparities in our community by 

finding those at risk, connecting them to care, and measuring 

the outcomes.  





CHW Certification in Ohio
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• Ohio certification of CHWs began in July 2004 (legislation), 
law regulating CHWs signed in 2005

• Based on 6 competency areas (230 hours: 100 didactic and 
130 practicum)

• “certificate to practice”
• 15 hours of continuing education every 2 years

http://www.nursing.ohio.gov/index.htm
http://www.nursing.ohio.gov/index.htm
http://www.nursing.ohio.gov/index.htm
http://www.nursing.ohio.gov/index.htm
http://www.ohio.gov/


Initial Results
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Disappointing . . . . . . . No change in 
data.

Hard to capture all of the work CHWs 
were doing.

. . . . . . .Needed a better strategy!



“Typical” Family at Risk

Marisol, 28

Marcus, 6 

• Needs new medical 

home

• Frequent ED visits

• No asthma action 

plan

• Struggling at 

school

• Pregnant

• Lost housing

• Car isn’t 

working well

• Afraid of 

losing job

Mrs. Garcia

• One bedroom 

apartment

• Works part-

time

• Type 2 

Diabetes

• Smoker



Current Community Care Coordination

HHS MEDICAID 

MANAGED

CARE

CHILD 

PROTECTIVE 

SERVICES

HEALTH 

PLAN

Marisol Mrs. Garcia

Multiple care coordinators involved –

limited communication

Marcus

CHILDRENS HOSPITAL
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Comprehensive Risk 

Assessment

Assign 

Pathways

Track/Measure Results 

(Connections to Care)

Foundation of the Model.

Step 1: 

Find

Step 2: 

Treat

Step 3: 

Measure
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Data Collection



Find:  Comprehensive Risk Assessment

Standard Data 

Collection:

• Client Profile

• Initial Checklist 

(enrollment)

• Ongoing Checklist 

at each face-to-

face visit



Treat:  Risk = Pathways (PW)

20 Standard 

Pathways:

• One risk factor at a 

time

• Outcome achieved 

= finished PW & 

Payment!

• Outcome not 

achieved = finished 

incomplete PW



• Adult Education

• Employment

• Health Insurance

• Housing

• Medical Home

• Medical Referral

• Medication Assessment

• Medication 

Management

• Smoking Cessation

• Social Service Referral

• Behavioral Referral

• Developmental 

Screening

• Developmental Referral

• Education

• Family Planning

• Immunization 

Screening

• Immunization Referral

• Lead Screening

• Pregnancy

• Postpartum

20 Core Pathways – National Certification
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Measure
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Track and Measure Progress with Pathways

Name Medical 

Home

Pregnancy Social Service

CHW A 5 2 10

CHW B 1 3 4

CHW C 9 15 18

Site Medical

Home

Pregnancy Social

Service

Agency A 50 25 22

Agency B 64 17 35

Agency C 40 32 19

By Community Care Coordinator

By Agency

• Care Coordinator

• Agency

• HUB

• Community

• Region

• Etc…



Published Study on Results
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Pathway intervention 
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Cost Savings: 

$3.36 for 1st year of 

life; $5.59 long-term 

for every $1 spent



Regional organization 

and tracking of care 

coordination

Community 

HUB

Care 
coordination

agencies
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Community Care 
Coordinator

Client



PREGNANT CLIENT

Click to edit Master text styles
•Second level

• Third level

• Fourth level

• Fifth level

Regional Organization and 
Tracking of Care Coordination

Agency A Agency B Agency C Agency D

CARE 

COORDINATION 

AGENCIES

COMMUNITY 

HUB

• Demographic Intake

• Initial Checklist -- assign Pathways

• Regular home visits – Checklists and Pathways 

completed

• Discharge when Pathways completed (no issues)

CLIENT

CARE COORDINATOR



“Typical” Family at Risk

Marisol, 28

Marcus, 6 

• Medical Home PW

• Medication 

Assessment PW

• Tool – Asthma 

Action Plan

• Social Service 

Referral PW –

Education support

• Pregnancy PW

• Housing PW

• Social Service 

Referral PW –

Transportation

• Employment 

PW

Mrs. Garcia

• Medical 

Referral PW

• Education PW

• Employment 

PW

• Education PW -

Diabetes

• Smoking 

Cessation PW
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HUB

19

HHS

Housing

AAA

Medicare/

Medicaid

Managed Care

State Agencies

County Departments

Private Health Plans

Foundations

Clinics

FQHCs

Hospitals

Physicians

One Care Coordinator for the Entire Family



Distinctions between Pathways & HUB
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Pathways
 Patient-centered, care 

coordination tool

 Identifies and “translates” patient 
risks

 Measured outcomes

 Payments for measured Pathway 
outcomes

Community HUB
 Tracks Pathways (outcomes) 

across agencies

 Eliminates duplication

 Streamlines referrals

 Provide infrastructure for 
community-based care 
coordination

 Involve braided funding –
Pathways can be purchased by 
different funders



Endorsers of the Pathways Community 
HUB Model

The CMS Innovation Center

http://innovation.cms.gov/About/index.html


LBW in Richland County
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Infant Mortality – Richland County
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Richland County Infant Mortality Rate 
2007-2009 and 2010–2012

(3 year trend data)

Richland County White Black

2007 2008 2009 2010 2011 2012

Infant Deaths Total 15 6 14 15 14 6

White Deaths 11 6 12 13 13 5

Black Deaths 4 0 2 2 1 1

Births, Total** 1,606 1,523 1,517 1,339 1,353 1,410

White Births 1,436 1,365 1,353 1,199 1,220 1,260

Black Births 170 158 164 140 133 150
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Percentage of NW Ohio Pathways Clients 

Attending Post-Partum Appointment 

2012-2014

In 2013, 63% of women on 

Medicaid attended post-partum

appointment within 90 days



Medicaid Costs: PER MEMBER PER

MONTH

B4-B1: 6 month periods before the beginning of MPBH (Jan 2011 – Dec 2012)
T1-T3: 6 month periods since MPBH services began (Jan 2013 – June 2014)

: indicates cohort enrollment into MPBH 

$0

$400

$800

$1,200

$1,600

B4 B3 B2 B1 T1 T2 T3

Cohort 1

Cohort 2

Ref: Super-
utilizers

Ref: Multiple
chronic disease
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Key Points in Building a HUB

• The HUB must be a neutral entity in the community and 

cannot employ its own care coordinators.

• There is only one Pathways Community HUB in a 

community or region.

• The HUB must be an independent legal entity or an affiliated 

component of a legal entity.

• The HUB must be based in the community or region it 

serves.

• There must be a Community Advisory Board made up of 

members reflecting the community or region the HUB 

serves.
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Pathways 

Community 

HUB Manual 



Pathways Community 
HUB Certification
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PATHWAYS COMMUNITY HUB MODEL 

AND  CERTIFICATION PROGRAM
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National Certification 



• Adult Education

• Employment

• Health Insurance

• Housing

• Medical Home

• Medical Referral

• Medication Assessment

• Medication 

Management

• Smoking Cessation

• Social Service Referral

• Behavioral Referral

• Developmental 

Screening

• Developmental Referral

• Education

• Family Planning

• Immunization 

Screening

• Immunization Referral

• Lead Screening

• Pregnancy

• Postpartum

20 Core Pathways – National Certification
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Standard Billing Codes

Normal 

Risk

High 

Risk

Modifier

Checklists

Initial 

Pregnancy 

Checklist

Completed one time at Member enrollment, 1st

trimester engagement

G9001 G9003 R1

Completed one time at Member enrollment, 2nd

trimester engagement

G9001 G9003 R2

Completed one time at Member enrollment, 3rd

trimester engagement

G9001 G9003 R3

Pregnancy 

Checklist

Completed at each face-to-face encounter with 

Member

G9005 G9010 R

Pathways

Behavioral 

Health

Kept three scheduled behavioral health

appointments

G9002 G9009 RB

Education Educational module delivered. G9002 G9009 RE

Family Planning LARC (long-acting, reversible) or permanent

method

G9002 G9009 G1

Family Planning All other family planning methods G9002 G9009 G2

Housing Residing in affordable & suitable housing for 2

months.

G9002 G9009 RI



Pathways Community HUB Model

• Removes “silos” and fragmentation

• Uses existing community resources 
efficiently and effectively

• Focuses on common metrics to 
identify & track risks (risk reduction)

• Holistic community care coordination
one care coordinator 

• Pays for outcomes – sustainable

• Owned by the community
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Resources

Journal of Mat and Child Health – 60% reduction in low birth weight and %500 return 

on investment

http://link.springer.com/article/10.1007/s10995-014-1554-4

AHRQ – Pathways Manual, Connecting Those at Risk to Care, and other supporting 

network publications.

http://www.innovations.ahrq.gov

Voices for Ohio’s Children

Medicaid Braided Funding Policy Brief, Nov 2013

http://www.raiseyourvoiceforkids.org/Media/Documents/Policy%20Briefs/MedicaidBrai

ded_Brief%20FINAL.pdf

Policy Recommendations - Comprehensive approach to assess and address risk 

factors in conjunction with EPSDT – Feb, 2016

http://www.raiseyourvoiceforkids.org/Media/VFC/EPSDT_Recommendatins_v3.pdf

NQF - Priority Setting for Healthcare Performance Measurement: Addressing 

Performance Measure Gaps in Care Coordination

https://www.qualityforum.org/Publications/2014/08/Priority_Setting_for_Healthcare_Perfor

mance_Measurement__Addressing_Performance_Measure_Gaps_in_Care_Coordination.

aspx

AHRQ Publication Discussing Risk Scoring

http://www.innovations.ahrq.gov/content.aspx?id=3991&tab=2

Sarah Redding - sarah.redding@ccspathways.com

Mark Redding - mreddinghub@gmail.com

http://link.springer.com/article/10.1007/s10995-014-1554-4
http://www.innovations.ahrq.gov/
http://www.raiseyourvoiceforkids.org/Media/Documents/Policy Briefs/MedicaidBraided_Brief FINAL.pdf
http://www.raiseyourvoiceforkids.org/Media/VFC/EPSDT_Recommendatins_v3.pdf
http://www.innovations.ahrq.gov/content.aspx?id=3991&tab=2
mailto:sarah.redding@ccspathways.com
mailto:mreddinghub@gmail.com

