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EXECUTIVE SUMMARY SECTION 1
INTRODUCTION

Lake County, along with the nation and other local communities, is facing a behavioral health’ crisis that affects individuals, families,
friends, neighbors, veterans, employers, schools, hospitals, the criminal justice system, the community, and more.

To address this growing problem and strengthen behavioral health services across the county, Lake County established the Lake County
Mental Health Coalition (Coalition) in October 2016. The Coalition is made up of a diverse group of stakeholders investing in Lake County
behavioral health, representing County government, hospitals, public health, spiritual/religious care, housing/homeless assistance, law
enforcement, justice partners, education, advocacy organizations, community health providers, including behavioral healthcare, and
private philanthropic funders. The Coalition established a Charter?, outlining its aim to prevent and reduce behavioral health illnesses
through sharing data and researched-based best practices.

Additionally, case studies have shown that there is a greater chance of success when groups of community-based stakeholders invested
in working together on community-level priorities regularly share data and information, coordinate services, and collaboratively organize
around outcomes. As a result, the Coalition has initially focused on data sharing and researched-based best practices designed
specifically for Lake County to form stronger prevention, build capacity, address gaps, and enhance behavioral health services. To that
end, the Coalition commissioned a Data Sharing Project and engaged North Highland to identify data sharing practices and design a
future vision for data sharing within Lake County.

The Data Sharing Project included a Current Data Sharing Assessment of Lake County’s behavioral health data sharing, a review of
existing studies, reports, and programs in the region, as well as identifying available data, missing data, barriers to data sharing, and an
analysis of methods to collect transdisciplinary data. Following the Current Data Sharing Assessment, the Data Sharing Project focused
on the future vision for data sharing, including identifying the ideal data model, data governance, and action steps to implement.

The Data Sharing Project Report? includes this research and the subsequent findings and recommendations, along with “Go First”
strategies. The recommendations and Go First strategies are directional in nature and may be implemented as best meets timing and
budget considerations. Similar to other comparable community data sharing efforts, the future state vision will take some time to realize,
and implementing the Go First strategies will position the Coalition members and stakeholders well to begin sharing data in such a way as
to build toward the future state vision.

" Although Coalition documents use the term mental, emotional and behavioral (MEB) health, the term behavioral health is used here and throughout this report to be inclusive of mental

health (including MEB as used by the Coalition) and substance abuse conditions and/or treatment and to be proactive and consistent with developing national language pertaining to

integrated treatment approaches. Behavioral health may be abbreviated within diagrams throughout the document to “BH.” Appendix 7.2 Glossary of Terms contains a listing of terms

used throughout this document and Appendix 7.14: Glossary of Acronyms contains a list of the terms used within the report.

2 Additional information about the Coalition’s goals, objectives, and guiding principles is located in Appendix 7.1 Lake County Mental Health Coalition Charter.

3 For the remainder of this report, the term Data Sharing Project will be referring to all tasks, activities and outcomes related to the first phase of the Data Sharing Project. The term data

sharing initiative will refer to the overall work of the initiative regardless of the phase of the project. This report is authored by North Highland for the Lake County Mental Health

Coalition. The report includes an account of the Data Sharing Project activities, and North Highland’s analysis and recommendations that outline how the Coalition and behavioral health
g community members can advance their data sharing initiative and recognize the benefits of data sharing.
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INTRODUCTION

Data Sharing Project Purpose and Report:

The intent of the Data Sharing Project is to support the Lake County behavioral health community’s ability to share data for care
coordination and the planning and improvement of the behavioral health delivery system. Additionally, the Coalition’s goal is to support
the Lake County behavioral health system in meeting the behavioral health needs of individuals and families by improving access,
responsiveness, and quality of care. The objective is to create an environment in which individuals and families’ behavioral health needs
are met so they can live the most productive and fulfilling lives they can.

The Data Sharing Project was designed to support the Coalition’s goals and objectives and will be implemented in phases. The first phase
includes research, a current data sharing assessment, and recommendations that culminate into a future vision, all of which are included
in the Data Sharing Report. The second phase entails developing a detailed implementation plan, including a data governance strategy,
and implementing data sharing practices.

Data sharing can be difficult, but it is not impossible. To achieve the Coalition’s goals and be current with the dynamic local and national
landscape, the Lake County behavioral health community needs to begin sharing data. Through research and conversations with
comparable communities, it was repeatedly emphasized that these organizations “just got started.” They started sharing data
incrementally by taking actions like trying out a partnership with another organization, collecting new data, or creating greater awareness
of the need to share data.

There have been many incremental activities that support data sharing within Lake County, but never with the direct focus of system-wide
data sharing. The ability to get started is influenced by the challenges each organization faces to data sharing as well as technical
capabilities and limitations. As each organization has different challenges and capabilities, in order to be able to participate in data
sharing, each will need to have individualized paths and starting points. These custom paths do not preclude data sharing activity nor
working together towards common goals, rather they enable each organization to contribute at the level they are able to, when they are
able to do so.

To “just get started,” the Lake County behavioral health community should mobilize on the recommendations in this report, specifically the
corresponding Go First strategies, to make progress towards the data sharing vision. The recommendations and Go First Strategies are
purposefully directional in nature because how these strategies are operationalized can differ across organizations. As each organization
joins in systemic data sharing, the data sharing initiative will grow and evolve. This report should serve as a guide for future actions and to
inform future phases of the data sharing initiative, including the implementation plan.
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EXECUTIVE SUMMARY SECTION 1
FINDINGS

Data Sharing Project Findings*:
The following are the key findings from the research conducted for the Data Sharing Project.

Strengths and weaknesses of the Lake County behavioral health community
A review of past and current initiatives surfaced areas of opportunity and positive activities within the Lake County behavioral health
community.

» The available reports lack information on or reference to system-wide service performance measurements for the Lake County
behavioral health community. Additionally, there is no documentation of the technologies with which data points are collected and
shared by service providers. This information is critical for developing a future data sharing model and for system planning and
oversight. Members of the Coalition and Lake County behavioral health community will need to establish agreed upon metrics. This
report provides a list of metrics as well as information on the data stored across systems and service providers.

» There are many positive activities that are aligned with the goals of the Data Sharing Project and national trends and several of these
activities are listed below. The Lake County behavioral health community should leverage the lessons learned and best practices as it
moves forward with the Data Sharing Project.

= Conducting Mental Health First Aid training;

»  Conducting Crisis Intervention Team (CIT) training for emergency response personnel and sworn police officers;

=  Using trauma-informed approaches, such as facility dogs in the Child Advocacy Center;

= Implementing A Way Out program that is a cross-system collaboration facilitating access to substance abuse treatment;

= Facilitating a community-wide health and wellness initiative through Live Well Lake County;

=  Mobilizing care coordination best practices through the Mental Health Collaborative;

*» Including organizations and stakeholders that represent the voice of individuals and families with behavioral health needs;

= Implementing initiatives that work to identify those with the highest needs and are frequent utilizers of cross-system services
(e.g. Top 100 jail utilizers initiative);

= Mobilizing on several justice initiatives (e.g. programs to transition individuals from jail into the community, Data Driven Justice
initiatives and SAMSHA'’s Sequential Intercept Model, updating paper forms and to electronic documentation, including CIT
data);

= Using ServicePoint as a central repository for various initiatives; and

»  Having industry-specific trade organizations provide educational and advocacy support the development of organizations, such
as the Alliance for Human Services.

4Additional information regarding the findings listed in this section is located in Section 4 Data Sharing Project Findings.
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Technology Infrastructure and Data Sharing

» Currently, there is not a technology solution within Lake County that can immediately be used to collect and report information across
systems for the Lake County behavioral health community. A model needs to be designed to meet the needs of the Lake County
behavioral health community and the organizations participating in the data sharing model.

» Data sharing is primarily in the form of telephone calls or facsimiles, which are not conducive to electronic data sharing. The electronic
systems that store behavioral health information were not designed to serve as a mechanism to interact with behavioral health data as
a whole. As a future technology solution is designed, it should utilize and leverage the strengths of the existing systems.

+ Some organizations, including behavioral health providers, use nonelectronic or less robust technologies, such as spreadsheets, for
internal reporting purposes. some providers will need to be on a parallel pathway that includes adding capabilities to collect and share
data that likely will result in being on a different timeline for participating in data sharing.

Data Governance

« Within the Lake County behavioral health community, there are a few examples of data collection, analysis, and reporting that utilize
some form of data governance. However, there is no current cross-system data governance approach for the Lake County behavioral
health community.

* As the community comes together to share data, given the standardization needs and organization-specific compliance requirements,
data steward workgroups comprised of representatives from participating organizations are needed and will play a significant role in the
development of the future data sharing model.

Data Sharing Agreements
+ Although there are some cross-sector data sharing agreements within Lake County (e.g. use of ServicePoint®), there are no current
written data sharing agreements that would support a sustainable, on-going cross-sector data sharing program.

Data Availability
» The types, amount, format, and sharing of the data currently available in the Lake County behavioral health community is not sufficient
to provide the desired information consistent with national best practices and prioritized data identified through this project.

+ Although there is some data collected that is consistent with best practices for behavioral health communities, there is a need to
standardize the collected data as well as significant opportunity to add additional data within all sectors to support the information
needs for planning and oversight purposes.®

* There is no system-wide aggregated data available for behavioral health system planning and oversight, such as agreed upon metrics
for benchmarking, except for the homeless information available through ServicePoint which provides insights into a social determinant
of behavioral health.

9 5A copy of the agreement is available in Appendix 7.7 Example Data Sharing Agreements

® Appendix 7.10 Data Matrix — Extended List of Data / Measures provides an extended list of data points/measures that are used by behavioral health
communities and the matrix identifies if the data is collected and/or standardized within the Lake County behavioral health community.



- - ____________________________________
EXECUTIVE SUMMARY SECTION 1
FINDINGS

Barriers to Overcome

The research surfaced legal, technical, and operational barriers to sharing data. However, there were no barriers identified that cannot be
addressed through technology, processes, education, or advocacy. It is important to note that some of the barriers will require significant
thought and agreement between system partners to address.

To overcome significant barriers, the future data sharing model will need to:
= Address organizations’ reporting, data governance, and resource concerns;
= Alleviate the community’s challenges of engaging organizations to participate in light of conflicting priorities;
= Support the Lake County behavioral health community in balancing and emphasizing the value of data sharing with the costs of
participating; and
= Enable the flexibility to adapt to new strategies as they arise and address changes outside the control of organizations and the
Lake County behavioral health community, such as Medicaid or Managed Care Organizations’ (MCO) initiatives.

Several laws are cited as barriers which were designed to protect personal identifiable information (PII) and patient health information
(PHI) and which present limitations to sharing participant-level data. Legal or policy restrictions to sharing aggregated data would be
unique to each organization based on organization-imposed restrictions. These restrictions and the resulting privacy practices at each
organization can be influenced by strict laws, such as the Mental Health and Development Disabilities Confidentiality Act (740 ILCS 110)
which focuses on the confidentiality of data rather than promoting data sharing. This barrier may be overcome with a significant and
concerted effort to amend the additional restrictions beyond HIPAA and further support data sharing or policies/practices.

Health and Human Services

The Lake County behavioral health community should become more engaged in and aligned with national and local initiatives that have
parallel objectives and that support the Coalition’s vision, goals, and guiding principles. Although there are a few examples within the Lake
County behavioral health community of embracing and mobilizing on the changes being realized nationally and forthcoming in the state of
lllinois, the Lake County behavioral health community as a collective is not aware of or collectively embracing these opportunities. When
compared to other communities nationally and locally, the Lake County behavioral health community has an opportunity to enhance its
care delivery continuum and clinical and operational practices. Example improvement activities include implementing health homes, using
data and technology to identify those with highest needs for care management, and engaging value-based payment models.

10
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Information Needed and Desired for a Future Data Sharing Model

= There was a general agreement among stakeholders that the information collected and reported on through a data sharing model
should reflect the complexity of the entire cross-system behavioral health collaboration effort. This included data from each of the
three sectors: healthcare, justice, and community organizations.

= There were three key themes’ about needed and desired information that repeatedly surfaced during interviews and discussions.
The themes were related to being able to answer the following three questions:

o Whois in need of or seeking behavioral health care and what services do they need?

o Are the service needs of those accessing behavioral care being met?

o Are the services provided impacting outcomes and making a difference for the individuals and families served?

= There was general agreement that any approach for the data sharing project should prioritize data needed to answer the three
theme questions. The first two theme questions were seen as the most logical place to start seeking answers and to keep the third
question in mind throughout the development of the model to then address it in later stages.

= There are several aspects of data sharing that support answering the three theme questions that also need to be included in a
future data sharing model.

o Aggregate level information can help answer some of the questions posed, but participant level information can provide for
more robust analysis.

o For the first and third theme questions, identifiable participant level information needs to be shared to measure the true need
and trends overtime. To link participant information from different systems requires a process by which like participants are
matched and deidentified as appropriate.

o To answer the second question, aggregate level information can be used to assess total service demand on the system.
However, access to back-end data, such as time stamps for specific information can help assess the timeliness of services.

o Reporting capabilities must be in place within the model to extract and display the data.

= Stakeholders agreed that any activity relating to obtaining information would need to include:

o Sequencing of what information is shared

o Sequencing of what entities would provide what information

o Phasing of what technology is used to collect data that would be converted to usable information

= There were virtually no standardized system-level performance metrics published or agreed upon to evaluate the performance of
the Lake County behavioral health delivery system (e.g. timeliness of services) and these would need to be established to
evaluate system-wide trends over time.

7 Additional information about the themes and questions is available in Appendix 7.12 Systemic Questions to Prioritize — Workshop 1 and Appendix 7.13 System Questions to

1" Prioritize Systemic Questions to Prioritize — Workshop 2.
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DATA SHARING PROJECT VISION AND RECOMMENDATIONS

As a result of connecting all elements of the Data Sharing Project,® a Data Sharing Vision was developed with eight recommendations®
and corresponding sub-recommendations to recognize a future data sharing model for the Lake County behavioral health community.

These recommendations address the short-term and long-term needs of the Coalition in obtaining the necessary information for planning
and oversight of the behavioral system, as well as eventually assisting in care coordination and improving care.

The recommendations are directional in nature as they need to be flexible to adapt to changing needs and resources while serving as a
guide to move the Lake County behavioral health community forward towards a patient-centered vision. A compass is included throughout
the report to emphasize the directional nature of these recommendations.

Arriving at the Data Sharing Vision will take time and be the product of incremental changes. Included in the report are suggested
activities, or “Go First Strategies,” for the Coalition to mobilize on to “just get started” on each of the eight recommendations.

8 For the approach, research, and findings that led to the development of the Recommendations, see sections 2. Approach, 3. Research, and 4. Data Sharing Project Findings within the

report respectively.
9Additional information on each recommendation can be found in Section 5. Data Sharing Project Recommendations.

12
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DATA SHARING VISION

Data Sharing Vision
The following Data Sharing Vision diagram represents a person-centered approach to cross-system collaborative data sharing using a

central repository. System partners submit individual aggregated data and/or participant-level to the central repository data warehouse
which has look-up capabilities for allowable entities/roles to support care coordination. This Data Sharing Vision also supports analysis
of data and reporting of information from cross-system partners. The Data Sharing Vision is intended to be implemented in a manner

that is consistent with the Coalition’s Guiding Principles.™

Lake County Mental Health Coalition Proposed Data Sharing Vision
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10The Coalition’s Guiding principles are located in Appendix 7.1 Lake County Mental Health Coalition Charter.
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RECOMMENDATIONS

Recommendations

The following eight recommendations " should be pursued to develop a data sharing model and the supporting activities for that model.
These supporting activities can be symbiotic with the model, such as data governance, or support the ongoing growth of the data model
and best practices within behavioral health, such as MCO partnerships for access to claims data and increased service delivery
innovation. Following each recommendation are suggested Go First Strategies '2 or initial actions that will support movement towards the
Data Sharing Vision. The Go First Strategies are also directional in nature and can be acted upon concurrently.

Recommendation 1: Implement a staged approach to data sharing that results in a centralized data warehouse with
participant-level data. This will enable the collection, analysis, and reporting of both aggregated and participant-level data
metrics and support care coordination through look-up capabilities.

A. Design a Data Sharing Pilot Project engaging early adopters from several cross-system partners such as behavioral health

providers, Emergency Departments, Lake County Jail and Lake County Probation.
B. Plan and design a simple and low tech solution for collecting aggregated data and preparing reports.

Recommendation 2: Implement Data Governance Structures, Standard Operating Procedures, Security, and Processes
to support sustainable success of data sharing.
A. Design and implement Data Governance Structures and Activities, including Data Steward Workgroups. Structures should
consider some of the short and long-term needs of data sharing initiative such as compliance and data point

standardization.
B. Develop and execute MOUs for all Lake County behavioral health community stakeholders who are willing to commit their

efforts toward a data sharing initiative.

Recommendation 3: Formalize Change Management Structures to support continued engagement with the Lake County
behavioral health community through all stages of the future data sharing model development and supporting activities

A. Develop mechanisms to engage all data sharing initiative stakeholders throughout the data sharing initiative stages,

regardless of when and how they participate.
B. Develop and formalize processes to identify, understand, document, and respond to sponsor and stakeholder needs.

"Additional suggestions that provide further direction related to each of these recommendations is provided in Section 5. Recommendations.
12 Additional information is located in Section 6, Coalition Preferred Action Plan and Go First Strategies.

14
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Recommendations Cont.

Recommendation 4: Foster relationships with the Illinois Medicaid Agency and Medicaid Managed Care Organizations
(MCOs) to align with common goals and strategies for data sharing and delivering exceptional behavioral healthcare.

A. Understand the MCO plans outlined in their Medicaid proposals that are in alignment with and can support data sharing in
Lake County.
B. Understand and foster partnerships with MCOs on lllinois Medicaid initiatives.

Recommendation 5: Accelerate the adoption of modernized healthcare, business operations, clinical best practices that
achieve better outcomes, experience, and efficiencies.

A. Identify and communicate to behavioral health providers national and other local learning opportunities that are focused on
health care transformation initiatives that support the acceleration of clinical best practices and business operations such
as data sharing and interoperability.

B. Develop learning opportunities that are targeted to the specific needs of behavioral health providers within Lake County.

Recommendation 6: Support expansion or shifts in the behavioral health services continuum to better align services with
community needs.

A. Develop strategies for expanded support services and crisis services that include an emphasis on the most contemporary
clinical and operational best practices that support individuals and families in community settings such as crisis mobile
teams operating and crisis follow-up services.

Recommendation 7: Influence federal and state laws that support the active sharing of information to coordinate care, while
also safeguarding privacy.

A. Develop strategies to either amend or repeal the Mental Health and Developmental Disabilities Act (740 ILCS 110) to
support the active sharing of information to coordinate care while also safeguarding privacy in alignment with federal laws
including the Health Insurance Portability and Accountability Act (HIPAA) and Health Information Technology for Economic
and Clinical Health (HITECH) laws.

B. Identify strategies to engage lawmakers about current initiatives to amend laws (Confidentiality of Substance Use Disorder
Patient Records (42 CFR Part 2)) to support the active sharing of information to coordinate care while also safeguarding
privacy (i.e., sending letters to senators/representatives, and thereby taking an active role in the federal dialogue).

Recommendation 8: Explore potential funding mechanisms to establish a financially sustainable data sharing program.

A. Research federal funding and local and private funding opportunities.

15
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CONCLUSION

Conclusion

Through the Data Sharing Project, members of the Coalition and Lake County behavioral health community can work together on
priorities and drive community-level change with evidence-based decision making.

Data sharing can be difficult, but by recognizing what can be shared, phasing the activities needed to establish an on-going, sustainable
data sharing model, and taking actions towards a data sharing vision, organizations can recognize small wins along the way that benefit
the behavioral health community and individuals with behavioral health needs. The end result will be information at a system level that
can inform future improvements for the Lake County behavioral health community.

The challenges to data sharing as surfaced through the Data Sharing Project’s research include legal, operational, and technical
difficulties at both the organization and system level. Additionally, changes outside of the Lake County community such as MCO
engagements, state policies, and national trends provide opportunities for the behavioral health community to advocate for and support
increased data sharing. This can manifest itself through partnerships with MCOs, amendments to state policies that restrict data sharing,
and/or on-going education on operationalizing national and local trends to accelerate the adoption of new practices.

The recommendations to assist in addressing these challenges should be done concurrently as they are symbiotic, as is the case with the
data sharing model and data governance, and mutually beneficial. The Recommendations and corresponding Go First strategies will
provide for the best chance of success for a system-wide data sharing model that can answer the questions prioritized by the Lake County
behavioral health community. By adopting all eight recommendations, organizations can determine which recommendations to
operationalize first and then partner with other organizations to address the chosen strategy, take action to drive a data sharing model
forward, and begin making evidence-based decisions to improve the Lake County behavioral health community.

The Lake County behavioral health community can now “just get started” on data sharing with a purposeful direction. The Lake County
behavioral health community can begin focusing on Phase 2 of the Data Sharing Project and operationalizing how the directional
recommendations and corresponding Go First strategies can be implemented to move organizations and the community toward the future
data sharing vision. Following the development of such an implementation plan, the Lake County behavioral health community will have
the information, sequencing, and detailed action steps needed to begin implementing its data sharing model and will develop system-level
metrics to use for the planning and oversight of the Lake County behavioral health community.

16
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2.1 Lake County Mental Health Coalition

Overview




______________________________________________________________________
SECTION 2.1
2.1 LAKE COUNTY MENTAL HEALTH COALITION OVERVIEW

Lake County, along with the nation and other local communities, has been facing a behavioral health crisis that affects individuals,
families, friends, neighbors, veterans, employers, schools, hospitals, the criminal justice system, and more.

To address this growing problem and strengthen behavioral health services across the county, since August 2016, Lake County Board
Chairman Aaron Lawlor and the Honorable Susan Garrett (former IL State Senator, 29th District) have lead a community-wide
initiative focusing on data-sharing and evidence-based practices to identify gaps and recommend a sustainable continuum of care for
Lake County.

The community-wide initiative of focusing on data-sharing and evidence-based practices is being coordinated by the recently
established Lake County Mental Health Coalition (Coalition).

The Coalition consists of representatives from a diverse group of impacted organizations:
= Government
= Hospitals
= Public health
= Spiritual/clergy/religious/pastoral care
= Housing/homeless assistance
= Law enforcement
= Justice partners
= Education
= Advocacy organizations
= Community health providers, including behavioral healthcare, and
= Private philanthropies

19
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LAKE COUNTY MENTAL HEALTH COALITION MEMBERS

SECTION 2.1

Following is a list of individual Coalition Members:

20

= Aaron Lawlor (Co-Chair) = Mary Jouppi
Lake County Board Chairman President, NAMI Lake County
= Susan Garrett (Co-Chair) = Dora Maya
Former lllinois State Senator, 29th District Mental Health Collaborative
= Christen Bishop = Michael Nerheim
Associate Judge, 19" Judicial Circuit Court Attorney, Lake County State's Attorney's Office
= Mark C. Curran = Kathy Pierson
County Sheriff, Lake County Lake County United
= Jesse Peterson Hall = Timothy Sashko

President, Highland Park Hospital at NorthShore University President, Board of Health

Health System = Dr. Debra Susie-Lattner

* Rich Haney VP Medical Management, Advocate Condell Medical Center

Provost, College of Lake County = Mary Ellen Tamasy

* Jennifer Harris President, LCRDC - Lake County Residential Development

President, CR Search, Inc Corporation
= Sandra Hart = Ernest Vasseur

Board Member District 13, Lake County Executive Director, Healthcare Foundation of Northern Lake County
= Mark Ishaug + Barbra Martin

CEO, Thresholds President and Chief Executive Officer Vista Health Systems



SECTION 2.1

LAKE COUNTY MENTAL HEALTH COALITION CHARTER

To focus its vision and activities, the Coalition developed and approved a Coalition Charter. The Charter outlines the Vision, Mission,
stakeholders, and desired outcomes of the Coalition. The Charter also documents the guiding principles, outcomes, responsibilities
and general principles of collaboration.

The Coalition has adopted their vision from the lllinois Mental Health Services Strategic Planning Task Force, lllinois Mental Health
Strategic Plan vision. The Coalition’s vision is:
In lllinois, we envision: All adults with a diagnosis of, or at risk for developing, a mental illness will have access to a
coordinated, integrated, well-funded mental health system that promotes recovery and social inclusion through timely access
to prevention, treatment, and recovery support services.

The Coalition Charter’s purpose is:
The purpose of the Lake County Mental Health Coalition is to advance sustainable community level change through
collaborative efforts, such as enhanced system-wide data sharing, coordination, and collaboration, in order to better leverage
existing limited resources and maximize the impact. Additionally, the LCMHC will work collaboratively to develop a positive
public awareness campaign to decrease stigma and increase an awareness of available resources for mental, emotional and
behavioral (MEB) health needs.

The full text of the Coalition Charter can be found in the Appendix 7.1 Lake County Mental Health Coalition Charter.

21



2.2 Data Sharing Project Purpose




______________________________________________________________________
SECTION 2.2
2.2 DATA SHARING PROJECT PURPOSE

The Coalition intends to promote improved care coordination and evidence-based decision making across-sectors to better address the
needs of individuals with behavioral health needs. Towards that end, the Coalition has embarked on a Data Sharing Project.

The intention of the Data Sharing Project is to support the Lake County behavioral health community’s ability to share data for care
coordination and the planning and oversight of the behavioral health delivery system. Greater access to data can support all the system
partners that are engaged in working with individuals and families with behavioral health needs by improving access, responsiveness,
and quality of care and enabling the right care at the right time. The ultimate goal is to create an environment in which individuals and
family behavioral health needs are met so they can live the most productive and fulfilling life.

“The Data Sharing Project was designed to support the Coalition’s goals and objectives and will be implemented in phases. The first
phase includes research, a current data sharing assessment, and recommendations that culminate into a future vision, all of which are
included in the Data Sharing Report. The second phase entails developing a detailed implementation plan, including a data governance
strategy, and implementing data sharing practices. This report conveys the process used, findings, and outcomes for the first phase. “

Experience and research of other communities that attempted to address similar behavioral health concerns suggests that these
communities “just got started” sharing data. They started sharing data incrementally by taking actions like trying out a partnership with
another organization, collecting new data, or creating greater awareness of the need to share data. The result of this first phase will
provide a direction with which the Lake County behavioral health community can take action to recognize a future data sharing vision
that provides the community with the tools and information needed for improved oversight.
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SECTION 2.2

DATA SHARING PROJECT PURPOSE

The Coalition Charter conveys that the purpose of the Coalition is to advance sustainable community-level change through
collaborative efforts, in order to better leverage existing limited resources and maximize impact. Methodologies to be considered
include, but are not limited to, enhanced system-wide data sharing, coordination, and collaboration.

The development of a systematic, coordinated network that promotes care, recovery, and social inclusion through timely access
to prevention, treatment, and recovery support can yield the following benefits:

DATA SHARING GOALS:

i 2

&3

IMPROVED ACCESSIBILITY & JAIL DIVERSION DECREASED COST CARE COORDINATION
SERVICES A coordinated system can align Early intervention and less acute cases Systematic tracking and case

Communities with provider shortages individuals with their needs earlier and from consistent coordinated care management of patients can support

gain access to in-demand specialists avoid legal and criminal events improved behavioral health outcomes

IMPROVED PATIENT HIGHER QUALITY DATA CLINICIAN SATISFACTION
EXPERIENCE Coordinated systems surface data to Automation reduces time spent on
Improve patient satisfaction by make decisions on behalf of individuals tasks (i.e. phone calls versus
with behavioral health needs timely electronic messaging)

reducing wait times and reduce
attrition in the system
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______________________________________________________________________
SECTION 2.2
DATA SHARING PROJECT FOCUS

Many communities use data to support their future planning, for measuring needs and identifying if goals are being realized. Within the
healthcare and behavioral healthcare field, this is also the case. Many government entities, insurance / managed care companies, accountable
care organizations and other similar entities use data for such tasks as planning, population health management, and outcomes measurement.

These entities will look to aggregated data to accomplish the tasks previously listed.

One of the key priorities of the Data Sharing Project is to support the Coalition in developing a vision for the future in which data is available at
the system level for planning and oversight purposes. As such, throughout the project, there will be a focus to assess current abilities of
sharing aggregated data — while also identifying additional methods of data sharing. The diagram below reflects how data can be collected at
the participant-level and disseminated to authorized entities. The diagram conveys the types of questions that can be answered at each level.

This concept has been discussed at several Coalition meetings.

EXAMPLE
QUESTIONS

Our
Goal How many unique users are accessing

services in Lake County?

EXAMPLE DATA
POINTS

Individuals accessing services across each
organization in the system

aservice?

Are there any complementing » Social determinants of care required for
services can be provided to participants’ improved health
shared participants? * Presence of a multifaceted care plan
How many people are accessing » Total patients seen over a period of time

within a particular service line of the
organization

Which individual is °
accessing services?

Requires Data Sharing
25 & Collaboration

Personal identifiable information (PIl), personal

health information (PHI) and Patient level

information

+ Diagnosis .

» Services .
rendered

Traditional Model

Number of incidents
Demographic
information



SECTION 2.2
HIGH LEVEL REVIEW OF PROJECT TIMELINE
CURRENT DATA PRIORITIZATION
INFORMATION & DATA SHARING ANALYZE GAPS AND W(;)RKSHOP? PR'OR'T'ZAT'OZN RECOMMENDATION
GATHERING AssEssvEnT  DATA PROCESS FLOW WORKSHOP PRESENTATION
8/21 9/11 10/9
5/15 6/30 7/14
6/6 21
/ 7/7 7/ e
INITIATE STAKEHOLDER  RESEARCH c 8/4 5 - 9/22 12/11
ESIGN FUTURE
PROJECT INTERVIEWS  CompaRABLES  ~CONSTRUCT AND FUTURE CONSENSUS
ANALYZE DATA SHARING RECOMMENDATION AND  RECOMMENDATIONS o MOVE
OPTIONS DATA GOVERNANCE MODEL
FORWARD
Duration: 6 Weeks 10.5 Weeks 7 Weeks

The above is a high level timeline of the project approach beginning in late May and extending through mid November. The
activities featured above include key processes and milestones.
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2.3 DATA SHARING PROJECT APPROACH

The Data Sharing Project approach included the following activities:

= Visioning Session
o with members of the Lake County Government and Mental Health

Coalition Co-Chair Susan Garrett to begin the project with agreement on
direction and understanding of the project needs.

= Research V|S|On|ng

o national and local landscape Session

o current practices regarding data sharing within behavioral health
communities.

o comparable communities in which data sharing occurs within a
behavioral health system.

= Assessment of the current data sharing practices within Lake County

behavioral health community Assessments

= Facilitated Discussions

o to assist the Coalition in coming to a consensus on a future vision for
data sharing and develop high-level strategies for data sharing within the
Lake County behavioral health community.

Additional detail on each of these activities is described in the following pages.
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______________________________________________________________________
SECTION 2.3.1
2.3.1 VISIONING SESSION

At the onset of the project, a visioning session was conducted with leaders within the Lake County Government and the Coalition Co-
Chairs to gain an in-depth understanding of the purpose and objectives of the Coalition’s data sharing initiative. The discussion included
a review of the Coalition’s history and reasoning for establishing the Coalition, the key information needed to inform planning and
oversight tasks, and the types of data that might be helpful to obtain key information about the system of care. The discussion surfaced
the needs of the Lake County behavioral health community that could be addressed through data sharing.

IMPROVE DATA SHARING IDENTIFY DATA ACROSS THE COUNTY

v I Under_stand data sharing across the Lake County + Identify existing data points and measurements
g behavioral health community « Determine key decisions that need to be made at the
(LI« Surface existing dat_a sharing partnerships across the community level using data
'uu: Lake County behavioral health community + Identify gaps in the data available to make those
=1 °* Understand the enablers and barriers to sharing data & decisions
E identify motivators for sharing data + Recommend data points needed
» Recommend future sharing partnerships based on early « Stratify which data points will be easier to produce and
adoption characteristics surface
SYSTEM NEEDS SYSTEMATIC QUESTIONS TO ADDRESS
« Care Coordination — improved warm hand-offs, * What is needed to adequately address the psychiatric
- feedback loops, and participant monitoring gedic;a’t?ion assessment and monitoring needs in Lake
ounty”
ml - Data, analytics and transparency — currently relying on anty . o .
z anecdotal data + What services are needed (e.qg. crisis center, community
= . . mobile response teams) to support timely access to
= * Improved access to care — Cultural and stigmatizing community-based services diverting from individuals from
ﬂ beliefs impact desire to access care hospital emergency rooms and jails?
. Increa.sed availability: bgha.vioral health system - Are resources being managed accurately and used
capacity — lack of psychiatrist, lack of consensus of efficiently (e.g. duplicate or delayed services)?

types and amounts of services (e.g. crisis)



SECTION 2.3.2

2.3.2 RESEARCH APPROACH

Research Approach Introduction
This section provides information about the project’s research approach. Greater detail surrounding the research can be found in
section 3.1 Research Review while the key findings from the research are located in section 4. Data Sharing Project Findings.

Throughout the work of the Data Sharing Project, research was conducted on the following behavioral health topics:
= Current Lake County behavioral health community data sharing practices

Initiatives underway and planned within the Lake County behavioral health community

National and local initiatives and trends impacting this project

Cross-system collaboration strategies

Data sharing technologies, policies, and methodologies

Behavioral healthcare

Healthcare

Information was obtained in the following ways:
» Lake County Government provided materials
= Stakeholder provided materials
= Behavioral health community provided reports and evaluations
= Interviews and research were conducted to obtain national and local trends regarding healthcare, behavioral healthcare, cross-
system collaboration strategies, data sharing approaches, and technical aspects of data sharing.

Related Documentation Research

= The Lake County Government provided many documents at the onset of the project for the North Highland team. The
documentation consisted of many studies on Lake County initiatives, comparable communities’ practices, and cross-sector
efforts related to behavioral health.

= North Highland read these to become familiar with the opportunities, strengths, and weakness of the existing information within
Lake County. This information helped to inform the organizations in Lake County that serve behavioral health individuals,
concurrent local and national trends that can impact behavioral health, as well as the impact on data sharing.
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SECTION 2.3.2

RESEARCH APPROACH — CONTINUED

Research of and Interviews with Comparable Communities’ Data Sharing

Research was conducted to identify communities throughout the nation with data sharing experiences that could help inform data
sharing within the Lake County behavioral health community.

Of the many communities reviewed, several communities were selected for additional research based on their comparability to the
needs of the Lake County Data Sharing Project.

The map on the following page shows the all the communities that were initially looked at and the communities that were finally
selected to conduct additional research.

The comparable communities researched were:
= Live Well San Diego, San Diego, California
= Familiar Faces, King County, Washington
= Community Care Management Network, Louisville, Kentucky
= Multiple Programs, Johnson County, Kansas
= NurseWise, Southern Arizona
= Behavioral Health Link, Georgia
= Camden Health Information Exchange (HIE) and Camden Arise, Camden, New Jersey

Some of the communities were very willing and helpful to engage in an interview process. Others were less engaged resulting in the
maijority of information having been obtained via the internet or conversations with others familiar with the community.
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SECTION 2.3.2

COMPARABLE COMMUNITIES RESEARCHED

The following map identifies the communities that were considered for conducting more research and the location of the aforementioned
communities that were selected for additional research. Some of the behavioral health initiatives not discussed in the following pages
include Miami Dade Stepping Up Initiative, CIT Utah, Anchorage Coalition to end Homelessness, 100,00 Homes Campaign,
Centerstone, and several statewide HIEs including Ohio CliniSync, Rhode Island Current Care, and Arizona Health-e Connection. North

Highland focused its efforts on cross-sector initiatives that could be applied to Lake County and that were not enabled by state-wide
HIEs for further research as lllinois currently does not have an HIE.

Legend

Example used for Model
Comparable
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SECTION 2.3.3

2.3.3 CURRENT DATA SHARING ASSESSMENT APPROACH

Assessment Approach
The approach to conducting a Current Data Sharing Assessment included:
= Reviewing background information on the initiatives and organizations associated with the Lake County behavioral health
community
= |dentifying and coordinating stakeholders to interview
= Preparing and developing an interview questionnaire focused on both functional and technical aspects of collecting and
utilizing data
= Conducting interviews
= Summarizing information obtained through the review of background information and interviews

Interview Approach

The interview approach was designed to capture greater qualitative and contextual information, while simultaneously developing
buy-in for the initiative. Interviews offered an opportunity for real-time feedback to questions a stakeholder may have. Coalition
Members and stakeholders were asked to recommend additional stakeholders/ organizations to interview. The intention was to
sample stakeholders/organizations to afford a broad range of perspectives about data sharing within the Lake County behavioral
health community, rather than an exhaustive-interview process involving all the stakeholders within the Lake County behavioral
health community. Efforts were made to ensure representation from several types of organizations including community health;
community behavioral health; emergent services including crisis services, emergency departments and psychiatric inpatient
hospitals; justice partners, and community organizations representing housing, community support, and advocacy. Organizational
representatives who participated included a range of staff including senior executives, senior management, front-line operational
staff, and data and technical analysts. A list of the interviewees is available in the Appendix, Appendix 7.3 Current Data Sharing
Assessment Interviewee List.

The information collected from the interviews is available in section 3.2 Current Data Sharing Assessment.
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SECTION 2.3.3
CURRENT DATA SHARING ASSESSMENT APPROACH
INTERVIEW APPROACH

Interview Questionnaire
An interview questionnaire was developed that focused on obtaining information pertinent to understanding the current status
of data sharing across the Lake County behavioral health community. The Interview Guide is located in the Appendix,
Appendix 4. Current Data Sharing Assessment Interview Guide. As interviews were scheduled and conducted, the exact
questions utilized were customized to address the organization’s role in the Lake County behavioral health community. For
example, an advocacy organization is not delivering services, and therefore does not collect service data, would not have
been asked about the data they collect but would have been asked about preferences for future data metrics. The intent of the
interviews was to gather information on topics such as but not limited to:

= Current clinical and operational practices

= Current data sharing practices including method and types of data shared

= Current use of data to inform practices within or across organizations (e.g. data measures/ metrics)

= Current systems, applications, and methods used for data sharing

= Barriers to data sharing

= Preferences for future data sharing approaches and data metrics

» |[nitial input on a future public awareness campaign.

The interviews largely focused on the Data Sharing Project but presented an opportunity to begin socializing another Coalition
charge of a public awareness campaign. The highlights from these discussions is located in the Appendix, Appendix 7.6
Public Awareness Campaign Socialization.

Two types of interviews were planned, Functional and Technical. Functional interviews were aimed at discovering data
collection, standardization, and sharing practices and were typically conducted with senior executive and director of
development roles. Technical interviews, on the other hand, were aimed at discovering the mediums through which
information was shared, the programs and systems used, and, if information was shared, how it was technically shared.
Several technical questions could be answered by business contacts and some contacts deferred to systems specialists who
were also interviews, such as data analysts.

Interview Schedule

Originally scheduled for a maximum of three weeks, Functional and Technical interviews received so much interest that the
interview period was extended to five weeks. Additional clarification or questions after the interviews were conducted via e-
mail and/or telephone.
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SECTION 2.3.4

2.3.4 FACILITATED DISCUSSIONS APPROACH

Facilitated Discussions

As with all community-based system change, the Coalition's intention to create community-wide system change for the Lake County
behavioral health community must be responsive to the needs of individuals, families and system partners. This requires the
deployment of intentional approaches in order to effect the desired change and gain the unified support of Coalition members and
behavioral health community members.

As such, the Data Sharing project employed enabling methodologies to facilitate the Coalition and behavioral health community
members movement towards an agreement on a data sharing vision and the development of high-level strategies for data sharing.

To ensure that the Coalition develops a unified vision and goals, the Coalition held facilitated discussions to:

= Provide learning opportunities for the Coalition Members and stakeholders by presenting research and information at the
Coalition meetings and designed workshops

= Afford the Coalition Members and stakeholders opportunity to review research and information outside of formal gathering
and develop their preferences designed around targeted questions and to bring back their ideas to future gatherings for
further discussion

= Facilitate discussions with the Coalition Members and stakeholders that informs the development of a data sharing vision and
of high-level strategies for data sharing

= Synthesize information that surfaced through facilitated discussions and present ideas for future discussion and general
agreement

= Come to general agreement on a data sharing vision and the development of high-level strategies for data sharing.

35



SECTION 2.3.4
FACILITATED DISCUSSIONS
COALITION MEETINGS

The Coalition met in October 2016 and monthly between the months of January - November of 2017. The following is a summary of
the topics discussed at each meeting.

October 2016 — April 2017: Coalition members heard from members of the Lake County behavioral health community through
presentations as to how behavioral health impacts service providers for the physical, mental, and societal determinants of health and
the community. Coalition members also learned of concurrent initiatives within the community related to behavioral health, such as the
Lake County Health Departments telepsychiatry program.

May 22, 2017 — The May meeting kicked off the Data Sharing Project with an introduction to the project, its purpose, the benefits of
data sharing, and an overview of the timeline. Information was presented on the approach to the project inclusive of conducting a
literature review and research as well as conducting a Current Data Sharing Assessment that would have interviews as part of the
design. Coalition and community members were asked for contacts of potential interviewees. At the end of the meeting, Coalition
Members and stakeholders discussed how this initiative differs from some of the other concurrent initiatives related to behavioral
health.

June 12, 2017 — Coalition Members and stakeholders discussed the importance of data sharing and the value it can generate
specifically for Lake County. Poll Anywhere technology was used to capture Coalition Member and stakeholder’s input on: 1) the
needs of the Lake County behavioral health community, 2) comparable communities that have done similar work, and 3) what benefits
Lake County specifically can recognize through data sharing. The Poll Anywhere results are provided in the Appendix, Appendix 9.
Poll Everywhere June Meeting Results.

July 17, 2017 — Coalition Members were presented with the research, key findings, and analysis from the Current Data Sharing
Assessment. This information presented included: a review of the approach, key insights, sector analysis (Strengths, What's in it for
me, Opportunities and Barriers), assessment of data available and its current use for reporting, overall barriers and next steps. This
information is included in the 3.2 Current Data Sharing Assessment.

August 21 and September 11, 2017 — Coalition Members and stakeholders participated in two workshops. The workshop content
included information about comparable models in other communities, key questions/information needed to address system needs,
data to use to address system questions and theoretical models for Lake County behavioral health community. The information from
these discussions was used to develop recommendations.

October 9, 2017 — Coalition members reviewed the key recommendations and corresponding Go First Strategies to progress towards
a future data sharing vision designed for the Lake County behavioral health community given the research, key findings, and
Coalition’s input throughout the Data Sharing Project. The Recommendations and Go First strategies are available in Section 5.
Recommendations and Section 6. Coalition Preferred Action Plan and Go First Strategies.
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SECTION 2.3.4
FACILITATED DISCUSSIONS
WORKSHOPS

The August 21st and September 11t differed from the monthly meetings in that they were interactive workshops. The two workshops were
designed and conducted to provide Coalition Members and stakeholders information on the research conducted and then to facilitate
discussions regarding such content. The purpose of the facilitation was to engage the group through a process to align and eventually
come to a general agreement on a data sharing vision and Go First Strategies that will begin to mobilize the behavioral health community
toward the agreed-upon vision.

The first workshop predominantly focused on educating Coalition Members and stakeholders about the research conducted. At the
conclusion of the first workshop, Coalition Members and stakeholders had time to reflect on the materials and discussed their findings with
their organizations and came prepared to the second workshop to share their preferences on specific topics. The second workshop
included a brief review of the information presented at the first workshop followed by a series of facilitated discussions on each topic
covered.

The content of these discussions are available in the research section under 3.3. Facilitated Discussions.
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______________________________________________________________________
RESEARCH

This section contains the materials generated for the research conducted during the Data Sharing Project Report. The topics covered
in this section include:

+ Reviews of the research materials:
Prior Reports/Evaluations of Lake County Initiatives
National and Local Trends Impacting Behavioral Health
Comparable Data Sharing Models from Other Communities
Theoretical Models
Data Governance Approaches
Data Sharing Agreements Laws Impacting Sharing Of Data In Lake County Data Privacy Practices

+ The Current Data Sharing Assessment, including:
Introduction to the Current Data Sharing Assessment

Sector Analysis from Interviews
Healthcare Organizations
Justice System

«  Community organizations
Current Data Sharing Technology
Current Data Sharing Availability and Existing Partnerships
+ Barriers to Data Sharing
Legal Considerations to Data Sharing Change Management Status

+ The information surfaced during facilitated discussions
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SECTION 3.1.1

3.1.1 PRIOR REPORTS/EVALUATIONS OF LAKE COUNTY INITIATIVES
DOCUMENTATION REVIEW

Research was conducted to identify the strengths and opportunities of current and past activities, studies, and evaluations of Lake
County including a comparison to other national and local initiatives.

Reports, materials and other information that were reviewed were either provided by Lake County Government or stakeholders; or
obtained through an internet search.

A complete list of all documents studied can be reviewed in Appendix 7.14 References. The following are topics and documents that
were researched and reviewed related to the Lake County behavioral health community:

Behavioral health needs assessment, capacity, and trends;
Behavioral health strategic plan;
Community health assessments;
Community health and wellness improvement plans;
Specialty project research and plans such as:
o An assessment on improving jail diversion; and
o 911 Consolidation Project;
» Presentations provided to the Coalition intended to educate or update the members:
o About services offered and initiatives underway
o Community and advocacy organizations
o On status of initiatives or progress on strategic plans
= Summary presentations of data sharing projects in lllinois and Lake County
= Summary presentations of laws impacting data sharing in lllinois and Lake County
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SECTION 3.1.1
DOCUMENTATION RESEARCH
DOCUMENTS REVIEWED

The following are topics and documents that were researched and reviewed related to national and local initiatives and trends:

= Summary reports of initiatives in other communities
o Presentation of an overview of the Camden Coalition of Healthcare Partners demonstrating their work regarding data
sharing and analytics
o Presentation of ways to use data sharing and analytics and how it can improve care for individuals who have
complicated needs and are accessing care across system partners

= Publications regarding:
o Cross-system collaboration strategies;
o Changing national healthcare delivery system strategies to address unsustainable rising costs, improving quality of
care and improving the experience of care;
o Changes in the types of and methods of delivering behavioral health services such as a focus on community-based
care over facility-based care, use of peer and family support services, transportation, and housing support.

= Websites of lllinois or Lake County organizations that are associated with interacting with individuals and families who have
behavioral health needs such as:

o lllinois State Government departments:
o lllinois Department of Healthcare and Family Services (Medicaid agency); and
o lllinois Department of Human Services (State Mental Health Authority).

o Lake County Departments:
= Jail;
= Court;
= Health
= Human services; and
= Housing.

o Providers of behavioral health services.
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DOCUMENTATION RESEARCH SECTION 3.1.1
OBSERVATIONS FROM SPECIFIC DOCUMENTS

The following is a brief description of some of the specific materials reviewed that relate to data sharing, healthcare, or behavioral health
within Lake County and North Highland’s observations as it relates to this Data Sharing Initiative. There have been incremental activities
that support data sharing within the Lake County behavioral health community, but never with the direct focus of system-wide data sharing.

The Lake County Mental Health Coalition document provided an overview of the Lake County Mental Health Coalition, the participants,
what services exist in Lake County, objectives, and desired outcomes. It also listed, by category (e.g., housing and homelessness,
homelessness — veterans, medical/hospitals, etc.), the facts known to the Coalition and questions for which the answers are not known.

Opportunity Related to Data Sharing Project: As the Current Data Sharing Assessment is conducted and future data sharing
facilitated discussions occur throughout the project, the “What We Don’t Know” questions from the Lake County Mental Health can
be incorporated to understand what types of information is needed by Lake County to support identifying what information is
needed by the Lake County behavioral health community for planning and have oversight.

The Assessment of Behavioral Health Needs, Service Capacity, and Projected Trends in Northern Lake County (2014) conducted
by Rob Paral and Associates described behavioral health in terms of needs, service capacities, and projections for the future in Northern
Lake County, especially as related to lower-income populations. The following is a list of the findings related to needs and capacity:

Findings on Needs:

* The Need is Enormous

» Large Numbers of Young Adults are Using Alcohol and Tobacco

* Young Persons are overrepresented in hospital emergency departments for behavioral health
* The Need is Highly Concentrated in Some Areas

» Specific Populations are Underserved in Different Ways

+ Critical Services Are Lacking.

Findings of Capacity

* There Is Limited Capacity

* More Medicaid Providers Are Needed

» The Lake County Health Department Has Experienced Shifts in Its Service Capacity, with Some Decline of Services in Recent
Years

Opportunity Related to Data Sharing Project: This study provided significant insight into the behavioral needs of individuals and

families and what capacity deficits exist in Northern Lake County at the time the study was conducted or a one time view of what

occurred in prior years. There is an opportunity to collect data on an on-going basis to show trends related to needs and capacity
43 and to have data that in, or almost in, real time.



DOCUMENTATION RESEARCH SECTION 3.1.1
OBSERVATIONS FROM SPECIFIC DOCUMENTS

The Lake County Health Department and Community Health Center - Community Action Plan for Behavioral Health in Lake
County, lllinois (2016-202) prepared by Leading Healthy Futures provides a recommended five-year action plan to address the unmet
behavioral health needs in Lake County that were outlined in the aforementioned report developed by Rob Paral and Associates.

This report presents detailed discussions of 13 unique strategies, grouped according to the underlying four issue areas listed below:

Provider Workforce

« Strategy 1: Develop programs (i.e. internships, residencies) for behavioral health trainees

» Strategy 2: Develop a program of international recruitment and joint recruitment of behavioral health professionals

» Strategy 3: Expand the use of telepsychiatry in Lake County

Coordination/Continuum of Care

+ Strategy 4: Integrate behavioral health services into primary care settings

« Strategy 5: Integrate primary care services into behavioral health settings

» Strategy 6: Develop a referral network among agencies in Lake County

» Strategy 7: Expand the use of technology to facilitate the continuum of care in Lake County, specifically the number of

agencies that use technology to send and receive referrals

Access

+ Strategy 8: Co-locate behavioral health providers and other social service agencies in one location to improve access to

services

+ Strategy 9: Expand supportive housing services for individuals with severe mental illness (SMI)

+ Strategy 10: Develop school-based behavioral health services to increase access to services for youth

» Strategy 11: Develop a program to provide transportation to appointments for individuals with behavioral health needs
Awareness

» Strategy 12: Train individuals in Mental Health First Aid

» Strategy 13: Design and implement a public awareness campaign

Opportunity Related to Data Sharing Project: Not all of these initiatives will result in significant on going data in it of
themselves, for example increasing the number of individuals that are trained in Mental Health First Aid. However, the intended
outcomes of these strategies may be measured by agreed-upon data points and once those data points are determined and
collected, that outcome data could be incorporated into a future data sharing model should the data be in alignment with the
information desired for the planning and oversight of the Lake County behavioral health community.
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DOCUMENTATION RESEARCH SECTION 3.1.1
OBSERVATIONS FROM SPECIFIC DOCUMENTS

The Live Well Community Health Improvement Plan 2016-2021 is a five-year plan focused on implementation of interventions to
address four identified public health priorities: cardiovascular disease and hypertension, obesity, behavioral health, and diabetes.

As it relates to behavioral health, the Live Well Community Health Improvement Plan 2016-2021 outcome objectives were:

» Reduce the percent of youth who report feeling so sad or hopeless almost every day for two weeks or more in a row that stopped them
from doing some usual activities by 10% from 28% to 25% by 2021;

* Reduce the average annual count of all emergency room visits due to mental health diagnoses by 10% from 12,453 per year to 11,208
per year by 2021; and

» Reduce the proportion of adults who report having a day or more in the past month where their mental health status prevented them
from carrying on usual activities by 10% from 14% to 13% by 2021.

Further, the Live Well Community Health Improvement Plan 2016-2021 dovetails on the strategies outlined in the prior report Community
Action Plan for Behavioral Health in Lake County, lllinois (2016-202) to improve the behavioral health capacity and infrastructure in Lake
County. Finally, the Live Well Community Health Improvement Plan 2016-2021 identifies the following potential evidenced-based
interventions to implement:

+ Expand the use of telepsychiatry;

* Integrate primary care into behavioral health;

» Develop school-based behavioral health services to increase access to services for youth; and

» Design and implement a public awareness campaign.

The plan implementation is overseen by a Steering Committee and there are Action Teams developed to address each of the planned
interventions. The Live Well Lake County website has updates for each of the initiatives including behavioral health capacity.

Opportunity Related to Data Sharing Project: As the Current Data Sharing Assessment is conducted and future data sharing
facilitated discussions occur throughout the project, it can be explored to see if data, that is specific to these strategies and also in
alignment with the information needed by the Lake County behavioral health community for planning and oversight, could be
collected.

The Community Health Status Assessment (CHSA) report contains the quantitative indicators necessary for the community health
improvement planning process. The report contains demographic and socioeconomic characteristics of the population that lives in Lake
County.

Opportunity Related to Data Sharing Project: The Lake County demographic and socioeconomic indicators within this report
will be helpful to use in comparative nature to data collected from the Lake County behavioral health community (e.g. access to
45 services by demographic groups).



DOCUMENTATION RESEARCH SECTION 3.1.1
OBSERVATIONS FROM SPECIFIC DOCUMENTS

The Behavioral Health Information (October 2016) document prepared by the Lake County Health Department outlines several
behavioral health definitions such as mental illness, serious mental illness, and behavioral health. Further, the document compares
behavioral health statistics between the United States, lllinois, and Lake County such as:

* Persons with a mental illness jailed;

» Prevalence of persons with a serious mental illness;

* Prevalence by disorder;

* Mental lliness prevalence; and

» Substance abuse issue prevalence.

Opportunity Related to Data Sharing Project: There were some instances of not having the aforementioned data for Lake
County. Future collection of data could include some of these measures for Lake County (e.g. access to care for those with a
particular disorder such as depression or bi-polar; or prevalence of individuals booked into the Lake County jail that have a
behavioral health need).

The ServicePoint Demo for Mental Health Coalition presentation provided an introduction to ServicePoint, an electronic application
used by human service providers within Lake County for multiple purposes. The presentation provides an overview of the tool including:
» Features of ServicePoint:
+ Client management database
* Web-based system
* Track demographics
* Make referrals
* Run reports
» Use of ServicePoint in Lake County for
* Making referrals between providers on the system
* Used to fulfill the HUD grant requirements
* Currently, 24 different Lake County Human Services Organizations use ServicePoint.

The ServicePoint Quick Guide and Screenshots document outlines the different types of data points collected within ServicePoint.

Opportunity Related to Data Sharing Project: ServicePoint is an example of where data sharing is actively occurring within

Lake County for service coordination and aggregated reporting. ServicePoint can serve as a resource and the Lake County

behavioral health community can incorporate lessons learned and strengths of ServicePoint as the future data sharing model is
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DOCUMENTATION RESEARCH
OBSERVATIONS FROM SPECIFIC DOCUMENTS

SECTION 3.1.1

The following documents provide information as it relates to criminal activity, jail bookings, and future diversion guides within Lake

County.

The Jail Population Report (9.20.16) provides information about Lake County Jail's Average Daily and Peak Population 2013-
2016 as well as the Annual Increased Costs from Jail Population Increase. It demonstrates that County Jail data can be
provided at a summary level.

The Cases Filings Report (01.04.17) provides the court cases filed from 1995 thru 2015 by case type (e.g. civil, criminal,
family).

The Prison Utilization & Recidivism of Those Sentenced in Lake County presentation prepared by the Loyola University’s
Center for Criminal Justice Research, Policy & Practice for the Executive Justice Council of Lake County contains many crime,
arrests and court data using data from the 1980’s through 2015, including the following:

» Trends in Crimes Reported to the Police in Lake County

» Trends in Arrests Made by the Police in Lake County

+ Trends in Drug-Law Violations Arrests in Lake County

* Trends in Felony Filings in lllinois’ Circuit Courts

» Number of Convicted Felons to Prison vs Probation, Lake County

» Percent of Convicted Felons to Prison, by Region of lllinois

The Lake County Jail Diversion & Health Engagement Project Implementation Guide (December 31, 2016) prepared by
Community Oriented Correctional Health Services describes a county-wide planning effort to develop a Jail Diversion and
Health Engagement Project. The goals of this project were to 1) increase the number of individuals in Lake County with a
serious mental illness who are diverted from custody, 2) reduce recidivism among individuals with serious mental illness in the
criminal justice system, and 3) Improve mental health service access and continuity of care for justice-involved or likely to be
justice-involved individuals with serious mental iliness. Recommendations included three main components: a central drop off
center; training to better recognize and respond to mental health issues in the community; and mobile crisis response.

Opportunity Related to Data Sharing Project: These types of reports can be used to explore if crime and jail bookings in Lake
County reduce overtime. However, there is an opportunity to collect data regarding the behavioral health needs of individuals who
interact with all law enforcement to identify needs as well as determine if recidivism for those with behavioral health needs
reduces across law enforcement services.
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DOCUMENTATION RESEARCH SECTION 3.1.1
OBSERVATIONS FROM SPECIFIC DOCUMENTS

There are many documents that provide information about the various organizations that serve individuals and families in Lake County or
surrounding area. Following are several examples:

* The DuPage County Community Health Center (DCCHC) Tour on March 10, 2016 flier provides a description and details
for the DuPage County Community Health Center (DCCHC).

* The Alliance of Human Services — A Survey of Mental Health Resources in the Non-Profit Sector in Lake County, IL
presentation document provides an introduction to the Alliance, its mission, vision, members, clients served, services offered,
and their challenges.

* The Advocate lllinois Masonic Medical Center - Emergency Room Diversion “Dr. Halsted” Program whereby individuals
with mental health begin their emergency room visit at a different entrance and are triaged at specialized locations for
substance abuse and mental health.

» The Expanding Access to Care in Lake County: Erie HealthReach Waukegan Health Center presentation outlines
services they provide, where people come from for their services, their healthcare partners (which includes LCHD as well as
other Coalition organizations, and their integrated health approach, which includes both behavioral and oral health.

+ The NorthShore University HealthSystem Highland Park Hospital (February 2017) presentation provides information on the
inpatient psychiatric center providing services for adolescent and Young Adults.

* The Vista’s Behavioral Health Program (February 13, 2017) presentation provides information on the inpatient and outpatient
services provided for adults and youth.

Opportunity Related to Data Sharing Project: There are many programs throughout Lake County that are providing behavioral

health services to individuals and families. All behavioral health providers should be invited to participate in the data sharing
initiatives.
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DOCUMENTATION RESEARCH SECTION 3.1.1
OVERARCHING THEMES ACROSS DOCUMENTATION

The following are overarching themes based on the documents analyzed regarding the Lake County behavioral health community:

* There are multiple initiatives underway focused on enhancing the behavioral health delivery system for Lake County. These initiatives
include coordinating care for the overall population, specialized programs, and addressing unique population needs such as those
involved in the justice system.

» There have been several evaluations conducted to understand the current state of the delivery system and develop recommendations,
such as the year-long initiative in 2014 which concluded in the report titled An Assessment of Behavioral Health Needs, Service
Capacities, and Projected Trends in Northern Lake County. Several initiatives and strategic plans were developed in response to these
evaluations, including additional studies specifically focused on behavioral health. One such example is that upon release from jail
individuals with mental health needs ran out of medications due to the long wait time to see a psychiatrist. The Lake County behavioral
health community responded to this need by developing a program with the Health Department dedicates resources specifically for
release inmates to offset the consequences of long wait times.

* The behavioral health community has come together to strategize around the needs surfaced by these evaluations which have also
highlighted the need for an on going program to continuously provide recent information and data for planning and oversight purposes.

+ There are multi-year strategic initiatives underway, involving many stakeholders and addressing topics that are common to
communities throughout the nation, including recidivism, care coordination, and service capacity. However, there are also some
initiatives that are not outlined in the plans that are part of the on-going dialogue related to community priorities. For example, one
strategic plan does not include strategies to address expanded crisis services for individuals in high acute situations, or the needs of
law enforcement and emergency rooms who interact with individuals needing behavioral health services.

» There are many “pockets of excellence” offering innovative approaches to provide services for individuals and families with behavioral
health needs. Examples of this include, but are not limited to:
= Implementing Mental Health First Aid training so members in the community can identify a behavioral health need and refer for
services;
= Implementing Crisis Intervention Team (CIT) training for both sworn officers and other law enforcement staff;
= Use of trauma-informed approaches (e.g. use of service facility dogs at the County’s Child Advocacy Center);
= Implementing “A Way Out Program” to support individuals with substance abuse challenges to ask for and receive help;
= Incorporating behavioral health strategies into the county’s Live Well Lake County initiative;
= Utilizing human service provider associations to create partnerships and support provider learning opportunities.
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SECTION 3.1.1
DOCUMENTATION RESEARCH
OPPORTUNITIES FOR DATA SHARING

The following are observations related to the opportunities for data sharing based on the documents reviewed regarding the Lake
County behavioral health community:

= There were several initiatives and/or pilots that required or had goals of sharing data between service organizations for the purpose
of coordinating care on behalf of behavioral health individuals and for aggregating data for planning and oversight purposes. These
initiatives and/or pilots, such as those featured in this report, were exceptional in their purpose and design. The Coalition has much
to learn from these initiatives for process development to expand to the larger population of individual and families. However, there
remain some unanswered questions as to the sustainability and broader use and application of the practices and technologies
employed for an on-going program (e.g. do the technologies meet requirements for HIPAA and HITECH).

= The activities and evaluations intended to understand the current state of the delivery system were informative however, they
provided a snapshot in time view and do not and were not intended to convey the status of operations over time to identify trends or
improvements. Examples include the highly cited An Assessment of Behavioral Health Needs, Service Capacities, and Projected
Trends in Northern Lake County and hospitals’ health needs assessments.

= There was a noticeable lack of documents available that outline service performance expectations, such as service process
measures intended to assess the performance of a provider, or outcome benchmarks and goals, such as improved life living
measures (e.g. home living status, employment status, daily skills). This information will be needed for an on-going program to help
evaluate trends within the Lake County behavioral health community.

= Although a few documents cited some aspects of data sharing between service providers, no reports were found articulating
information about the technologies used to collect or share information between providers with the exception of ServicePoint.
Further, although some reports recommended data sharing, none of the reports or materials outlined any specific tactical plans for
data sharing or the current process and mediums of data transfer across system partners.
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SECTION 3.1.2

3.1.2 NATIONAL AND LOCAL TRENDS IMPACTING BEHAVIORAL HEALTH
NATIONAL HEALTHCARE TRENDS

Research and analysis were conducted to explore national healthcare trends/concepts that impact how services are organized and
delivered within Lake County’s behavioral health community. It should be noted that these concepts are becoming or are common
knowledge within the current national healthcare landscape. An internet search of these topics will provide a plethora of
information on the topic.

Triple Aim — The Triple Aim is a framework developed by the Institute for Healthcare Improvement (IHI) that describes an
approach to optimizing health system performance. The new designs must be developed to simultaneously pursue three
dimensions, which are called the “Triple Aim”:

= Improving the patient experience of care (including quality and satisfaction);
= Improving the health of populations; and _ .
= Reducing the per capita cost of healthcare. "~ Better care

Integrated Care - Integrated care focuses on more coordinated and integrated forms of care provision with the goal of having all
care needs seamlessly provided to a patient including inpatient, outpatient, and behavioral health services. Within the United
States, there is a growing trend to integrate physical and behavioral healthcare.

Whole Healthcare — Whole healthcare focuses on addressing the physical, behavioral and social needs of an individual.
Managed Care — Managed care is a healthcare delivery system organized to manage cost, utilization, and quality.

Managed Care Organizations (MCO) — Managed Care Organizations are business entities engaged in the management of
healthcare delivery systems usually organized to address specific insured populations (e.g. Medicaid, Medicare, private
insurance). Historically MCOs focused on cost containment. Current indications are that MCOs focus on all aspects of achieving
the Triple Aim, not just cost containment.

Person Centered Care — Person-centered care is a way of thinking about and practicing clinical care that sees the people using
health and social services as equal partners in planning, developing and monitoring care to make sure needs are met.

Value-Based Care Delivery Models — Value-based care delivery models use payment methodologies that incentivize cost
efficiencies and improved outcome. These models are a move away from traditional fee-for-service that incentive volume to
payment models that incentivize value.
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SECTION 3.1.2

NATIONAL HEALTHCARE TRENDS

Interoperability — In healthcare, interoperability is the ability of different information technology systems and software applications to
communicate, exchange data, and use the information that has been exchanged. As the need to reduce costs and improve outcomes
increases, more payors and providers understand the value of being able to share data between providers to coordinate and improve care
as well as measure outcomes through aggregated data. Interoperability will eventually become the expectation of delivery care rather than
optional participation. Healthcare systems are focused on making sure their internal systems seamlessly interact with one another,
especially if 2 programs or modules within a program are used to store different pieces of health information. Efforts to streamline internal
data may need to be completed prior to organizations participating in a data sharing model.

Health Homes —Health homes integrate physical health and behavioral healthcare by assigning a “home” or service provider/organization
to take full accountability for the prevention and treatment of health conditions. Health homes are being reimbursed using new payment
methodologies that include demonstrating improved outcomes. Many Medicaid contracts are now requiring the use of health homes.

Population Health Management — Population Health Management is a strategy being employed by healthcare systems (e.g. health
insurance plan, Accountable Care Organization, MCO) responsible for the overall care of a designated population. The responsible
healthcare system uses data and analysis to ultimately improve care and reduce costs. Population Health Management strategies are
becoming more and more sophisticated and the providers within these systems must also be accountable and utilize electronic systems
for recording services and outcomes. The hospitals may be able to leverage their population health data, if it exists, in a future data
sharing program.

Business Competencies and Capabilities — As the movement toward lean practices and improving efficiencies continues to expand,
healthcare entities need to develop exceptional healthcare business competencies and capabilities. In some cases, organizations are
banding together to share business competencies and capabilities allowing them to have access to skills not otherwise feasible and to
realize savings through economies of scale. The types and amounts of shared and outsourced services are determined by the needs and
gaps of the organizations participating in back-end shared operations.

Risk Stratification — Risk stratification has become more popular within physical health as a means to identify and categorize individuals’
needs. The same trend is apparent in behavioral health as providers attempt to assign risk scores to individuals to plot behavioral health
individuals’ current and future progress along a continuum. The process of risk stratification can be adopted from other communities and
providers or developed for the purposes of standardizing the processes within the Lake County behavioral health community.

Mergers and Acquisitions — Mergers and acquisitions (M&A) are business transactions in which the ownership of a company or
operating unit is transferred to another company. M&As are becoming more commonplace in the behavioral health community to
streamline operations within the new healthcare paradigms. Financial and operational efficiencies, such as contracting in a value- based
care environment, the ability to obtain and utilize technology, are gained when smaller providers join forces with another. This trend can
been seen locally with the Vista initiative with United Health.
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SECTION 3.1.2

NATIONAL BEHAVIORAL HEALTHCARE TRENDS

A summary of national behavioral healthcare trends/concepts that impact how services are organized and delivered within the Lake
County behavioral health community is provided below.

Application of Healthcare Strategies within Behavioral Health Systems — All of the aforementioned national healthcare trends are
being adopted within behavioral health communities.

Community-based Services — Behavioral health communities are developing the service continuum to focus on services that meet the
person where they are in the community rather than facility based. Lake County is geographically diverse and understanding through
population and service statistics where individuals are receiving care can help identify service opportunities across the County.

Support Services — Behavioral health communities are expanding support services to include peer and family support, health
promotion, living skills, employment services, housing support, home care, personal care, respite, and transportation. These support
services provide greater access to care and alternatives to traditional medical treatment to care for the whole needs of he patient.

Crisis Services — Behavioral health communities are expanding crisis services to include coordinated care through formal agreements
and technology, crisis call command centers, community-based mobile crisis teams, and crisis walk-in offices that can accept
individuals with mild to acute crisis needs. Additionally, communities and providers are improving crisis episode follow-up services via
phone calls, community response, peer/family support and appointments with on-going service providers. The Lake County health
department offers some crisis services, and juxtaposing the services offered with best practices can provide insight into opportunities for
expanded services to meet the needs of individuals with behavioral health.

Peer and Family Support Services — Behavioral health communities are expanding services to include peer and family support, which
is an evidence-based behavioral health model of care, which consists of trained, qualified, experienced peer or family support person
focusing on assisting patient needs. These services can be used in multiple ways — as a preventive or intervention approach,
interventions to change behavior before a crisis, or during and after a crisis intervention. These services have formal CPT and ICD-10-
PCS codes that can be used for insurance reimbursement. As care systems move treating the whole person, incorporating CPT and
ICD-10 codes for services related to behavioral health will be critical to capturing the full patient story.
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NATIONAL CRISIS SERVICES TRENDS

SECTION 3.1.2

Over the past decade, there has been a growing movement to expand the knowledge and implementation of effective crisis response
services. There are many publications, conferences, websites and organizations that address the topic of crisis services. Community
partners utilize these resources to divert individuals from jails and from emergency department use.

The table below reflects the advanced approaches to offering crisis services and these approaches are recognized as best practices and
advocated for by experts in the field of crisis center care. The second column conveys the essential characteristics of the particular crisis
service. The third column conveys the types of data being collected and used to assess the responsiveness of crisis services. This last
column represents the type of data that could be shared across providers to improve care and outcomes.

Lake County’s crisis center has been anecdotally discussed as having the opportunity to better meet the needs of the community and
comparing its offerings to best practices could highlight any gaps in services or opportunities for improvement, such as greater

awareness of the crisis line.
Type of Crisis Service
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Essential Characteristics

Data Collected (Examples)

Crisis Call Command
Center

&

24[7

Electronic Command and Control Center,
facilitating access to care

Support for law enforcement and
Emergency Departments

Call volume

Average Speed of Answer (ASA)

Call purpose

Acuity scores

Number of requests from law enforcements or
emergency departments

Call Disposition

Mobile Crisis Team

o

Meets individual or family in their home or
other preferred location

Rapid response for law enforcement and
Emergency Departments

Transport to Crisis Center, if needed
Electronic access to information

Dispatch volume
Average response time
Response purpose
Acuity scores

Call Disposition

Payor source

Crisis Walk In Centers

@]

oooo
oo

24/7 walk-in capacity

Accepts all crisis needs, including high
acuity patients

24/7 law enforcement access, with rapid
drop-off turn arounds

Quick access to high levels of care, as
needed

Crisis Now: Transforming Services is Within Our Reach, Crisis Now, Success within our Reach

Type of need

Acuity scores

Number of drop offs by law enforcement
Number of emergency department transfers
Average length of time to seen

Average length of stay

Disposition

Payor Source



SECTION 3.1.2

STATE TRENDS

lllinois Health and Human Services (HHS) Transformation — In January 2015, the State of Illinois embarked on an HHS
Transformation as a call to action of lllinois state agencies to better collaborate with one another to find solutions to complex human
services issues utilizing a holistic approach. HS Transformation efforts began in 2016 with the intention of moving forward with
strategies over one to two years.

Guiding Principles
The HHS Transformation Guiding Principles are:
= Create a consumer-centric system: all programs, policies, processes, and technologies place individuals and families at the
center
= Modernize service delivery: offer the people of lllinois the evidence-based support they need when they need it and in the
communities and settings best suited to them
= Pay for outcomes and value: expect evidence-based practices in service delivery that moves from fee-for-service to value-
based payment
= Organize to deliver: ensure a strong, streamlined organization, coordinated operations and a workforce skilled to serve the
people of lllinois with the right care at the right place, at the right time, and at the right cost.

Pain Points
It was determined that the focus of the HHS Transformation activities would be related to behavioral health. As the HHS Transformation
leadership examined the behavioral health landscape, the system was evaluated through an understanding of the lllinois citizens
served by behavioral health. This evaluation identified six critical pain points:
= Lack of coordination of behavioral health services around the customer
System failures to identify and access those with the greatest needs
Lack of community capacity for behavioral health services
Limited set of complementary services
Duplication and gaps in behavioral health services across agencies
Data, analytics, and transparency limitations
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SECTION 3.1.2
STATE TRENDS

lllinois Health and Human Services (HHS) Transformation

Actions Moving Forward

The lllinois Department of Healthcare and Family Services, the State’s Medicaid agency, has moved forward with plans to transform its
Medicaid system. Transformation efforts began in 2016 with the intention of moving forward with strategies over 1-2 years. The state will
be expanding the use of managed care to address unstainable and escalating program costs and improve care for individuals through
an integrated care approach. Excerpts from the January 9, 2017, lllinois HHS Medicaid Waiver Advisory Committee are contained in the
Appendix section as Appendix 6. Excerpts from the lllinois HHS Medicaid Waiver Advisory Committee Discussion. These excerpts
provide more context around the HHS Transformation initiative that is in alignment with efforts of the Coalition.

Strategies being employed towards these transformation plans include:

= Amend how the state operates its Medicaid plan by applying for a 1115 Demonstration Waiver from the Centers for Medicare
and Medicaid Services (CMS). A 1115 Demonstration Waiver will allow the state to be exempt from some of the standard
Medicaid requirements and use exploratory ways to pay for and improve care. In essence, the state’s 1115 waiver application
focuses to have integrated care and address the behavioral health needs of its members. The waiver application can be read
on the lllinois Department of Healthcare and Family Services website.

= The state issued an RFP for Medicaid Managed Care Organizations (MCOs) and have made contract awards to several
organizations. These contract are in effect beginning January 1, 2018. The following MCOs will operate statewide:

Blue Cross and Blue Shield of lllinois

Harmony Health Plan

llliniCare Health Plan (also covers children in the custody of the lllinois Department of Children and Family Services)
Molina Healthcare of lllinois

Meridian Health

CountyCare, a health plan run by the Cook County Health and Hospitals System, that will operate in Cook County
only.

The HHS transformation has appointed the lllinois Medicaid Advisory Committee. This committee is tasked with making
recommendations about the management and operations of the Medicaid program. They have adopted a ten point Medicaid behavioral
health strategy and are weighing in on topics such as the implementation of:

O O O O O O

= Health homes;
= Person-centered care approaches;
= Criteria for enrollment into care management for individuals and families with high needs;
= Technology and data submission requirements;
56 = Potential approaches to support capacity development, infrastructure development; and
= Incentives for value-based payment models.
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SECTION 3.1.2
LOCAL TRENDS

911 Center Operations Consolidation — A 911 consolidation initiative is underway to explore and plan for consolidating disparate
911 center operations across Lake County. This initiative offers collaborative opportunities with the behavioral health data sharing
initiative to gain agreement on data collection and standardization to inform planning and oversight tasks for the behavioral health
community.

Live Well Lake County - Live Well Lake County has a Steering Committee made up of representatives from community-based
organizations, government agencies, healthcare systems, and academic institutions. The purpose of the committee is to guide
community health assessment processes, prioritize community issues, and collaborate to improve the overall health and well-being
of residents in Lake County. The Live Well Lake County initiative collects data and tracks progress around 12 priorities including
behavioral health.

Mental Health Coalitions Website: The Lake County Mental Health Coalition's existence and website is a step forward toward
coordinated care and increased awareness for services available. The Coalitions diverse representations charter encompass
representatives from all aspects of the behavioral health community and its charges as outlined in the Charter each include driving
large scale projects to produce real results. The Mental Health Coalition website can also serve as a go-to resource for community
to learn about the service providers available which can increase the access to services.
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SECTION 3.1.3

3.1.3 COMPARABLE DATA SHARING MODELS FROM OTHER COMMUNITIES

58

Data sharing models from comparable communities were researched and analyzed in the manner outlined in section 2. Research
Approach. The information on the following pages is the product of conducting the research which included conducting interviews.

The comparable data sharing communities that were researched and reported on in the following include:
= Live Well San Diego, San Diego, California
= Familiar Faces, King County, Washington
= Community Care Management Network, Louisville, Kentucky
= Multiple Programs, Johnson County, Kansas
= NurseWise, Southern Arizona
= Behavioral Health Link, Georgia
= Camden Health Information Exchange (HIE) and Camden Arise, Camden, New Jersey

The following types of information are reported on the following pages for each comparable data sharing community researched :
= Summary of the community initiative;
= Highlights about:
o Data inputs;
Sponsorship team;
Sectors/ players sharing data;
Technology use;
Governance structure;
o Data points/measurements available;
= Programs and benefits enabling the data sharing
= Key differentiators;
= Rationale for selecting the comparable data sharing community for research for this project;
= Purpose and origins of the data sharing initiative;
= Methodologies and tools used for the data sharing initiative;
= Funding sources for the data sharing initiative; and
= Other available information such as diagrams, dashboards.
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SECTION 3.1.3
COMPARABLE COMMUNITY MODELS
SELECTION RATIONALE

These comparable communities were selected given the variety of technology used for data sharing and their applicability
within Lake County under lllinois Law. The programs ranged from sharing aggregated data through spreadsheets and measuring
broader health metrics across the population to complex hybrid systems with new businesses developing and serving as a central
repository for missing information. What is apparent across all of these examples is the considerable amount of time these initiatives
take as well as how many require the organizations to be part of the program to provide a lens into the population needs system-wide.
Additionally, each program has evolved over the years to address data sharing barriers and adapt to the needs and demands of the
population it serves.

San Diego — Based on research and correspondence with the program, participating organizations in this data sharing program submit
aggregated data via spreadsheet. This is a compliant, basic way to start data sharing that could work for the Lake County behavioral
health community. Because the metrics are aggregated, the legal barriers are largely driven by each organization’s policies around
sharing aggregated data. Functionally, San Diego is similar to the Coalition in that unaffiliated entities came together to collect and

use data to determine if they were improving the health of a community, just as the Coalition similarly is trying to use data to improve
the health and care of individuals with behavioral health needs.

King County — From a legal perspective, this program like many others, started with the publicly available data from the justice system,
which the Coalition has similar access. This county started with identifying participants with four or more bookings, which is similar to
data that the Coalition has access to in Lake County. Functionally, the King County patient-centered future vision illustrates the “no
wrong door” policy stressed in the Coalition’s charter. This community demonstrates how a cross-system collaboration can result in
developing a bold vision for cross-system data sharing and then develop a phased approach to moving towards that vision. One key
difference to learn from King County is that the county acts as the Medicaid MCO for behavioral health and as such owns the claims
data for Medicaid beneficiaries. Claims data is a crucial data set for participant-level data sharing and as lllinois has recently identified
the MCOs that can serve Lake County, the Coalition should begin to work with the MCOs to gain access to this data to benefit the
individuals with behavioral health needs in Lake County.

Louisville — This program also began with publicly available data and through more casual recognition of familiar faces, began to focus
on high utilizers. The Coalition has access to similar public booking information and the Lake County behavioral health community also
uses the Service Point application as a central repository. Since the information is included in a central repository to which other
programs have access, Louisville has a common release of information form. If the Coalition were to adopt a similar program, the
consent to release form would also need to include the stipulations outlined in 740 ILCS 110 and Service Point would need to have the
capability to track each of those 9 aspects by person as well as the release signature.
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SECTION 3.1.3
COMPARABLE COMMUNITY MODELS
SELECTION RATIONALE

Johnson County — This program also started by using publicly available booking data and booking information which is also available
under lllinois law. Data points available include name, case number, date, case type, nature of offense, charge, disposition, arresting
agency, count, and court events. As the Lake County Jail creates its screening program, its law enforcement agency should decide
whether having a non-licensed individual screen a patient for behavioral health needs allows them to be compliant with their HIPAA
regulations and where this information could be stored so that it could be available upon discharge within the community with the
appropriate releases. Johnson County serves as an example of how sharing even a couple of data points across service providers into
a central repository can increase the speed of care coordination

Nursewise — The Nursewise model introduces a new service offering, an advanced crisis center, into the framework and the Lake
County Health department offers some of the crisis services included in the Nursewise program such as a crisis clinic. Data is not
routinely shared or sent to the Nursewise organization electronically, although information about the crisis incident can be collected over
the phone. Nursewise serves as the care coordination quarterback, assisting individuals in navigating the network of behavioral health
services to assist individuals in gaining access to the right services. As a result, Nursewise can share data with service providers for the
purposes of providing services for an individual. A comparable to Nusewise in lllinois is the DuPage crisis center as it has some service
provider partners co-located in the facility for the purposes of providing coordinated care.

Nursewise established operational protocols and standards to outline how cross-system partners work with a command center and
crisis line. Through Nursewise’s operations and the technology employed, the program collected new data, processed both urgent need
requests and records data, and aggregated this data into operating reports distributed to system partners. Similar advanced reporting in
for the Lake County behavioral health community would formalize elements of a data sharing model and were provided here for the
purposes of introducing additional capabilities that could help meet the Lake County behavioral health community’s data sharing needs.

Georgia Behavioral Health Link — This information was made possible through a state-wide initiative, which lllinois has not mandated,
although their strategy and vision for data sharing is in alignment with the lllinois strategy. However, the aggregated data presented by
the Georgia behavioral health link dashboard could be calculated using aggregated metrics as reported by Lake County pursuant to the
participating organizations’ internal policies. The dashboard itself also presents a consistent report of metrics that provide insights into
the raw data files submitted to the central repository. This report helps members of the community to make decisions, which is the same
overarching goal in Lake County.

Camden — Camden serves as the best in class in data sharing and is a good example of how functionally all programs evolve over
time. Camden also illustrates the hybrid model technology requirements and that hospital data can be limited only to organizations and
approved individuals.
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SECTION 3.1.3

SAN DIEGO, CALIFORNIA
LIVE WELL SAN DIEGO

“Live Well San Diego” is a collection of otherwise unaffiliated entities, anchored by the County Board of Supervisors, of many
disparate community organizations aiming to improve the health, safety, and quality of life of San Diego residents by sharing
knowledge and best practices. Their aim is not behavioral health-specific but rather to improve quality of life as measured
by ten metrics contributing to an estimated 50% of deaths in San Diego County.
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. information in monthly summit-style meetings
community events such as a 5K
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SECTION 3.1.3
SAN DIEGO, CALIFORNIA
LIVE WELL SAN DIEGO

Rationale for Selecting Comparable

= The purpose of conveying information about this comparable model is to illustrate how a community with unaffiliated entities came
together to collect and use data to determine if they were improving the health of a community. Lake County similarly is trying to use
data to know information about a population

Purpose and Origins

= Live Well San Diego has some of its origins in the 3-4-50 study. This study found three behaviors led to four diseases which resulted in
more than 50% of the deaths in San Diego County. This study began in 2008 and the service was launched in 2010 to start a 10-year
initiative to decrease the prevalence of those three behaviors. To measure the program’s progress, Live Well San Diego created 10
community health benchmarks.

» Those ten health benchmarks are: life expectancy, crimes per 100,000 people, % of days with unhealthy air quality, unemployment
rate, (% of population) living independently, with a high school diploma, spending less than 1/3 of income on housing, living within 1/2
mile of a park, have experienced food insecurity, and who volunteer.

Methodologies and Tools

= Live Well San Diego is a collection of 120+ organizations in and around San Diego. This partnership is anchored by the County Board
of Supervisors and San Diego Behavioral Health Services. These organizations gather at summits to share knowledge and best
practices to contribute to general population health and, specifically, to the 10 identified health factors. At these summits, information is
passed between organizations in a more informal manner.

» Without sharing personally identifiable information, these organizations see little need for significant governance measures as they
circumvent HIPAA by not sharing detailed or protected information. This is carried out by only sharing aggregated or anecdotal
information.

Funding

* Funding sources include: Beacon Communities — $1.7 million, Bridges to Employment in Healthcare — $25 million, Communities
Putting Prevention to Work — $17.9 million, Community Nutrition Expansion Project — $700,000, Low Income Health Program — $50
million, Community Transformation Grant — $15.3 million, Public Health Infrastructure Grant — $350,000, SNAP Participation Grant —
$900,000.

Sources include: Livewellsd.org, sandiegocounty.gov, cuyamaca.edu/services/health/live-well-san-diego.aspx , healthinfolaw.org, Email exchange with Office of Strategy and Innovation
for Live Well San Diego
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SAN DIEGO, CALIFORNIA SECTION3.1.3
LIVE WELL SAN DIEGO

Key Observations Enabling the Solution

= The community has implemented a low-tech solution, the use of Excel spreadsheets. This solution can be leveraged in other
communities, such as Lake County, to get started with a data sharing program as Excel is well known across organizations.

= There is no HIPAA-protected information shared lowering barriers and risk.

= The data standardization process and data governance required prior to starting to sharing data was minimal as the calculation
of the metrics are simpler, such as a count of service provided or number of patients seen.

= Very inclusive engaging over 120 organizations.- The low barriers to participation allow a high volume of organizations to
contribute. With a diverse network of community behavioral health providers, a low tech solution for aggregated data could
enable more organizations to participate.

= Does not allow for identification or analysis of individuals given that participant-level data is not provided. Several grants and
initiatives in the past have focused on the top utilizers within Lake County as a priority for care coordination and without individual
level data a data sharing model with only aggregate level data can not answer questions on high utilizers.

= Data included does not expand beyond healthcare — does not include justice or law enforcement data. As surfaced during the
Current Data Sharing Assessment interview process (see section 3.2 Current Data Sharing Assessment), diversion from jails and
emergency departments is a priority within the Lake County behavioral health community. The Lake County behavioral health
community would need to incorporate justice information to make this model more useful for their purposes.
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SAN DIEGO, CALIFORNIA SECTION 3.1.3
LIVE WELL SAN DIEGO

Live Well San Diego Data Dashboard

Live Well San Diego Expanded Indicators

October 2016
(am) O
O, C S
HEALTH KNOWLEDGE STAEI":’”“:{_E’OF COMMUNITY
We want to increase this ’P San Diego California United States
Indicator Measure
We want to decrease this Q, Latest Year Latest Year Latest Year
HEALTH - Enjoying good health and expecting to live a
823 81.2 78.8
Life Expectancy Measure of length and duration of life expected at birth T (201\’;35 (201\55 (201‘;)5
. . . . . 16.5% 16.7% 20.5%
Cigarette Smoking Percent of population who smoked cigarettes in the last 12 months l, (2016) (2016) (2016)
56% 53% 49.5%
Exercise Percent of population spending 2 or more hours exercising per week T (2016) [20106) (2016)
Doctor Visits Percent of population having visited a doctor in the last 12 months 6 or more 28.6% 27.8% 29.1%
times (2016) (2016) (2016)
Quality of Life EZEZEEZES pl(jrlleg:‘ci(i):ctlzfi:r:s St:fc-)[:t:i\r:ftlloy rei?clit: ?’nt;}ubrii?]blis‘r}ngeor other T 94.9% 7% 96.9%
Y independenty 8 8 (2014) (2014) (2014)
institutions)
85.2% 82.1% 86.9%
Education: High School Diploma |Percent of population with a High School Diploma or equivalent ’P 0
(2014) (2014) (2014)
14.8% 17.9% 13.1%
Less Than High School Diploma |Percent of population with less than a High School Diploma or equivalent J/ ?
(2014) (2014) (2014)
Bachelor's D Fquivalent Percent of population with a Bachelor's D N I SL7% 30-1%
achelor's Degree or Equivalent|Percent of population with a Bachelor's Degree
g q pop g (2014) (2014)) (2014)
Graduat Professional 12.9% 11.8% 11.4%
D;;:Z € orrrotessiona Percent of population with a Graduate or Professional Degree T (2014; (2014) (2014)
89.6% 90.4% 87.9%
School Enrollment Percent of combined gross enrollment of school aged population T (2014; (2012) (2014)
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SECTION 3.1.3

KING COUNTY, WASHINGTON
FAMILIAR FACES

King County has established itself as a pioneer within the mental, emotional and behavioral healthcare coordination space. One
program, “Familiar Faces,” acts as a system’s coordinator for healthcare, justice, and community organizations to identify and
intervene on behalf of heavy consumers of King County’s jail and ED resources. The long-term goal is to improve outcomes and
reduce costs via an integrated data system by diverting users to the appropriate care when its needed to avoid misuse of high
acuity services.

LY

Sectors/ I
ey Governance
Planning Started: 2014 Data Inputs Rlayers — Structure ﬂ
(0\)\(0\ sharing Data DD
Funding Source: Detention Sponsorshi = Jails » Flexible Data Points
= King County Mental placements by \ads Team P = Healthcare Technology model /Measurements
lliness and Drug category organizations Used * Base Available
Dependency Program * New and = King Co. Dept. of * Community = Emergency staffing = ROI from averted
* King County Department available beds o mmuynity & providers Department  * Additional jail and ED
of community and by location Human Services * Seattle Attorney’s  |nformation cross- resource misuse
Human Services " Average = Seattle & King Office Exchange disciplinary  « Medicaid claims
= King County Veterans waitlist times Co. Public = Seattle Office of = \Washington resources = Housing data
and Human Services * Jail bookings Health the Mayor state’s HIE = \eteran’s
Levy " Homelessness , king co, " Seattle Courts disabilities
* Specialty court gy ecytive Office ® WA Health Care
appearances Authority

Programs and Benefits Enabled:
Intensive Care Management Team provides comprehensive
and integrated services for behavioral health adults

Key Differentiators:
= Used data matching to conclude 94% of all people with four
or more jail bookings had a behavioral health indicator
= Has flexible staffing model in which only the minimum
number of resources are staffed full-time but can be
augmented during high volume periods

Participation in state-wide Managed Care Organization
Improved: health status and housing stability

Reduced: criminal justice involvement, avoidable ED use,
and population health disparities




KING COUNTY, WASHINGTON SECTION 3.1.3
FAMILIAR FACES

Rationale for Selecting Comparable

» The purpose of conveying information about this comparable model is to illustrate how a cross-system collaboration can result
in developing a bold vision for cross-system data sharing and then develop a phased approach to moving towards that vision.

Purpose and Origins

= Familiar Faces began as a jail diversion program to better understand top utilizers. It evolved into a data integration platform
and is set to become a data set analysis. King County community services and public health leaders started by convening both
a management guidance team from relevant organizations as well as a project design team. Work began in 2014, services
began July 2016, and the hope is to reach the stated goal of shifting from a costly, crisis-oriented response to one that focuses
on prevention, embraces recovery without population disparities by 2020.

» An initial data matching effort demonstrated 94% of individuals in the King County jail had a behavioral or substance use
disorder. This high percentage created a consensus that something has to be done. The Familiar Faces program is similar to
Lake County’s effort to identify and better treat the highest 100 utilizers.

Methodologies and Tools

» One tool, known as the Emergency Department Information Exchange (EDIE), is a proprietary data-sharing and real-time
notification system currently being used by many healthcare providers in King County. The second system is the Washington
State Health Care Authority’s sponsored Health Information Exchange (HIE), known as Link4Health. King County already
houses a range of client-level data including Medicaid claims, behavioral health, Veteran’s, developmental disabilities,
homeless services and housing data, county-provided employment services data, and county and municipal jail booking and
release data.

» Data integration program enables individual client “lookup” for direct care coordination, identification of high-risk groups based
on flexible criteria, system-level care coordination, extracting datasets based on flexible criteria, analysis of population health,
and program evaluation and costs.

Funding

» Funding structures include King County Mental lliness and Drug Dependency and King County Department of Community and
Human Services groups & King County Veterans and Human Services Levy.

Sources include: http://www.naco.org/sites/default/files/event_attachments/Familiar%20Faces%20Brief.pdf ,
http://www.naco.org/sites/default/files/documents/DDJ%20Playbook%20Discussion%20Draft%2012.1.16.pdf , King County Health and Human Services Transformation The
Familiar Faces Initiative June 2016 and updates, Washington State HIE snapshot, Evaluation of the State Health Information Exchange Cooperative Agreement Program,
kingcounty.gov, bizjournals.com, qualishealth.org
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SECTION 3.1.3
KING COUNTY, WASHINGTON
FAMILIAR FACES
Familiar faces is one of King County’s programs and the below diagram is a visual depiction of how the county wants to operationalize a
person-centric model to improve a variety of outcomes.

Familiar Faces Future State Vision v.1.5 DRAFT
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Participants include- 28 participating organizations across hospitals, healthcare centers, psychiatric centers, community
organizations, care coordinators, homelessness groups, County Offices, Courts, Sherriff, and State Departments

Source: http://www.kingcounty.gov/elected/executive/health-human-services-transformation/familiar-faces.aspx
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KING COUNTY, WASHINGTON SECTION 3.1.3
FAMILIAR FACES

Background:

= Washington State Medicaid contracts with the counties to manage and contract for behavioral health services (however, this is
moving to fully integrated MCOs — responsibility for both physical and behavioral health services).

= King County has had all the Medicaid claims and extensive data already within their county administrative system. For the
Medicaid behavioral health population, they already know key data such as who is accessing care, how fast they are accessing
care, and where they are accessing care.

Familiar Faces has a Future Vision for Data Sharing (prior page)

Familiar Faces has agreed upon several “Go-first strategies”

= Since King County owns some of the key data points, as a first step the county is integrating what they can within the various
systems within County Departments (e.g. Medicaid, housing, employment)

= They are in a planning phase for the data warehouse that will integrate other stakeholders (e.qg. first responders, courts)
= Implementing clinical best practices for addressing the needs of the justice involved (e.g. Care Management Team)

Other information :

= They have had for many years a daily data feed from the jail to the Medicaid program in the county who then alerts behavioral
health providers when one of their individuals has been booked into jail.
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KING COUNTY, WASHINGTON SECTION 3.1.3
FAMILIAR FACES

Key Observations Enabling the Solution

= King County is in the position of acting as the Medicaid MCO, thus, by virtue of their role they have access to all behavioral
health claims for the county — allowing access to data to answer many of key questions needed for a behavioral health
community. The Lake County Health Department does not serve as the Medicaid MCO and the Lake County behavioral
health community would need to partner with hospitals or insurance companies for this information.

» The initial set of data involved was cross-sector, jail, and behavior health data. The King County model combined jail data for
people with four or more bookings with behavioral health claims. This model did not include all individuals with behavioral
health needs and if Lake County wants to understand the demand on the entire system, data would need to be shard on
behalf of all individuals with behavioral heath needs.

» The data matching has only been conducted once — has not been repeated. System partners within the Lake County
behavioral health community done a similar participant mapping as a part of other initiatives, such as identifying high utilizers
across organizations. However, to have a sustainable, on going data sharing model, this activity would need to be running
behind the scenes as information is entered from any source to make sure not to duplicate information.

= The coalition agreed upon a future vision data sharing vision and several go first strategies that will move them towards the
future vision. This vision provides them with the direction needed to move forward while allowing flexibility in the approach for
moving forward given the complexities of building a data sharing model and coordinating care. The Go-First strategies
operationalize immediate next steps for King County and translate abstract direction into tangible action to help move the

county forward. A similar approach, could help the Lake County behavioral health community continue forward into Phase 2
of its data sharing initiative as it develops its implementation plan.
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KING COUNTY, WASHINGTON SECTION 3.1.3
PSYCHIATRIC BOARDING PROGRAM REPORT

King County Patients Ready for Discharge from Western State Hospital (WSH)

Among many reports and data outputs, the real-time  Asof March, 2017

and consolidated data collection efforts King County
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Planning Starting: 2013

SECTION 3.1.3

LOUISVILLE, KENTUCKY
COMMUNITY CARE MANAGEMENT NETWORK

The Dual Diagnosis Cross Functional Team (DDCFT) is a collaboration of government agencies, behavioral health professional,
and community organizations that came together to create the Community Care Management Network- a coordinated case
management super-system. The Community Care management Network (CCMN) taps into existing systems rather than having to
be “hard fed” as more traditional systems do.

Sectors/ /
---- Governance
Funding Source: DatallupUts i\ Pl — Structure i D |:||:|
Laura and John (0\ (‘L SIEGIIG L
Arnold Foundation Number of ! Government = Formed a Data Points
Sponsorship . .
Kentucky General alcohol S agencies Technology steering /Measurements
Assembly intoxicants = BH professionals Used committee to Available
Second Chance transported by HMIS network ™ Substance abusea Service Point design pilot = Number of “no-
Reentry Program emergency = Metro Criminal agencies (which houses and address pay” detox beds
for Adults with Co- services Justice = Jails their HMIS technology and  ayailable
Occurring " Bedsutilizedby  commission  * Primary information) public safety  «  Number of DD
Substance Abuse heroine/opiate Office of the healthcare issues individuals
& Mental Disorders abusers Mayor organizations using resources
= Hospital and = Louisville Police daily
treatment = Jefferson County = Shelter days
admissions Attorney’s Office = Others

Programs and Benefits Enabled: Key Differentiators:
= Reduction of: number of jail admissions and bed days, = Ubiquitous use of HMIS allows CCMN to retrieve information

shelter days, emergency service runs, inpatient psychiatric more easily
admissions, percent homeless, in-custody detox, number of = Common MOU and information releases ease the burden of
ED visits legal compliance for all involved organizations
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LOUISVILLE, KENTUCKY

COMMUNITY CARE MANAGEMENT NETWORK

SECTION 3.1.3

Below is a comparison of the Louisville and Lake County's’ current use of Service Point. Lake County could leverage Service Point similar to
Louisville by expanding the referral source into the program or owning some of the data input to track more individuals and collect additional

data points.

Community Care Management Network Data Process Flow

—

case management
Ask that a release of information be signed

Ancillary information entered into service point
12 participating organizations track those participants

abkown

Supportive Behavioral

Housing Health Abuse

Common Release of Information Form

Central Repository
(Service Point)
12 Community Org

Substance

. Participant or high utilizer is referred from one of these entities for systemic

Release of information and patient name uploaded into Service Point

Medical

and Dental

* Reduction in shelter days

System runs
* Reduction in percent homeless

days
* Increased in number of ACA/Medcaid enrollments
\o Reduction in the in custody detox population

Reduction in the number of emergency department visits

/ Outcome Measures
* Reduction in the number of jail admissions and bed days

* Increase in mental health/substance abuse treatment retention
* Reduction in numbers of Louisville Metro Emergency Medical

» Reduction in number of inpatient psychiatric admissions and hospital

~

-/

Lake County Service Point

Several community organizations leverage Service Point
to track select information on participants. It serves as the
central repository for homelessness information and
complements a variety of other internal systems for data
within the organizations that use the program. Service
Point does hold data from other sectors and is looking to
expand its current use.

Organizations currently enter the following data:

Household Size

Where Housed/Sheltered

Homeless Service Treatment Providers
Vulnerability Index

Sources/amount of Income

Primary Care Provider

Required Data Fields ( name, Gender,
Ethnicity, Cell, Birth Date, Race, SSN,
Veteran Status

Aggregated Data \

Number of Homeless individuals

Number of Unsheltered Homeless

Number of First Time homeless

Number with Increase Income

Average Time Homeless

From where enter homelessness

To where exit homelessness

Housing Stability

Who is homeless (Families, Veterans, people with
disabling condition)

Noohkwd=




LOUISVILLE, KENTUCKY SECTION 3.1.3
COMMUNITY CARE MANAGEMENT NETWORK

Rationale for Selecting Comparable

» The purpose of conveying information about this comparable model is to illustrate how one community has used Service Point in an
alternative way than how Service Point is used within the Lake County behavioral health community.

Purpose and Origins

= The impetus for this initiative came from the mayor with the initial focus on individuals with co-occurring disorders. This initial call to
action group included the HMIS network and the Metro Criminal Justice Commission.

= Louisville-Jefferson County Metro, Ky., developed a cadre of community partners to share information and pursue innovative solutions
to identify, coordinate and deliver care to individuals who frequently use public services. This collaboration, known as the Dual
Diagnosis Cross Functional Team (DDCFT), is composed of government agencies, behavioral health professionals and community
organizations serving people with behavioral illnesses and substance abuse disorders. HIPAA regulations prohibit community
providers from sharing this data with the jail but the jail is free to share names and dates of birth with the provider, putting the onus on
the provider to do the analysis.

= |t took approximately four years from the time of the first study to going "live.”
Methodologies and Tools

» The DDCFT is a cross-sector collaboration formed to create a case management super-system with its own “select sharing
agreement.” This body created the Community Care Management Network (CCMN) which is the community-facing, active arm of the
DDCFT and acts as the case management system.

= Significant features include common MOU and release of information documentation and all participants’ utilization of HMIS/Service
Point.

» The DDCFT utilizes the Homeless Management Information System (HMIS) as the backbone for the new network, which is comprised
of the participating community organizations. The HMIS system is operated statewide by the Kentucky Housing Corporation and
coordinated locally by the Coalition for the Homeless. The system employs Service Point Software for case management and tracking
purposes and will support the information sharing and case management needs of participating network agencies with only minor
modifications. Using the HMIS, participating organizations can view and track individuals as they encounter other organizations in the
CCMN. (https://louisvilleky.gov/government/criminal-justice-commission/dual-diagnosis-cross-functional-team)

Funding

= Funding comes from grants from Laura and John Arnold Foundation, Kentucky General Assembly, and the Second Chance Act
Reentry Program.
Sources include: https://louisvilleky.gov/government/criminal-justice-commission/dual-diagnosis-cross-functional-team, http://www.naco.org/articles/what-about-data, Montgomery

73 County Community Health Assessment And Community Health Improvement Plan 2016-2019, healthinfolaw.org, and the Louisville Metro Government Dual Diagnosis Cross-
Functional Team 2" Annual Report-out Session.
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LOUISVILLE, KENTUCKY SECTION 3.1.3
COMMUNITY CARE MANAGEMENT NETWORK

Key Observations Enabling the Solution

» The community uses Service Point as central repository solution for sharing data. The Lake County behavioral health
community also uses Service Point and is concurrently evaluating its expanded use, which could include data points
collected in the Louisville Metro County, pursuant to compliance approval.

» This community has developed protocols for assessing individuals who are booked into jail to determine if the individual has
behavioral health needs, and if so, provide expedient referral to care upon transition back to the community. The Lake
County Jail has a similar initiative underway to implement a screening process to identify behavioral health needs and using
this model to understand how that can translate into a transition back to the community can assist the individuals in jail with
receiving services in the community.

» Formal procedures have been established to obtain a consent to release information to support recording and sharing of
data electronically. A similar release of information, leveraging the release of information in place today with Service Point,
could be agreed to and developed on behalf of participating organizations to streamline the operations supporting a data
sharing program.

» Funding comes from various sources including private funding. As the Lake County behavioral health community determines
a more detailed plan to implementing the desire data sharing model, it should research public and private funding options to
support the implementation and maintenance of a data sharing model.

» The community is able to report on cross-system data. Similar to the desire within the Lake County behavioral health
community to capture data from healthcare organizations, the justice system and community organizations, the Louisville
model collects and stores information as entered by organizations in each of these sectors.
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JOHNSON COUNTY, KANSAS SECTION S48

MULTIPLE PROGRAMS

The Johnson County program exemplifies the power that a single system, improved coordination, and early detection can have on
individuals’ overall health. Johnson County “Stepping Up” began with all partners in the justice system using their Justice Information
Management System (JIMS) program and later building a tracking tool called My Resource Connect. This tool receives a few pieces of
identifiable information, de-identifies the information and stores it within a central repository that then notifies organizations of a shared client
to improve care coordination. This effort has resulted in several data-driven programs and services.

Planning Started: 1993

Funding Source:

Data Inputs Players Structure

 E—|
(0\)\(0\ sharing Data
= Four

Sectors/ Teas Governance /
ool

National Association of

Counties = Pll data : = Courts _ Data Points
= Council of State = Arrest Spo_?(;s:r;shlp = Probation Technology dedicated IMeasurements
Governments Justice information = Jails Used personnel Available
Center = Police drop off = Justice System = Police (2017) * JIMS o de- = Email pings of
= American Psychiatric location = Sheriff's office = My Resource identify Pl shared clients as
Foundation = Booking data Connect information they appear in the
= Brief Jail = Secure email and system
Mental Health for notifications ~ maintainthe 000t reports
Screen = Excel sheets programs from 72+ hour jail
used for time
analysis = Charge analysis
for mentally ill

Key Differentiators:
= All participating organizations use JIMS- Justice Information
Management System

Programs and Benefits Enabled:
= Several longitudinal and multiple factor statistical analysis,
i.e. Charges for behavioral health population
= Program in which care coordinators call recently released
individuals to assess needs and connect them to services to
improve chances of success and lower recidivism

= Quicker identification of shared patients improves timely
access to services

= Brief Jail Mental Health Screen quickly identifies those with
severe behavioral health needs
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JOHNSON COUNTY, KANSAS SECTIONS.L.3
MULTIPLE PROGRAMS

Rationale for Selecting Comparable

» The purpose of conveying information about this comparable model is to illustrate how a justice community has been successful in 1)
developing reports across time to understand the overall behavioral health service need and 2) developing programs to identify
behavioral health needs and connect individuals care expeditiously.

Purpose and Origins

» Johnson County joined the “Stepping Up” program to address over-incarceration of the vulnerable, mentally ill population. Washington
DC, Miami FL, and Sacramento CA were also part of the pilot. However, for Johnson City’s purposes, this initiative has its roots in
1993 when the court systems implemented JIMS.

= Johnson County enjoys a strong sponsorship team consisting of the National Association of Counties, Council of State Governments
Justice Center, American Psychiatric Foundation and the Justice System chief operating officer. The Sheriff's Department
encountered barriers to adoption and was the last to subscribe.

Methodologies and Tools

= Johnson County built a new tool to pull in data from JIMS (Court System) and other entities and surface it through another customized
program- My Resource Connect.

= JIMS houses all court data. Participants receive notifications if a shared client has encounters across the system. Select identifiable
data points are sent and then de-identified on the back end, after a universal identifier is provided.

» Hospitals are not included, nor are 42 CFR organizations. This initiative is compliant with HIPAA through log-in and access rights in
My Resource Connect.

= A Brief Mental Health Screen is to be conducted within 72 hours of booking which also provides additional data for reference and
analyzation.

= My Resource Connect is managed by a team of four individuals responsible for patient data de-identification. Additionally, the initiative
partners with programs, universities, or other organizations for additional analysis resources.

» Data collected has helped to understand trends for the mentally ill inmate population and identify areas of intervention, such as a
program where care coordinators reach out to individuals within 24 hours of release.

Funding

» Funding structures include the National Association of Counties, the Council of State Governments Justice Center and the American
Psychiatric Foundation.

76  Sources: healthinfolaw.org, jocogov.org, khi.org, csgjusticecenter.org, kansascity.com (Kansas City Star)



JOHNSON COUNTY, KANSAS SECTION 3.1.3
MULTIPLE PROGRAMS

Key Observations Enabling the Solution

» The data sharing initiative started as a justice sector effort and has expanded to be cross-sector. The Lake County
behavioral health community could also start a data sharing program by using publicly available booking information.

» Some entities are not included in the Johnson County data sharing initiative such as hospitals and entities that are obligated
to 42 CFR regulations. The single system that allows data sharing within the Johnson County Justice System was used by
all justice partners and custom built to meet their needs. While the Lake County court system has a custom built solution, not
all law enforcement agencies use the program and has such a large data standardization effort would need to take place to
share data across the five Computer Aided Dispatch (CAD) systems prior to combining data with the Lake County court
information.

» The community has been successful in reporting trends over time allowing data sharing initiative stakeholders to identify
successes and continued opportunities for improvement. This is made possible through participant level data which accounts
for services or incidents rendered to the same individual and thus the data is cleaner. The Lake County behavioral health
community wants to build a sustainable data sharing program and as a result will also be able to conduct longitudinal
analysis in time. The quality and insights from that analysis will be strongest if individual data is shared.
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SOUTHERN ARIZONA SECTION 3.1.3
NURSEWISE

The Arizona State Medicaid program requires in its contacts with managed care organizations to utilize innovative approaches to
improve outcomes, reduce costs and be responsive to individual/families and system partners. The Centene Corporation has the
contract in Southern Arizona and has instituted the use of a “command and control center” through NurseWise for facilitating access to
urgent and routine care. The call management system and electronic health record were developed to facilitate access and capture
data for system reporting.

Planning Started:
2015 Sectors/

Data Inputs Players

)\ sharing Data
Caller fﬂ\ (‘L

Structure

==== overnance /
5=| il

Built into Data Points

) f = Emergenc
i Purpose of call Spog;:r;shlp Depa?tmer)]/ts Technology NurseWise's NWEERMENERS
Funding Source: * Acuity score . Law Used structure Available
" Service dollars " BHcrisis t Centene enforcement « Nursetriage * Documents = Real-time response
from managed . aDsesneqzzsr;e%ics corporate = Mobile teams software outline how and follow-up time
. f:'irzeo%c;ml\ﬁsgi)éaid . Inventigons used entity " Jalls " Telephone data is collected  metrics against
= Arizona crisis = Physical health CEO Of. " Postrisis = EHR and managed benchmarks
fund problems Nursewise providers " Real-time * Onefull-time  « Jajl discharge
unas = Medications State of metrics steward coordination
- Reaction timesto  ~\izona dashboard = Partoflarger  « Hot spotting for
all actions Medicaid Centene high need
structure individuals

Programs and Benefits Enabled:

= Ability to track data such as call and response times against
contractual requirements in real-time

= Geo-map capabilities to identify mobile crisis team with
shortest response time, real-time transmission of clinical
data to mobile team
Centralized scheduling for urgent and routine appts to
community providers

Key Differentiators:
= Acts a central hub connecting in-crisis individuals to mobile
teams, available crisis beds, and follow-up providers

= Protocols for addressing needs of emergency departments,
law enforcement, jails, child protective services established
— specific data points collected and reported on — e.g.
number of referrals and timeliness and outcome/dispositions




SOUTHERN ARIZONA SECTION 3.1.3
NURSEWISE

The eight counties within Southern Arizona agreed upon their own protocols and standards across a host of services and partnered
with system collaboratives, such as the department of children safety and development disabilities, to establish system-wide goals.
These protocols also outline tribal agreements and approve providers.

I

County Crisis Protocols

@ Gochise County risi Protocols Protocols include, but are not limited to the following:

= Key definitions for crisis
= Relationship with law enforcement and
interactions while on site

@ Graham County Crisis Protocol
@ Greenlee County Crisis Protocol

@ LaPaz County Crisis Protocol =~ =< _ _ P . i

@ Pinal County Crisis Protocols T ==e : CI"ISI.S line avalla.blht.y s

@ Pima County Crisis Protocols with Law Enforcement T ===—e_ " Mobile t.eam territories within each county

@ Santa Cruz County Crisis Protocol Ty r— i Wa rm Llne_s

@ Yuma County Griss Protocal = Critical Incident Stress Management
involvement,

= Relationship with and/or interaction in the Jail or
Detention center

= Emergency admissions into behavioral health
inpatient facilities

= Assistance in emergency rooms as needed

System Collaborative Protocols

@ Department of Child Safety Collaborative Protocol
@ Division of Developmental Disabilifies Collaborative Protocol

@ Avizona Department of Economic Security/Rehabilitation Services Administration (RSA) Collaborative Protocol

Funding and Sources

HHS - .center for HHS — SAMHSA
Medicare and Block Grant $
Medicaid (CMS)
‘ State SMI ‘ ‘ Cou ntBJ
and Crlsns$ fundin
+

‘ AHCCCS (State Medicaid Agency) ‘

| |

Sources include: AHCCCS'’s Building a Health Care System: Care Coordination and Integration,
https://www.cenpaticointegratedcareaz.com/inthecommunity/crisis-intervention-services.html

l https://www.cenpaticointegratedcareaz.com/inthecommunity/system-partner-resources.html

https://www.cenpaticointegratedcareaz.com/inthecommunity/system-partner-resources.html

‘ Physical Health and Behavioral Health Provider System (including crisis services)
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SOUTHERN ARIZONA SECTION 3.1.3
NURSEWISE

Rationale for Selecting Comparable

= The purpose of conveying information about this comparable model is to illustrate how one community is using a central
repository approach in a non-traditional way. Operational protocols outline how cross-system partners work and coordinate
with a command and control crisis center who in turn facilities access to care. Further, the command and control crisis center
records all transactions and creates operating reports that are shared with system partners.

Purpose and Origins
= NurseWise is the single crisis line for all of southern Arizona and functions as the information hub for that geography.

= Medicaid is forcing health plans to be more responsive to cost efficiencies and outcomes, which drives health plans to be
more responsive to people in crisis, child welfare, justice, and those with high service needs.

Methodologies and Tools

= NurseWise, which acts as a central hub between mobile teams and law enforcement, is capable of real-time exchange with
the mobile teams as their electronic medical record (EMR) is connected to the mobile teams' mobile phones. Police calls are
prioritized, using the same dispatch technology from the mobile team system. After assignments are made, pings are sent to
mobile phones. If a mobile team is on site for a significant period of time the dispatcher is pinged. The mobile teams submits
information about care, acuity, next steps, and disposition. The goal is to leave the individual in the community.

» Mobile teams and crisis staff have access to online scheduling for service providers (centralized scheduling) for urgent and
routine care by community behavioral health providers.

» Process flow: calls come in, data is captured, call management system and EMR put out real-time information, daily reports
from prior day generated. These reports include volume, timeliness against metrics, and the exception report.

= HIPAA allows for coordination with crisis call centers. Law enforcement can share information with Nursewise who can then
transmit it to the mobile teams.

» Arizona’s Statewide HIE has a 2-year plan to connect all hospitals, community health providers, and behavioral health
providers. NurseWise is participating in that plan to share crisis data and receive other data.

» There are plans to transition some of the daily reporting into dashboards for the community.
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SOUTHERN ARIZONA SECTION 3.1.3
NURSEWISE

The Crisis Call Center is the hub of
collecting data for all eight counties
(roughly two million people) through
phone calls from individuals or
system partners. Systems are used
to facilitate the flow of information
and connection between service
providers.

Reports are developed regarding
the operations of the behavioral
health delivery system.

A
N
A
L
Y
T
KEY s
Red — phone call or walk in S
Blue — data transfer ¢
Arrows — direction of data flow
Reporting
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SOUTHERN ARIZONA SECTION 3.1.3
NURSEWISE

Key Observations Enabling the Solution

» This community demonstrates an alternative way to collect data and report data through a centralized crisis call command
center, where data is entered into an EHR.

®» |n addition to collecting data into a centralized place, there are additional technologies for real-time data sharing with mobile
teams based throughout a community/region and real-time scheduling of community-based behavioral health services
(urgent and routine appointments). Currently no real time data sharing occurs between two system partners within the Lake
County behavioral health community during the point of care.

= The operational process and technology application have been established in a way to overcome legal privacy barriers. Part
of this process was establishing data sharing agreements as the system was being implemented.

» This community has developed standard operating protocols to standardize practice for care coordination between cross-
system partners such as law enforcement, emergency rooms, child protective services, jails, courts, community behavioral
health providers, and inpatient behavioral health providers. Similar efforts will be needed in Lake County to enable data
sharing and ensure a data sharing model’s sustainability.

» There are agreements between the centralized crisis call command center and system partners about data reporting is
shared. While the Lake County behavioral health community is interested in setting up a new data sharing model, as
opposed to a new crisis center, developing data sharing agreements can be a good way to gain buy in into a new program.

» The Nursewise technology solution is funded through service funding from Medicaid and state funding. As the Lake County
behavioral health community focuses on next steps for the data sharing initiative, all potential sources of funding should be
evaluated.

» Nursewise has plans for integrating into the statewide HIE application over the next few years. While lllinois HIE efforts were
unsuccessful previously, data sharing is becoming increasingly popular and as new programs are established in the future
Lake County can look for additional partnerships to fold into its data sharing model.
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SECTION 3.1.3

GEORGIA
BEHAVIORAL HEALTH LINK (BHL)

In 2006, BHL began a unique collaboration with the state of Georgia to form the George Access and Crisis Line, a single statewide
crisis call center to facilitate access to routine care or help in a crisis. The collaborative is intended to serve individuals and families
and be responsive to system partners such as law enforcement and hospital emergency departments. This program is well known
for their real-time and incremental data /reports so there is statewide transparency of the service delivery system.

Planning Started: 1998

Data Inputs Players Structure

 E—|
(0\)\(0\ sharing Data
Data Points

Sectors/ Teas Governance /
ool

Funding Source:

= Funding for the Crisis phone Sponsorship = Healthcare = Data
technology and calls Team Organizations \EEEEllellIs)% Governance NQMEESEIEUMENIS
reporting is obtained * Bed * Managed Care Used & Change Available
through their overall availability = Executive Organization = Consolidated Mgmt = Real time operational
service funding. = Appointment Leadership of Central Call Handled by dashboards within the
schedules BHL Center IT Team (15 call center and access
= Eligibility = State of Georgia Database people) by state
data = Managed Care = Web Services representatives
Organization = Mobile Dispatch = Daily Census Report
= System Partner Monitors = Clinical information
Collaboration = Looking to add = Quality management
HL7 Direct Msg documentation
= Referrals

Programs and Benefits Enabled:
= Single number for access to care or help in a crisis
= Mobile clinicians assess more than 600 individuals per

Key Differentiators:
» Consolidated database with all necessary data
= Mobile teams are dispatched electronically
= Real-time operational dashboards
= Mobile team availability, timeliness
» Beds boards for inpatient / crisis care

month at their residence, in the community (park, social
service agency), in the emergency departments to
disposition them to the community and meet with law
enforcement in the street as needed




GEORGIA SECTION 3.1.3
BEHAVIORAL HEALTH LINK (BHL)

Rationale for Selecting Comparable

= The purpose of conveying information about this comparable model is to illustrate how one community is being progressive in
using real-time data including use of bed boards to know the availability of crisis stabilization and inpatient beds as well as
having information on the overall real-time operations of a crisis system. Further, select data elements are provided to the
funder, the state, on a real-time basis.

Purpose and Origins

» BHL was founded in Atlanta in 1998 when the county decided to model other successful ventures. The organization started
with a single number for crisis care across Georgia Department of Behavioral Health & Development Disabilities. In 2005, it
won its bid for the Georgia state-wide crisis hotline and web-based internet service.

Methodologies and Tools

= BHL develops fully customizable software (in conjuncture with RI International) "to assist our call takers in managing the
complexity of crisis calls while capturing vital information necessary to ensure we link individuals to the most appropriate care
available.” BHL then sells software packages/programs to other entities.

» The primary purpose of BHL'’s software tools is data collection. Their hallmarks are a customized build and a rapid-fire
feedback mechanism during development. The implementation is the responsibility of the purchasing firm.

» The software is designed to capture crisis call center generated clinical information, quality management documentation,
mobile crisis assessment data and to manage bi-directional, electronic referrals to outpatient services, mobile crisis teams,
crisis stabilization units, and inpatient facilities. Additionally, the software tracks the progress of referrals and availability of
resources in real-time and provides interactive dashboards and complex reporting solutions designed to measure the
efficiency and the effectiveness of the process.

= The crisis center is staffed with social workers 24/7.

Sources- https://riinternational.com/blog/georgia-crisis-access-line-10-years-later/)
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GEORGIA
BEHAVIORAL HEALTH LINK (BHL)

Behavioral Health Link is a real-time dashboard
measuring key metrics on the response time and
availability of resources across Georgia.

Key metrics include:

=  Number of triages completed

=  Number of calls by region

=  Number of referrals

=  Percentage of hospital diversion

Behavioral Health Link then provides reports on a
monthly basis regarding their Call Center
Operations and performance.

The state also has real-time access to the
dashboard

Behavioral Health Link also provides a daily
census report that includes the number of beds
filled daily.
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SECTION 3.1.3
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GEORGIA SECTION 3.1.3
BEHAVIORAL HEALTH LINK (BHL)

Key Observations Enabling the Solution

= This community has established data collection and reporting processes that enable real-time dashboard applications that
inform how the behavioral health system is performing regarding access to care and timeliness of care. This is an example of
a live feed and more technically advanced solution that can assist with equipping users of the program with the information
needed to provide individual access to service providers.

= This community started with some initial data collection priorities and has expanded over time to become more sophisticated
in what data is collected and how information is reported and made available to system partners and funders of behavioral
health services. In this same way, the future data sharing model for the Lake County behavioral health community should be
given the flexibility to adapt and grow as new developments and needs of the model are surfaced.

» This community has incorporated clinical best practices into the design of clinical processes and technology applications to
drive practice. The Lake County behavioral health community can leverage these, including the metrics displayed, for their
reporting purposes if the reporting capability is desired by the Lake County behavioral health community.

» This community has embarked on some innovative approaches in collaborating with emergency medical services (EMS)
such as having staff co-located with EMS.
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______________________________________________________________________
SECTION 3.1.3
CAMDEN COALITION OF HEALTHCARE PROVIDERS

The Camden Coalition of Healthcare Providers has several models and initiatives for data sharing among its partners that have
evolved over time:

Camden Coalition Health Camden Administrative Records Camden Behavioral Health
Information Exchange (HIE) 2010 Integration for Service Excellence Collaborative 2015
= Objective - Linking patient data across | (ARISE) 2015 = |nitially a hospital-based driven initiative.
systems for improved care delivery. = Objective - Combines information from = Objective —Identifying high utilizes of ED
The Camden Coalition HIE is a web- public data systems to create a multi- services across hospitals.
based technology offering participating dimensional picture of citywide . o
local and regional healthcare challenges. By linking information from " Exchange of data at this point is
providers secure, real-time access to multiple data systems, including criminal unidirectional, hospitals shared five
shared medical information. justice, healthcare, and housing, Camden years of claims data to identify individuals
- Exchange of data is bi-directional, ARISE can help drive better decisions wiin benavioral healih needs that are high
facilitates sharing of detailed clinical about allocation of resources and address o .
data among primarily healthcare the root causes of recurring public = Recently prioritized metrics they want for
organizations: hospitals, physician problems. a dashboard.
practices, laboratory and radiology » Exchange of datais unidirectional, = Currently building portal in the HIE to
groups, and other healthcare project’s first phase integrates data from document behavioral healthcare plan for
organizations. the Camden County Police Department those who utilize ED services.
= Currently, there is no exchange of with claims data from regional hospitals to | . Recently added community behavioral
data to non-healthcare shed light on overlapping issues in health services providers to the
organizations — organizations are healthcare and public safety. collaborative to start exploring how the
able to only view HIE data. = Analysis of the combined data will interface with hospitals and community
indicate strategic points of intervention providers can address the needs of
that may reduce hospital readmissions, individuals.
arrests, recidivism, and more. = Note- they have interpreted that hospitals
» This model does combine healthcare are not 42 CFR facilities and therefore
data with non-healthcare data. share information for service coordination.
Combines hospital claims data with police
records.
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Planning Started: 2002

Funding Source:

CAMDEN, NEW JERSEY
CAMDEN COALITION HIE

SECTION 3.1.3

The Camden Coalition Health Information Exchange (HIE) aims to link primary healthcare providers in such a way as to
allow bi-directional data exchanges of patient information. Nine hospitals and four local health organizations have
partnered to create a robust data exchange specific for participating organizations, Non-healthcare organizations

cannot exchange data at this point.

Data Inputs

A\
AR,
Sponsorship
Team

4 Hospital
Robert Wood Foundation EMRs

Merck grant = LabCorp Lab

Health Innovation Award data = CAMcare Health
from CMMI * QuestLab Corporation
Laura and John Arnold data = Cooper Health
Foundation System

= Project HOPE

= Center for Family
Services

= Kennedy Health
System

Programs and Benefits Enabled:
» Healthcare organizations can share data bi-directionally

= Care Management Initiatives identifies patients with frequent
hospital admissions for care coordination
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Pl Structure

Sectors/ —
R Governance ﬁ

sharing Data

Healthcare = HIE Steering Data Points
providers Technology Committee /Measurements
Used = HIE data Available

» Care Evolution ~ governance = Patients with
HIE (HL7) higher volume
= Master Patient of hospital visits
Indexing (MPI) per month and
complementary
services
available

Key Differentiators:
= Detailed data sharing agreements to standardize onboarding
additional contributors, aside from the hospitals and county
police
= Extensive grant funding, most notably from Laura and John
Arnold Foundation




CAMDEN, NEW JERSEY SECTION 3.1.3
CAMDEN COALITION HIE

Rationale for Selecting Comparable

= The purpose of conveying information about this comparable model is to illustrate how one community is utilizing a very sophisticated
approach to data sharing - health information exchange (HIE) resulting in advanced care coordination and advanced reporting
capabilities.

Purpose and Origins

= The founder, Dr. Jeffrey Brenner, had a regular patient with two terminal health issues who ended up in jail and Dr. Brenner was unable
to get the patient's information to the appropriate entities at the jail.

The following hospitals contribute clinical data to the Camden HIE:

* The Camden Coalition was founded in 2002 and launched the HIE in 2010. | .cooper University Hospital
i « Our Lady of Lourdes- Camden
= The program adds no money but holds the pilot programs out as examples - Our Lady of Lourdes- Burlington
to train others on how to run successful behavioral health diversionary e ot e o
programs and keep mentally ill people out of jail. + Kennedy Heslth System- Stratford
» Kennedy Health System- Cherry Hill
» Kennedy Health System- Washington Township
. Additional local organizations contributing data:
Meth0d0|OgIeS and TOOIS » Labcorp (outpatient lab data)
. . . . . . . . + Biorefe e (out] lab d
= Live time basis HIE consolidating EMR information across four hospitals. e
Updates made within the hospital send an automated Change file via » South Mew Jersey Perinatal Cooperative (perinatal risk assessments)
HL7 messaglng Wlth the Specrﬁc data po|nt that was deleted, Changed, The Camden Coalition HIE is connected to two regional HIEs: the Trer|
or added.

= Local hospital EMR is connected to the HIE and will scan the EMR for updates. If present, a doctor will receive a notification that
updates are available and will sign off on a series of rights and consent statements, often referred to as “break the glass” rights. Upon
sign off the updated information is pulled from the HIE to the local hospital EMR.

Funding
= The Camden Coalition is run mostly on grants, of which the most notable came from Merck

Sources: Camdenhealth.org, Data Sharing Agreement Between the Camden City School District and the Camden Coalition of Healthcare Providers,
Memorandum of Understanding By and Between the Count of Camden and the Camden Coalition of Health Care Providers, and healthlaw.org
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Planning Started: 2002

Funding Source:

SECTION 3.1.3

CAMDEN, NEW JERSEY
CAMDEN ARISE

Camden built an integrated data system (IDS) linking administrative data from healthcare, criminal justice, and other social
services systems to allow research into overlapping issues in the delivery of healthcare and criminal justice services. Camden’s
hospitals and county police, who are program anchors, work with other community stakeholders on a contract basis to augment

data quality and quantity.

Data Inputs
Robert Wood Foundation

A\
L

Merck grant = Crime data Sponsorship

Health Innovation Award * Arrest data S

from CMMI = Overdose data

Laura and John Arnold * Claimsdata . CAMcare Health "

Foundation Corporation

MacArthur Foundation = Cooper Health
System

= Project HOPE

= Center for Family
Services

= Kennedy Health

Programs and Benefits Enabled:
= Allowed for “Hotspotting”: a tool within criminal justice

including maps that are by historical record and leveraged to
predict future activity

= Hospitals’ 7-Day Pledge to hospitalized individuals to meet
with their primary care provider within a week of discharge

sharing Data

Sectors/

Governance
Players

Structure

Sl

Hospitals = Dedicated Data Points
County Police \ga et NaleleYer% personnel fron\gYEEREEUERS
Department Used each Available
Others on » Integrated organization for Recidivism
temporary Data System processing and Hospital
bases (IDS) responding to readmissions
= Tableau inquiries = Total arrests

Key Differentiators:
= Detailed data sharing agreements to standardize onboarding
additional contributors, aside from the hospitals and county
police
= Extensive grant funding, most notably from Laura and John
Arnold Foundation
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CAMDEN, NEW JERSEY SECTION 3.1.3
CAMDEN ARISE

Rationale for Selecting Comparable

= The purpose of conveying information about this comparable model is to illustrate how one community is utilizing a data
warehouse to integrate and report on hospital and jail data.

Purpose and Origins

= Camden Coalition was founded in 2002 and launched ARISE in 2015 for the purpose of driving better decisions about resource
allocation and addressing the root causes of recurring public problems.

Methodologies and Tools

» The Camden ARISE project is planned in multiple phases. The first integrates data from the Camden County Police
Department with information from regional hospitals to shed light on overlapping issues in healthcare and public safety. While
the strategic partnership is mostly between healthcare organizations and justice system organizations, the integrated data
system (IDS) does include other institutions such as school systems for temporary data links. However, these are not
permanent partners.

» IDS is housed on one hospital grade server. It collects crime data (13 discrete points), arrest data (16 points), overdose data
(12 points), and computer-aided dispatch data (12 points).

= Metrics reported include hospital readmissions, arrests, recidivism, and others. Analysis of the combined data will indicate
strategic points of intervention that may reduce hospital readmissions, arrests, and recidivism further.

Funding

» Funding for the coalition came from: a Robert Wood Johnson foundation grant in 2007, a Merck grant in 2009, $6 million Health
Innovation award from CMMI, $8.7 million in grants in 2016, and a $15 million strategic partnership with UnitedHealth
announced. Funding for the ARISE program is from The Laura and John Arnold Foundation.

Sources include: Camdenhealth.org , Data Sharing Agreement Between the Camden City School District and the Camden Coalition of Healthcare Providers, Memorandum of
Understanding By and Between the Count of Camden and the Camden Coalition of Health Care Providers, and healthlaw.org
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CAMDEN, NEW JERSEY SECTION 3.1.3
CAMDEN ARISE

Key Observations Enabling the Solution

» The coalition has had strong leadership and vision from Dr. Jeffrey Brenner. The Lake County Mental Health Coalition is
comprised of passionate leaders that can assume a similar role as Dr. Jeffrey Brenner to champion this change by creating a
larger network and meeting with influential individuals across the Lake County behavioral health community.

» The data sharing initiative integrates data form cross-sectors - healthcare, criminal justice, and other social services systems.
This is similar to the Lake County behavioral health community’s desire to create a model that comprises organizations from
each sector.

» The Camden Coalition is very fortunate to have both a HIE as well as a data warehouse to afford the community
sophisticated care coordination approaches and data reporting capabilities. HIEs are expensive and establishing an HIE, as
evidenced by the effort to establish a statewide HIE in lllinois, is difficult and costly. This is not an easy way to start data
sharing and in an effort to make a positive difference within the community in short order and make effective investments for
change, the Lake County behavioral health community should consider HIEs as longer term solution.

» The costs to implement the Camden solutions were high and the Camden coalition was able to obtain significant amounts of
private and public funding to support their efforts. The Lake County behavioral health community will need to research public
and private funding options as funding can impact the degree to which the Lake County behavioral health community can
pursue advanced solutions such as an HIE.

92



SECTION 3.1.3

CAMDEN COALITION OF HEALTHCARE PROVIDERS

The Camden Coalition of Healthcare Providers utilizes two different models for data sharing among its partners:

Camden HIE
» Data Sharing Model

Our Lady VI
Health

of Lourdes
System

Cooper Kennedy
University Health
Hospital System

LabCorp

h 4

HIE
Browse

Camden ARISE

» Data Integration Model

Virtua
Health
System

Our Lady
of Lourdes

Hospital
Claims
Data

Cooper
University
Hospital

no—4A<rrr»z>»
v

Police
Records

Camden,
NJ Police
Depart
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SECTION 3.1.3

DATA AVAILABLE FROM CAMDEN'’S ARISE DATA WAREHOUSE
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more lkely if you % Health, and Homelessness* identified to be dual-

visit the Emergency

Department 5 times in a o 78% system high utilizers (10+

year (3.8x for women).

‘ ED visits & 6+ police
12X more Rkely if you , encounters over five years).
ave a substance albuse d 54% A
related hospital visit (2.0x :
for women). % °

41%
more likely if you ’
visit the hospital with a % .
violence-related @’ *
diagnosis (2.5x for % . : .
women). . . oo
of Police & y I 4012 . _:

# of ED Visits

Hospital High Utilizers
have at least one
substance-abuse Police Only
related hospitalization Entire Police igh Uti
e.a ed hosp a atio Population -:g:a:l::;s (6+ Arrests &
prior to me"-ftﬁh 10+ ED Visits; n=205) 1 P ITE
encounter wi e i 1 . . .- .
police department S {huse anc me G thraugh d o Illlilllli.l.. e =

i : ' i e roud! o 12 18 24 30 36 42

# of Police Encounters

Substance Abuse Mental Health Homelessness

Police & Hospital
High Utilizers

*10% of PATIENTS = 73% of COSTS
* 5% OF PATIENTS = 58% OF COSTS

3%

_|» 1% OF PATIENTS = 26% OF COSTS af hiospitallzed Individiiais

show up in the police arrest data

3

PERCENTAGE OF ALL COSTS

7891011121314

PERCENTAGE OF ALL PATIENTS




3.1.4 THEORETICAL MODELS SEeTioN sS4
OPTIONAL DATA SHARING MODELS FOR LAKE COUNTY
Introduction to Optional Data Sharing Models

Following the information provided in the Current Data Sharing Assessment and the research of comparable communities, North
Highland developed optional data sharing models for the Lake County behavioral health community to be evaluated to determine the
best fit for the Lake County behavioral health community.

Several options for data sharing were analyzed and consistencies across the options were extracted and categorized into the following
four types of data sharing models: silo, point-to-point, central repository, and hybrid. An overview of these data sharing models is on the
following page.

These models provide optional frameworks to categorize and compartmentalize a high volume of new data for the Coalition and
stakeholders. These frameworks also established a common language to digest and discuss the complex information presented in the
3.1.3 Comparable Data Sharing Models from Other Communities section so that members could begin to understand options, consider
what might work best for the Lake County behavioral health community, and align to a framework to meet its objective.

Facilitation

Following facilitated discussions to identify and prioritize key decisions on data sharing models, the Coalition and community
stakeholders evaluated the pros, cons, strengths, weakness, and opportunities of the model options for the Lake County behavioral
health community. Coalition members discussed both the short and long-term plan for developing models and members explored what
the evolution of these models could look like, using examples from the comparable communities and sharing what they believed to be
the most feasible.

A description of the facilitated discussion on optional models is located in 3.3 Facilitated Discussions and the model that North Highland
recommends is included in section 5.1 Recommendations.
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THEORETICAL MODELS FOR EXPLORATION

Definition

Pros

Cons

Potential
Methodologies
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SILOS

Increasing complexity, communication, and robustness

an 4N

POINT TO POINT

\
\/
/,%

CENTRAL
REPOSITORY

SECTION 3.1.4

v

\./

Pe=s
/

HYBRID

Limited or no communication
externally of data

Entities send information to
some other single entity in
discrete transactions

All participating orgs contribute to a
central data hub and can pull
appropriate information as needed

Provides various combinations of
point-to-point and central
repository models.

* Requires no shared
governance structure

* No reliance on other
organizations

» High degree of control of
what information is seen
and by whom

* Low technology cost

» Allows for more sophisticated,
cross-sector data points

* Governance is established at
beginning

» Allows for more sophisticated,
cross-sector data points

* Leverages existing
infrastructure and technology
in place

* Model allows flexibility for
growth and evolution to future
state

* Long-term economic loss
for community

* Is not a patient centered
approach

» Operation dependencies
for submission and receipt
processing

+ Significant limitations for
system-wide data

* Most expensive to execute,
generally

* Requires most buy-in from
participants

» Challenges coordinating
different technology

« Might require on-going data
governance

* Methodology only dependent
on organizations needs

* Phone calls

* Emails

* Faxes

* Direct messages
* Paper

» Data warehouse
* Health Information Exchange (HIE)

* Combination / mixture of other
methodologies

Each model has its benefits and challenges and can be blended or customized to meet the needs of the Lake County
behvioral health community.



SECTION 3.1.4

OPTIONAL MODELS FOR LAKE COUNTY

Below is a description of how each of these models could relate to the Coalition and communities members’ prioritized questions and an
introduction to the characteristics of each model that informed its development and why it was presented as an optional model for the
Lake County behavioral health community. These are organized in ascending order by the complexity of the model.

Option 1 - Silo: This model illustrates the framework that some Lake County organizations follow today. Silos are a compliant model
as it does not involve regular, programmatic data sharing and the model’s internal focus may enable an organization to be more nimble
with their own data. However, the model does not promote a care coordination network through data sharing, which is a key priority of
the Coalition and community. Nor does it enable the Lake County behavioral health community to recognize answers to systemic
questions.

Options 2 & 3 — Point to Point model: Different entities expressed interest in specific data from other organizations. While they may
be receiving some of the data points listed, they may want higher quality, more timely access to the information, or systemic sharing
processes in place to receive the data more regularly.

Option 4 — The Central Repository Model for Aggregated Data: During interviews and coalition meetings, individuals expressed a
frustration with care coordination and a desire to know what services available, in real-time, at a specific location. This question and
other service capacity questions can be answered through aggregated data. While the data is often aggregated by the system if it
houses raw underlying data, sharing aggregated data to a central repository would be compliant with the three legal data sharing
barriers cited during interviews and allow greater insight.

Option 5 — Central Repository Participant-Level Data: Identifiable information must be shared to answer the Coalition and behavioral
health community’s prioritized question of “who is seeking access to services” and arrive at the total number of unique individuals
seeking care. Having PIl to answer this question, then leads to the answer to several related questions such as “who are the high
utilizers” and the recidivism rates. This model was designed to show the power of participant-level date as it relates to the ability to
answer questions.

Option 6 — The Hybrid Model (Longer-Term Vision): Most of the established programs in comparable communities have evolved into
a hybrid model as the details behind sharing data surface and as the programs themselves adapt to address ever-changing issues. This
model was designed to show a long-term vision for the Coalition and behavioral health community and how the program may evolve
from data collection to a hybrid solution. It is important to note that this is an complex model that makes a number of assumptions.

The next pages describe each model option in detail.
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______________________________________________________________________
SECTION 3.1.4
DATA SHARING - SILOS

Description:
= QOrganizations stand and function alone, with minimal to no interaction with others.

= Each organization collects, stores, and uses its own data which it can use to interact with the public.
= Any aggregation of data and reporting is self-contained to each organization.

Data Sharing:
= Minimal to no data sharing with other organizations

Technology Used:

= Applications (off the shelf), databases, and reporting tools that each organization decides to buy or build
= There is no leveraging of technologies between organizations

Data Governance:

= Governance is left to each organization to define and use data as they see fit

Resources:
= Each organization must operationally and financially maintain and support the technology used

98



DATA SHARING OPTION 1 - SILOS

SECTION 3.1.4

Strengths

Organization data is aggregated at a
specific time or through internal
dashboards, which may be real-time
Organization specific data is available
for grant information and data
collection
Organization manages and controls
access to PIl according to its own
standards and policies
Internal focus allows organizations
improve data collection and quality per
its own discretion and chosen strategic
direction

Weaknesses:
Data sharing is minimal, nonexistent,
or only done on a situational basis as
need be
Care coordination across organizations
is more difficult without information on
complementary service availability
Insights across the entire behavioral
health community do not exist unless
there is a single service provider for
the whole county (i.e. jail)

Lake County Examples (not inclusive of all entities)
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______________________________________________________________________
SECTION 3.1.4
DATA SHARING — POINT TO POINT

Description:

» Point to point data sharing involves two organizations who agree to share data with one another, usually a specific data set that is of
value to one or both organizations.

= A given organization can have multiple point to point data sharing agreements in place, often leading to repeated/redundant processes
duplicated for each organization that data is shared with.

Data Sharing:
» Data-is shared using varied electronic means, as agreed between the two organizations.

» Data standardization definitions are determined per relationship as well as the control framework for the technology systems involved
(i.e. name formats between an EMR and Excel program)

Technology Used:

= Electronic communication tools, such as email, secure FTP (SFTP), Direct Messaging
= |If an organization has more than one agreement, additional technologies or data transformation systems may need to be put into place

= Point to point data sharing can be done with relatively low-level technology (e.g. spreadsheets), which enables more individuals to take
part, but results in greater onus on organizations looking to consolidate received data.

Data Governance:

= Governance is defined by the two organizations involved in terms of content and format.

= A typical structure requires data extraction to be owned by a team or individual, and with data transfer technologies defined per system
involved. Depending on the number of relationships, this can be costly from an operational and financial standpoint.

Resources:

= |tis relatively quick and easy to set up a point to point data sharing agreement and process; however, it can become unwieldy and
inefficient as the number of point to point agreements grows.
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______________________________________________________________________
SECTION 3.1.4
DATA SHARING OPTION 2 — POINT TO POINT

Strengths
= Care coordination is improved amongst
entities with agreements
= Increased insight into patient story across
organizations, which can be particularly
powerful with the following two data points
o Number of ED Visits for the clinic’s
patients
o Number of Inpatient Stays for the
clinic’s patients

Patient Roster

Weaknesses:

= Requires separate agreement per entity
relationship

= The entity has to have a record of which
outside clinic each patient is associated
with within their EMR or a scanning
program that aligns PHI and PII through
an automated process.

= This model does not lend itself to
aggregate metrics across the Lake County
behavioral health community.

= In order to aggregate metrics across the
entire county, a point to point connection
would need to be set up with all similar
service providers.

Patient ADT Patient ADT

The Health Practice/ Clinic will inform each hospital, separately, of it's patient roster.
The hospitals will take that data and notify the health practice/ clinic when a patient
comes to the ED or has an inpatient stay.

Lake County Examples (not inclusive of all entities)

101



DATA SHARING OPTION 3 = POINT TO POINT

SECTION 3.1.4

Prescribed
Psychotropic
i D
Patient Roster rugs
g?iz;lit: Hospital .
Prescribed lf300k|ng
i information
Patient ADT Psychotropic
‘K Drugs

Health

Probation [ Appointment Information if pt
measure of | adherence transfer
progdress Health
Information if pt
transfer

\ 4

-

Prescribed
Psychotropic
Drugs

Referral for Care

BH
Provider

- Booking information
upon entry
- Screening Results
upon discharge

Probation

Progress Update

When an individual is brought to the jail and booking is complete, that information is
sent to a local hospital, health clinic, and behavioral health provider which is made
possible per three separate point to point agreements between the jail and each of
the three service providers. In return, the health facilities can send data as
appropriate to the jail about the individual. Thus, the jail is then able to more quickly
assess and provide needed services. Healthcare providers also have agreements
with probation to share appointment adherence information and in return receive
information from probation on the individual’s progress on the social determinants of
health.

Lake County Examples (not inclusive of all entities)

Strengths
Know the total inmates with behavioral
health within 72 hours across the system
(because there is only one jail in the
system.)
Hospital follow up program for recently
released inmates could be result of more
information
Improved cross-system services tracking
possible for primary providers
Known healthcare visits across multiple
facilities (but not all)
Key indicators of progress made available
to probation for improved tracking
Does not require robust technology to get
started

Weaknesses
Requires unique agreement terms per
relationship and individuals to manage the
data sharing at each participating
organization
For services offered through multiple
providers, an organization would need to
contract with all similar service providers to
understand the whole picture
Partnerships with a set of providers could
exclude complementary services that
would be beneficial to the individual with
behavioral health needs
Demands operational resources to
maintain unique participant lists, data
fields, and sharing processes per
agreement
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________________________________________________________________
DATA SHARING OPTION — CENTRAL DATA REPOSITORY S

Description:

= A central data repository or warehouse is a large store of data accumulated from a wide range of organizations and data sources. It is
used to aggregate and process large amounts of data, execute complex queries, and report out information for decision making.

= Data warehouses (DW) normalized data across all organizations providing the data, therefore the data will be cleansed and consistent,
providing “single version of truth”. The quality of data/report output is only as good as the data provided from those organizations
contributing to the repository.

Data Sharing:

» Datais shared in one direction only: All organizations, who want to contribute/share data, will create data extract files (pre-defined
and agreed upon format and content) and send them to a central repository

= The central repository will gather all data, check for alignment with data quality rules (with corrections made as necessary), combine and
normalize the data, and store it in a central data repository or warehouse.

= Data is not limited to healthcare data

Technology Used:

» The organization who maintains the data repository must set up a database, along with ETL (extract, transform, and load)
tools/processes to receive data and load it into the repository.

» The organizations providing the data must extract data from their internal systems and package the data into files in formats as agreed
upon by the participants.

Data Governance:

= Data governance is key to a central data repository. All parties must agree to the quality and format of the raw data being provided as
well as rules for consolidating the data, executing calculations, and report output. This requires significant coordination.

Resources:

= The cost can be high to implement a central repository. Each data source may also require some technology updates to participate,
such as an automated file transfer program.
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AGGREGATED DATA METRICS

______________________________________________________________________
DATA SHARING OPTION 4 — CENTRAL DATA REPOSITORY

SECTION 3.1.4

*  Waitlisttime

+ Aggregate list of
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seen for BH issues
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Charges
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Lake

*  Waitlist time
* Aggregate list of

services provided
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seen for behavioral
health issues

County
Law
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Reporting

Central
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Tool

Booking data
Screening
results

Various
Records

Comm

Probation + Progress SEvieE
assessments Providers
* Last known
address

* Possible societal
factors of need

Societal factors
of health
Barriers to
getting
assistance

Strengths
System-wide view into the following
o Total Services provided across the county
o Timeliness and accessibility metrics at a set
frequency
o Outcome measures for the population
o Overall satisfaction scores
o Utilization across services
Enables the following
o Establishment of a dashboard of services
provided across the county
o Predictive analytics for future demands
o Longitudinal and cross-sector analysis
Avoids PHI and PIl concerns

Weaknesses:
Participant-level information is unavailable
and attempts to back into the underlying data
cannot be controlled. Attempts to arrive at
participant-level information from aggregated
data metrics require assumptions, which may
be inaccurate and lead to misguided decision
making at the participant-level.
Cannot assist in the care coordination of
specific individuals
Utilization numbers can be skewed by outliers
as high utilizers and one-off situations may not
be excluded from calculations across service
providers

Lake County Examples (not inclusive of all entities)
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PARTICIPANT-LEVEL DATA

______________________________________________________________________
DATA SHARING OPTION 5 - CENTRAL REPOSITORY

Behavioral
Health
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Claims
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Data

Lake
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gintment
infokmation

Service
Providers
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Tool

Strengths

= Enables the following:

o Number of unique users analysis

o Participant tracking

o Intervention analysis of treatments or
appointment adherence versus recidivism

o Impact on outcome measures per person

Appropriateness of services accessed

o Impact select individuals have on the
system

o Enable longitudinal and cross-sector
analysis across many fields

Can expedite care coordination for shared

individuals with mental, emotional, or

behavioral health needs

Improved data accuracy that can also be

rolled up to the aggregate level

O

Weaknesses:
Operational demands to set protocols and
data standards (time-consuming)
Data access and controls based on data
privacy laws (i.e. HIPAA covered entities)
Full Time Equivariant (FTE) requirements for
operational sustainability and deidentification
Consent to release forms would require
management and oversight to maintain
Typically more technically advanced and
costly

Lake County Examples (not inclusive of all entities)
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COMPARISON OF ESB, HIE, & DW

Several systems can enable data sharing and a central repository model, and understanding the characteristics of each can help the
Coalition determine the best fit for the Lake County behavioral health community.

Justice
ORACLE’

Enterprise Service Bus (ESB)

SERVICE BUS

Data Warehouse (DW):

Is a communication system between
mutually interacting software applications
in a service-oriented architecture (SOA).

Is NOT a database — while an ESB
communicates information between
applications and their respective
databases, the ESB itself is not a
database.

Typically used in non-healthcare settings
to exchange non-healthcare data

Data is routed, between various
applications, in packet messages (XML)
that are transmitted and received via the
ESB

Used to exchange data between older
legacy systems with current systems

Code must be written to allow an
application to be used on an ESB. In
addition, the application’s database must
be accessible to write the code.

Work best within the “4 walls” of an entity,
as it is not advisable to send data via the
open internet due to data security &
privacy concerns.
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Is large store of data accumulated from a
wide range of organizations and sources

Used to aggregate and process large
amounts of data, execute complex
queries, and report out information for
decision making

Is not directional. Data flows uni-
directionally into the data warehouse on
a pre-determined regular basis.

Is a large database, with the tools and
processes to ingest data from many
different sources.

Data is exchanged by the use of flat files
in pre-arranged formats and transmitted
via secured methods (e.g., SFTP)

Data warehouses normalized data across
all organizations providing the data,
therefore the data will be cleansed and
consistent, providing a “single version of
the truth.” Quality of data/report output is
only as good as the data provided and
often failed files will prompt senders to
update formatting or errors.

Once data has been collected and
normalized, analytics are oftentimes
applied, and reports are generated.

SECTION 3.1.4

Health Information Exchange:

HIE

Provides the capability to electronically
move healthcare information, and only
healthcare information, among disparate
healthcare information systems, and
maintain the meaning of the information
being exchanged.

Provides both the communication system
and central database

Allow for data exchange/communication
to be bi-directional, on a real-time basis —
but only between healthcare partners
who have healthcare information systems

Allows the exchange of healthcare data
via HL7, C-CDA, or FHIR: ADTs, vitals,
labs, meds, image texts, physician notes

Does not allow for the exchange nor
storage of non-healthcare/medical record
data (e.g., jail bookings, 911 call data,
etc.)

Requires a significant investment to build
— typically sponsored by a very large
healthcare institution or state government

HIE’s currently can connect and
exchange data with other HIEs but NOT
with other types of networks.
Interoperability with other non-healthcare
networks is an area of significant
research.
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SECTION 3.1.4

DATA SHARING OPTION — CENTRAL DATA REPOSITORY
COMPARISON OF AGGREGATED DATA VS. PARTICIPANT — LEVEL DATA

Aligning the value that different types of data, such as aggregated data metrics or participant-level data, can provide with the needs
of the Lake County behavioral health community is critical to determining the type of data that will need to be collected and shared.
While participant data can roll up into aggregated data and provide for robust analysis as outlined in the Data Sharing Hierarchy
(see 2.2 Data Sharing Project purpose), the challenges to accessing and managing the information must be considered when
evaluating the model that will work for the future data sharing within Lake County.

Aggregated data

» Focused on collecting summarized data/reports from entities,
avoids the need to provide personally identifiable information

= Smaller volume of data
= | ess time to establish

= Can provide insight into operations across organizations (i.e.
average wait times for beds, appointments, etc.) within the
county

= Can assess overall trends for the services accessed

= Aggregated data / reports would make it more difficult to match
up data within a sector or with other organizations since the
aggregation methods may be different between the different
organizations

» Individual metrics unavailable to measure outcome or progress

» Limited analysis capabilities of the data when compared to
patient-level information

= Cannot assist in the care coordination of specific individuals

Participant-level data

Improved data accuracy, that can also be rolled up to the
aggregate level

Enable longitudinal and cross-sector analysis across many fields
Can expedite care coordination for shared ‘clients’

Can track individual outcomes and address intervention
opportunities

Data could be sent at the participant-level and de-identified
Release of information required due to security and privacy laws

Focused on collecting data at the individual level from all entities,
which necessitates passing Pll (personally identifiable
information) data

Requires sufficient information/data to match individuals’ data
across different sectors and multiple data source entities

Larger volumes of data
Longer time investment to build

Requires business rules/logic and processing to ensure the
correct matching of individuals’ data

Requires a significantly higher cost to implement
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DATA SHARING OPTION — HYBRID MODEL SreTenE
EXTENDED LONG TERM VIEW: HYBRID MODEL

As evidenced through research of comparable communities, most programs evolve into a hybrid model which blends central repository
and point to point models described above. Arriving at a hybrid model takes a long time given the volume of relationships and
investments required to build an elaborate architecture for data sharing. This model was created to provide a vision of a potential long-
term framework for data sharing that can result from the beginning with point to point and central repository models.

The data sharing, technology used, data governance and resources are highly variable depending on the point to point and central
repository relationships established as the model evolves.

Hybrid Model Description:

The data warehouse will serve as the central repository for all data shared by the coalition. Many business and technical details would
need to be defined and worked out, as it is uncommon, today, to pull data from a HIE and an enterprise service bus into a data
warehouse. Research continues to advance interoperability and the capabilities of these technologies, but currently, these connections
are not feasible.

The Health Information Exchange (HIE) will connect all healthcare service providers (hospitals, behavioral health providers & clinics,
Health Center PC FQHCs, Medicaid Managed Care Plans, etc.) to share, bi-directionally, individuals’ electronic medical records on a
real-time basis. Additionally, the HIE would communicate with other HIEs to further expand the network of individual electronic medical
records.

This hybrid model introduces a crisis system, including a crisis call command center, mobile crisis teams, and walk-in crisis facility, to
store information that can also be included in the HIE. The process includes calls coming into the crisis call center (from ED’s, 911, and
law enforcement) with requests to assist with individuals exhibiting behavioral health issues. The crisis call center will coordinate with
mobile teams to dispatch professionals to assess and direct the individual to the best location of care, which may be the walk-in crisis
center. These interactions provide data on the service needs of the behavioral health community.

The Justice Enterprise Service Bus will continue to allow the many different, related justice entities to exchange pertinent pieces of
information between various applications.

Service Point, or another similar central repository, would continue to house and share homelessness, housing, and referral information
across sectors.

Finally, analytics and reporting tools would sit on top of the data warehouse so that analytics can be applied to that data, and reports can
be generated and distributed for decision making.
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SECTION 3.1.4
DATA SHARING OPTION 6 —= HYBRID MODEL
EXTENDED LONG TERM VIEW: HYBRID MODEL
The picture below is a hybrid model involving the types of organizations within Lake County. The eventual model that will work for Lake County
will be the product of many decisions that will need to take into consideration a large number of factors such as needs, feasibility, costs,
benefits, size of populations etc. It is important to consider what is realistic and feasible when evaluating the additional data sharing
relationships to establish as the model evolves.

—_—
—
—_—

Justice
ORACLE'
SERVICE BUS

ANALYTICS

Reporting
------ Phone call or walk-in Tool
Electronic data transfer

Arrows — direction of data flow
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DATA SHARING OPTION — HYBRID MODEL
EXTENDED LONG TERM VIEW: HYBRID MODEL

SECTION 3.1.4
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Strengths
Cross-sector electronic communication enables faster
data analysis
Hot spotting and information sharing to help sector
organizations (high mental health need area coupled
with higher demands on justice system)
More robust care coordination across-sectors
County-wide outcome measurements including trend
data and more robust ability to identify determinants
Data results from the model can help to answer
detailed outcome questions

Weaknesses:
Change requests can have unforeseen downstream
effects depending on the evolution of the program.
Increased complexity of the model demands additional
and dedicated data governance and management
Takes a very long time to establish
The model is dependent on factors that may be out of
the Lake County behavioral health communities direct
control. For instance, HIEs are costly to implement
and if implemented will likely serve a purpose larger
than a single county. Many states have attempted to
implement a HIE but find they compete with private
information exchanges, such as those established by
EMR products. If a HIE is implemented, it may be by
the state will also likely serve more than just the
behavioral health population. If this is the case, the
Lake County’s behavioral health community has less
influence on the design and processes of the HIE and
will need to adapt the behavioral health data sharing
model to the decisions and the design of the HIE at
the state level.




______________________________________________________________________
THEORETICAL MODEL OBSERVATIONS

SECTION 3.1.4

Evaluating the pros and cons of the theoretical data sharing models specifically as it relates to the ability to make the desired decisions
can identify the type of model needed within Lake County. The hybrid model was excluded from this analysis as it is a composite of the
below relationships, a longer-term vision, and currently not feasible without preceding steps.

Point to Point:

Pros
Easier to set up as there are fewer parties involved and
agreements can cater more to organizational capabilities
and preferences.
More control over data shared as less legal entitles are
involved
Greater flexibility with change management- needed
practices to share data are confined to the parties involved
the change management plan needs
Lower barrier to release of information being signed- fewer
organizations sharing data and patient willingness may be
greater with the less distribution

Cons
Limited to the data available and exchanged between the
two entities, which may likely be within the same service
provider category (i.e. hospitals) and so information from
other organizations is not shared.
System-level insights are only achieved if one organization
is working with every other organization which is
operationally difficult
High operational demands relative to output (requires a
data analyst to submit data and process received data,
whereas automation with a central repository alleviates
this burden)
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Central Repository:

Pros
Allows data integration and normalization of data from
different organizations as the data cleaning process is
owned by the central repository processes and operators
Standardizes data/metrics across organizations
Enhanced data consistency and quality
Data retrieval is fast as it is typically automated and not
dependent on manual processes
Allows for analytics and advanced processing once built
as the availability of more data allows for a higher volume
of trend and relationship analysis

Cons
Long time to set up
Front loaded data governance demands
Can be costly depending on the medium and business
requirements of the program.
On-going maintenance costs (changing requirements &
maintaining infrastructure as it grows)




______________________________________________________________________
THEORETICAL MODEL OBSERVATIONS

SECTION 3.1.4

Two aspects pertinent to understanding the best model for Lake County include 1) the type data needed to answer the questions
prioritized by the Coalition and Community members, namely who is seeking services and what services do they need, and 2) the
functionality required of a data sharing program, namely because the data will be used to answer questions, measure trends over time,
and make decisions.

Identified Data vs Deidentified Data
Understanding the value of identified and de-identified data
relative to the desired use of the data can determine the type
of information to be collected.

Identified Data

= Can help Lake County determine the unique number of
users

= Can allow for identifying high utilizers (Hot Spotting),
interventions, and personalized care plans

= Required for matching individuals' data across sectors (e.g.,
hospital data and jail data)

Deidentified Data

= Can analyze trends across categories such as
demographics

= To arrive at the unique number of users across a county,
identified information would need to be submitted and then
de-identified through an agreed-upon process.

Data Storage and Data Sharing
Data warehouses have the functionality to store data and to
share that data in many different ways. The desired functionality
should in included in the design of the future data sharing
model.

Data Storage

= Data can be collected and stored from a wide range of
related and unrelated data sources; this data can be
organized into logical data domains

= Data can be stored from a wide range of time periods,
allowing the ability to capture metrics over history and
allowing longitudinal trend analysis

= Data can be stored in various levels of summary/
aggregation. It can also be stored at the most granular level,
then allowing that data be aggregated to various reporting
levels

Data Can Be Shared by:

= Allowing a reporting tool to generate various reports to be
emailed out or stored in a central location for access

= Allowing users to pull data/reports on-demand based upon
their needs

= Building a web server where users can log in to pull existing
reports or query the data warehouse

= Allowing advanced processes and technologies to transmit
data electronically from the data warehouse to another
application
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3.1.5 DATA GOVERNANCE

SECTION 3.1.5

Data Governance (DG) refers to the overall management of the availability, usability, integrity, and security of the data employed in an
enterprise or coalition. A sound data governance program includes a governing body or council, a defined set of procedures, and a
plan to execute those procedures. It is very difficult to get consistent, accurate, reliable data without Data Governance.

Value of Data Governance

Open communication across coalition entities, processes, and functions

A common language & definitions around critical information, metrics, & data

Clear ownership of information, metrics, and data sources
Increase capability for ensuring data quality & integrity
A clear understanding of compliance risks and mitigations

Key Components

Data governance consists of various components that align information to the
business strategy through people, processes, and technology. Some key
components of data governance are below.

= Governance

= QOperational Components

o

o}

o}
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= Project Execution Components

o Project Management
Master Data Management

Data Quality
Metadata Management

o Change Management
o QOrganizational Alignment

Analytics

Dashboards, Scorecards, and Reporting
Security and Privacy

Data Integration

Data Strategy and Architecture

/Dashboards
Scorecards

Governance

Data Master
Strategy & Data
Architecture Management

Reporting

Management



SECTION 3.1.5

KEY COMPONENTS OF DATA GOVERNANCE DETAIL

GOVERNANCE

MASTER DATA
MANAGEMENT

DATA QUALITY

DASHBOARDS,
SCORECARDS,
REPORTING

SECURITY &
PRIVACY
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Aligns the coalition members with the overall
coalition data sharing strategy and enables
prioritization of initiatives as well as a plan for
the introduction of processes that will
continuously monitor and improve data quality.

The implementation of repeatable sets of
business rules as well as supporting data
management and data distribution systems that
define the value, content, and structure of
specific data and data attributes.

The processes and tools for verifying data
within source systems and following standards
so that business rules are in place to govern the
usage and movement of data.

The process of converting transaction or
production information into useful knowledge
via available reporting tools for real-time
dashboard, snapshot (scorecard), and detailed
data display (reporting).

Addressing and maintaining organization
security and data privacy standards, which are
paramount to data management. In addition,
assessing the current tools used to access and
make reports and information available to
users, which is critical to remaining compliant
with both internal and external data standards.

Establish policies, standards and guidelines for each of the key data management
capabilities

Identify stakeholders who are held accountable for decision-making and authority
for data-related matters

Identify who is “accountable” for what data and implement discipline to draw
insights from data

Define and standardize the data that is common and shared across entities and IT
systems

Improve confidence in data provided through reporting and business intelligence
solutions

Obtain insights from data across the coalition for better and faster decision making
Increase business process execution speed and improve quality of outcomes

Have trust in the information provided from the various entities’ operational and
analytical systems.

Ensure users will be confident in the decisions they make and the manner in which
they utilize the data

Free up analyst to spend more time on analyzing data vs. cleaning and “fact
checking” the data

Provide the bedrock component of a successful information management solution

Provide actionable information to decision makers in user friendly format that fits the
way they work

Capture real-time status of business execution and performance across the
coalition or within a specific area

Set the policy for how data should be classified and managed in a safe and secure
manner

Maintain compliance with federal and state regulations for specific types of data
such as Personal Identifiable Information (PIl) and Personal Health Information
(PHI)

Ensure that only the appropriate people and systems have access to marked data
Integrate data security into your Cyber Security strategy



SECTION 3.1.5

DATA GOVERNANCE APPROACH

The approach to data governance requires that people, processes and technology considerations be addressed:

People: A team of individuals is needed to manage formal data governance
structure to make key decisions related to data and information.

Process: Training Lake County on the data governance structure and
implementing standard processes & routines for the governance of data.

Technology: Technology solutions are required to provide common
standardized Business Intelligence (Bl) / Data Warehouse Tools, technologies
and frameworks that will be used across organizations to make
data/information more accessible.
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SECTION 3.1.5

DATA GOVERNANCE ORGANIZATION & STRUCTURE

Data governance involves decision-making, management, and accountability related to the data in an organization, or in the case of the
future data sharing initiative, a system of organizations. Often, a data governance structure is built to ensure data will be handled smoothly
and effectively and to instill data quality. Data governance programs are designed to prepare rules and regulations for an organization and
to handle any issues that may arise regarding data. Data governance structures also ensure compliance with policies. The most crucial
step is establishing a data governance structure as it is the foundation for data governance success.

A sound data governance structure and program includes a governing body or Steering Committee, a defined set of procedures, and a
plan to execute those procedures. Additionally, data stewards and their teams are tasked with ensuring that data and metrics are defined
and managed.

. Champions Data Quality Improvement

. Represents Data Governance Stakeholders

. Prioritizes Data Issues

. Sets Data Governance Rules and Procedures

. Leads the Data Steward Working Group

. Reports Directly to Steering Committee

. Ensures Data Governance Compliance
Works with Data Stewards and Custodians

Steering
Committee

Data Governance
Office *  Business Function Expert

. Data Quality Metrics

. Technical Function Expert
. Data Quality Metrics . Business Rules

. Source Datia Access Authoriz-ation . Data Quality Champion

*  Data Quality Defect Resolution Data Stewards Workin g Supports BI/DW Initiatives
Grou p Process and Standards Definition
Data Definitions

Business Glossary

Data Custodians
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SECTION 3.1.5

MODEL OPTIONS FOR THE DATA STEWARD WORKING GROUP

Members of the data steward working groups are manager-level or above individuals who liaise between the Coalition and information
technology (IT) team. They drive the data management and data quality for specific subject areas and have subject matter expertise

for both the Coalition and IT issues. Identifying the governance structure that best matches the objectives of the Coalition is critical for
the data sharing program’s success. The following data steward working group models and industry standards were evaluated relative

to the Coalition’s stated objectives for data stewardship, and it was determined that the Subject Area Model provides the best
alignment with those objectives.

17

Systems Model ~ Biz Process
Govrancs & ol evEe

Campaign Management

O 1o S St
Data Governance ﬁ e M
! S —Ppronsreee

Data Stewards:

_:E Business Processes “
Subject Area Model

Corporate
Governance

Polici

Projects Model

Corporate
Governance

Standards

Sales Customer Distribution
Support

Business Rules & Standards Data Governance

i i i

Security & Access Rights

Policies

Standards

Inventory Finance




SECTION 3.1.5

SYSTEMS MODEL

The systems model assigns stewards to systems that generate the data managed. This is a very technology-centric model; however,
many times the systems of origin are the culprits of poor data quality.

The benefits of system-oriented data stewardship include:
The technical team is able to take a leadership role in data —

improvements in cases where the business is unfamiliar with data JCoporae

governance and stewardship.

System-driven data stewardship can also drive data governance from
the bottom-up, allowing the technical team to educate the business Billing
about the rules and policies it needs to make the data more useful to
the business. Data Governance
Assigning multiple data stewards at once is more realistic. The IT

mentality that “each core system will have a data steward” becomes an m/ Q —

established practice, demonstrating a focus on quality that can, in turn,

invite closer alignment between the technical team and business / =
organizations. m Data toware

Systems

T

Standards

The risks of system-oriented data stewardship include:

Business people may equate data ownership with data stewardship, thus assuming stewardship to be “a technical
issue” and demurring from conversations about policies and usage.

Data stewards can become myopic as they maintain the integrity of the data on its systems according to specific
processing needs and rules. A business-driven data governance model is vital.

A systems orientation doesn’t ensure data sharing or reconciliation. Data stewardship at the system level doesn’t
mitigate the need for data quality, MDM or data integration solutions.

Conclusion: This model may not be the best fit for the Coalition as the participating entities have their respective IT systems and the
majority of Lake County organizations are on different platforms, with the exception of a few organizations, such as the hospitals that use
EPIC or Cerner and community organizations that use Service Point.
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SECTION 3.1.5

BUSINESS FUNCTIONAL AREA MODEL

The business functional area model is an organizational directed data stewardship design as it focuses on the individual department or
line of business using the data.

The benefits of a functional data stewardship model include: — Q

= A data steward’s scope is bounded by the organization, which makes it
easier for the data steward to establish definitions and rules, and Finance Coome! Distribution | Marketing
mitigates the need for complex workflow. : :

= [t's more likely that a data steward from within an organization will be
business savvy and familiar with the data’s context of usage.

= Functional data stewards that are naturally affiliated with business , i t i
objectives of their departments, making it easier to delineate and Security & Access Rights
socialize responsibilities.

» A data steward that is likely to know the business users of the data.

Business Rules & Standards

Billing Inventory Finance

The risks of functional data stewardship include:

= Inless structured environments, multiple data stewards in different departments may be managing and manipulating the same
data. This results in duplication of effort or conflicting policies and definitions.

= The nature of this model means that data stewards are rarely motivated or incented to collaborate with their peers across
functional boundaries, thereby creating conflicting or redundant data silos.

= Functional data stewardship won’t work in organizations that have prioritized enterprise-class “single view” initiatives or
consolidation programs. It requires strong differentiation in terms of rules, processes, and procedures within individual
departments, especially those that are not tied together at the corporate or fiscal level. For this reason, it requires a solid data
governance environment.

Conclusion: This model may not be the best fit for the Coalition as the entities do not share the same business functions. Each entity
has defined its own set of business functions unique to its own organization. Additionally, functions can differ across the sectors within
the coalition.
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SECTION 3.1.5

BUSINESS PROCESS AREA MODEL

In this model, data stewards are assigned to a business process. This model is very effective for organizations with a solid
sense of enterprise-level processes.

The benefits of process-oriented data stewardship include:
= Organizations become very comfortable circumscribing their business processes.

Data stewardship is therefore seen as a natural extension of process definition. @'_’W

= Success measurement is more straightforward. Measuring data quality or Campaign Management
availability in the context of the business process that consumes the data is a @«—» !.’."..!’.
reliable and easy-to-explain the benefit of data stewardship. Sales

»= Once an organization launches data stewardship for business processes, it is @‘—»
easy to justify additional data stewards for other processes. The process-oriented

model is a very effective way to integrate data stewardship. @—."’»‘.’m

Procurement
Data Stewards: ocuremen
Business Processes

Data
Governance

Enrollment

The risks of process-oriented data stewardship include:

= Data ownership is more difficult to assign. Because multiple processes use common data (or should), multiple process owners may
have different definitions or rules for the same data.

= Business constituents can get confused. Just as several business processes can use a single data element, multiple business
processes can involve the same business community. Depending on the size of the organization and the complexity of its data,
several different data stewards could solicit input from a single end-user.

= In this model, data stewardship is only as effective as the company is clear about its processes. For cultures where processes are
non-existent or in its infancy, process-based data stewardship may not be the best choice.

= Behind closed doors, some companies will admit that the owners of their operational systems are not accountable for— indeed,
many are simply unaware of—the data they generate.

Conclusion: This model may not be the best fit for the Coalition as organizations do not share the same business processes. Each
entity has defined its own set of business processes unique to its organization. Additionally, processes can differ across the sectors
within the coalition and the service providers within those sectors.
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SECTION 3.1.5

PROJECT ORIENTED MODEL
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A project-oriented approach may be a practical and fast way to introduce data stewardship although this is often a temporary
measure.

The benefits of project-oriented data stewardship include:

= Speed. In cultures that take months to justify headcount, the role of a

project data steward can be introduced quickly without fanfare and job Soponh,

requisitions.

» [nitial data stewardship processes can be tailored to the project’s desired
outcome, then subsequently refined for broader deployment.

= The success of data stewardship can be tied to the success of the project.
While this could be seen as both a benefit and a risk, the ability to tell a
story about the project’s information delivery can be immensely helpful in
communicating the value of data stewardship to a broader audience.

Data Governance

T

Policies

T

Standards

Data Stewards:
Projects

The risks of project-oriented stewardship include:
= A “project” implies a finite effort, implying that data stewardship is finished when the project is complete.

* Finding incumbent skills can be challenging. Ironically, it is the organizations that use project-oriented data stewardship that

lack people who are proficient in solid data skills.

» Any data stewardship processes or technologies adopted within the context of project data stewardship may not be valuable to

more enterprise-class data stewardship efforts. Positioning project data stewardship as a pilot helps.

Conclusion: This model may not be the best fit for the Coalition as the entities do not share projects. Each entity has defined its own set

of projects unique to its own organization.



SECTION 3.1.5

SUBJECT AREA MODEL

With this structure, data stewards own and manage a discrete data subject area.

The benefits of a data subject area oriented stewardship model

i n CI u d e. Corporate

Governance

*= Ownership boundaries that are usually clear.

* The data steward’s knowledge of the accompanying business rules
and usage environments for his/her data subject area are likely to
increase over time.

= This model is often easy to understand and explain, thus reduce
resistance during implementation

Policies

Standards

Data Stewards:
Subject Areas

The risks of data subject area stewardship include:
» The potential size and scope of a given data domain — across multiple stakeholder organizations, processes, and
data sources — may make finding qualified data stewards challenging.
= Subject area data stewardship can be territorial, especially if system owners refuse to cede control.

Conclusion: This model may be the best fit for the Coalition as the goal will be to bring data in from many different entities and
disparate systems:
» The data will be brought in, integrated, and normalized along key subject areas of interest to all coalition members.
= The coalition will be best served to have data stewards who have the knowledge and expertise to provide standards and
definitions in each of the subject areas.
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______________________________________________________________________
ROLE OF DATA GOVERNANCE
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SECTION 3.1.5

The role of data governance will be more important for the Coalition due to the number of different stakeholder organizations
and systems that will be involved with data sharing. Not only are the systems, potentially, unique to each stakeholder
organization, but the definitions of terms and business rules may be different for each stakeholder organization. Thus, in
order to bring all the organizations in the Coalition into alignment, data governance plays a key role in following ways:

Define, approve and communicate data strategies, policies, and standards

Set common definitions for metrics, data elements, and business rules which provide consistency across the Coalition

Track and enforce conformance to data policies, standards, architecture, and procedures

Sponsor, track and oversee the delivery of data sharing projects

= Manage and resolve data related issues for the Coalition



______________________________________________________________________
SECTION 3.1.6
3.1.6 DATA SHARING AGREEMENTS

Data sharing agreements are leveraged to assist organizations, or a group of organizations, to outline the terms and commitments
of sharing data with one another.

There are many types of agreements with varying content that can be used to address the specific nature of a data sharing
arrangement.

It is important to note that not every instance of data sharing requires that an agreement be signed. For example, healthcare
providers connecting with one another on a continuum of care on behalf of a patient do not need to draft and sign an agreement
each time to share data as their license and authority under federal law allows the sharing of select information. On the other hand,
project —oriented data sharing, such as grant-driven data sharing or one-time studies, may warrant an agreement between
participating parties. The language for agreements, if a document exists, can be strongly customized to the task at hand, as
opposed to the more formal and standard language included in data sharing agreements that support an on-going process or
engagement. Organizations’ risk and compliance counsels often own and agree to the contents of data sharing agreements and
some example data sharing agreements are located in the Appendix in 7.7 Example Data Sharing agreements.

Data sharing agreements can be an effective tool for encouraging cross-organization collaboration and the type of agreement
utilized should match the needs of the Lake County behavioral health community as it develops its data sharing model. As Lake
County stakeholders and the behavioral health community move forward with implementing data sharing, multiple data sharing
agreements may be needed throughout the life cycle of the development.

Organizations that participate in a data sharing model can leverage their experience with grant and vendor agreements to identify
the standard and custom language their organizations include in data sharing agreements and evaluate whether to integrate those
into a system wide data sharing agreement. Documents that could be used for reference to create data sharing agreements include
ServicePoint’s User Policy, Responsibility Statement & Code of Ethics, existing point-to-point or grant-related agreements, and
comparable community agreements. Example data sharing agreements are located in Appendix 7.7 Example Data Sharing
Agreements and could be used in the future as a starting point for drafting the Lake County behavioral health community’s
agreements.

The following slides provide an overview of the types and content of data sharing agreements that could be employed by Lake
County for its data sharing initiative.

North Highland’s recommendations for Data Sharing agreements within Lake County are included in section 5.1

Recommendations.
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______________________________________________________________________
SECTION 3.1.6
DATA SHARING AGREEMENT TYPES

Below is a description of the types of data sharing agreements that organizations have employed to establish and commit to
programmatic data sharing.

Memorandum of Understanding (MOU): An MOU is used during the early phases of a data sharing initiative. It can be used prior to
a formal Data Sharing Agreement to outline the goals of the initiative and commitment to work together. It can further articulate roles
and responsibilities for moving forward a full data sharing initiative as well as expected ways in which the parties can participate.

Data Sharing Agreements: Data sharing agreements outline: the data to be shared, responsibilities of the sending and receiving
parties (operations, frequency, and process for sharing data), the security of the data storage and type of data (de-identified, MPI
processes, etc.), terms and termination, and indemnification. This type of agreement can be used as a mechanism to promote
cooperation and trust because of the meticulous details included, namely the data submitted, allowed use, compliance standards, data
governance structure, and liability protection.

Data Use Agreements: Data Use Agreements outline the use of data by the recipient of any shared data. Often these agreements are
used in conjunction with a Data Sharing Agreement and specify that data can on be used for research, public health, or healthcare
operations. These documents establish how data can be used (e.g. for analysis, to take action, etc.) and who is permitted to use, have
access to, and disclose data sets. This is particularly important when it comes to limited data sets that contain PIl or PHI. Data Use
Agreements also outline uses cases that are not permitted and promote safeguards, such that receiving entities of the data have the
correct security in place.

Business Associate Agreement (BAA): A business associate agreement (BAA) is a contract between a HIPAA-covered entity
(Health Insurance Portability and Accountability Act) and a HIPAA business associate(BA). The contract protects personal health
information (PHI) in accordance with HIPAA guidelines. Covered entities are defined in the HIPAA rules as (1) health plans, (2) health
care clearinghouses, and (3) health care providers who electronically transmit any health information in connection with transactions.
A “business associate” is a person or entity that performs certain functions or activities that involve the use or disclosure of protected
health information on behalf of, or provides services to, a covered entity.
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______________________________________________________________________
SECTION 3.1.6
DATA SHARING AGREEMENT TYPES

Participation Agreement: These agreements are designed to ensure that parties sharing data comply with the agreed-upon policies
and procedures, and often outline the relationships and responsibilities of each party relative to the data sharing activities and
agreement. The purpose of these agreements are very similar to Memorandum of Understandings, although Memorandum of
Understanding have a greater connotation of being less binding and can be written in such a way that they promote a commitment to an
initiative rather than a formal, legally-binding obligation.

Service Level Agreement (SLA): A service level agreement (SLA) is a contract that spells out, in measurable terms, what services a
provider will deliver to a customer. Data warehouse SLAs can be employed to outline the areas of quality and components for
successful implementation. For the purposes of the proposed model for Lake County, should Lake County contract for a data
warehouse and/or analytics tool, Lake County should consider SLA agreements or evaluate vendors’ standard SLAs as a part of its
contracting process.

Consent to Release Information: Commonly referred to as a “Release of Information” is an agreement between the patient and the
organization, it is the first agreement required to share a participants’ data, and should not be forgotten during the Data Sharing
Agreement creation process. The language included in lllinois often refers to the stipulations and specific releases required under 740
ILCS 110 and accompanying information surrounding patients’ rights is often provided as well.
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______________________________________________________________________
SECTION 3.1.6
DATA SHARING AGREEMENTS — GENERAL CONTENT

The type of agreement to use within Lake County will depend on each organization’s required content and the agreement that best
addresses the specific nature of the agreed-upon data sharing arrangement. Any combination of the aforementioned agreements
can be utilized and the following are the types of information that should be considered within an agreement or a combination of
agreements.

Data Sharing Agreement Components

= Definitions — detailed descriptions of the terms to be used throughout the document.

= Storage of information — Who is responsible for collecting, receiving and storing information. Notification that disclosure outside
of the program is prohibited and that signatories must comply with the procedures and policies governing the information.

= Access to information — the process by which organizations submit data (i.e. HL7 through secure messaging) and the process
through which the data is cleaned. This can also include how new entrants are set up (message and communication coding). This
section can also be used to define who has access to information.

= Confidentiality — language to indicate that the storage, collection and communication mediums must keep the shared data
confidential, pursuant to applicable laws and the participant’s own internal rules and regulations relating to confidentiality.

= Administration of the data/Data governance — outline of the overseeing data governing body and how it enables participants in
the data sharing agreement to provide meaningful input and oversight of the operations of the arrangement.

= Data use —use cases documenting how the data will be consumed, handled, and analyzed at each participating organization,
especially in clinical contexts

= HIPAA & BAA provisions — identification and definitions of reasonable safeguards for protecting data within the context of
HIPAA application.

= Indemnification — an agreement to indemnify one another if damages or expenses are incurred as the result of a data breach or
a participant’s inaccurate, incomplete or defamatory information.

» Term and Termination — defining the causes for which an organization may withdraw or the length of the agreement

» Misc. Provisions — This section is leveraged to make sure that any constraints or clarifications that may not be applicable to the
other sections are included in the agreement.

= Non Disclosure- Common non-disclosure agreement components:

o Define what is included as confidential and what is not
o Who has access to the information based on need and compliance with agreements

o Agreement to abide by HIPAA and the BAA of the coalition

o Damages and relief language concerning breaching

o Dispute arbitration settlements
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3.1.7 DATA PRIVACY LAWS CITED AS BARRIERS

SECTION 3.1.7

The laws cited as impacting data sharing in Lake County include HIPAA, 42 CFR and 740 ILCS 110. These laws were researched for
their applicability to this project and the potential data to be shared within a future data sharing initiative. Individual stakeholder
organizations are impacted by these laws to greater or lesser extents and have different policies to address risk. For example, if

individual data is inappropriately exposed, a behavioral health provider experiences high impact and high risk; whereas a homeless
advocate would have low impact and low risk.

HIPAA 42 CFR Part 2 740 ILCS 110

: : . . : Protect the private information
Balance patient privacy against Protect patient records concerning . .
Purpose . relating to behavioral healthcare and
best treatment options drug or alcohol abuse L .
developmental disabilities services
All drug or alcohol treatment
Organizations All healthcare providers that store  providers, be they stand alone clinics, :
. . . e L All healthcare providers
Affected or transmit health information facilities within a larger system, or
clinicians with this emphasis
Documents relating to: physical or
All individually identifiable health Personally identifiable records mental examinations, diagnosis,
What it protects information, psychotherapy notes  concerning drug and alcohol abuse or treatment, evaluations, medications,
(requires additional authorization) treatment aftercare, rehabilitation, notes
concerning services
By patient signature (consent must
. : . o include name of the receiving
By patient signature, de-identified or . . G . .
: ; : e By patient signature, situations agency, reason the record is being
Exceptions aggregate information, specified ;
Uses deemed emergent, others disclosed, type of record, and date

the consent ends); others; no other
exceptions for therapists’ notes

Level Federal Federal State
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THE HEALTH INFORMATION PRIVACY AND ACCOUNTABILITY ACT ="
(HIPAA)

129

The Health Information Privacy and Accountability Act provides legislation on the security and data privacy for safeguarding medical
information. Prior to HIPAA security standards varied greatly across organizations within the healthcare industry. A primary goal for
HIPAA is to protect PHI while allowing organizations to adopt technology to improve the quality and efficiency of service delivery,
which can include sharing data stored electronically.

HIPAA treats mental health and all protected health information uniformly with the exception of psychotherapy notes, which include
conversational details and are distinguished from the patient’s medical record, separately. These notes do not contain any
information about medications or prescription management, test results, summaries of diagnosis treatment plan symptoms. These
notes are considered separately because they are the personal notes of the professional and as such, a patient authorization must be
required to disclose the information. HIPAA also outlines situations for the allowable sharing of needed information with family
members or caretakers for the purpose of care. In cases of severe mental illness and a patient is incapacitated, the provider must
determine that information disclosure is in the patients best interest. If a provider believes that a patient presents a serious or
imminent threat to self or others, that provider may disclose the necessary information to law enforcement, and other persons who
may reasonably be able to prevent or lessen the risk of harm. Many states have laws that prevent this disclosure. Hospitals allow the
disclosure of information to law enforcement, such as admission and discharge time, to law enforcement for the purposes of locating
a suspect, fugitive, material witness, or missing person and this request may be received orally or in writing.

HIPAA-compliant organizations must ensure their data-sharing partners are also HIPAA-compliant. Of the rules that data sharing
agreements need to comply with, HIPAA is frequently cited as easier to address.

HIPAA is perhaps the most well-known data privacy law within Healthcare. This law has been criticized for some of its vague
language and as such additional, more strict laws have been created to clarify the confidentiality requirement and allowable data
sharing. These stricter laws may be the reason that HIPAA is seen as restricting data sharing although its original intent was to
promote care coordination and data sharing.

With the introduction of standards and restrictions, especially as additional laws were created stressing confidentiality, many
providers have invested significantly in risk and compliance departments to translate these laws into operational practices to ensure
technology systems and operations are compliant per each organization’s chosen interpretation of the law.



CONFIDENTIALITY OF SUBSTANCE USE DISORDER PATIENT SECTION3.1.7
RECORDS (42 CFR PART 2)

42 CFR Part 2 outlines the restrictions for sharing data on behalf of an individual being treated for drug or alcohol problems as well as
certain diseases. The allowable data sharing described in 42 CFR relates to the disclosure of any information that would directly or
indirectly identify a patient as an alcohol or substance abuser or having sought or received treatment for alcohol or substance abuse.

Data sharing includes the communication of patient information, a verification of another person’s patient information, or a
communication of any information from the records of a patient who has been identified. Examples of identifiable information include
name, address, social security numbers, fingerprints, photographs, and any information that may be combined with publicly available
information to identify a person.

Specific information about a patient arising out of the patients’ diagnosis, treatment, or referral to treatment can be exchanged with
supportive services, such as billing, without patient consent. If an individual has an encounter at program treating substance abuse as
a part of a larger behavioral health program or general health program, confirmation of an encounter is allowed so long as it does not
identify the treatment received as drug or substance abuse related.

42 CFR applies if patient information is being submitted, stored, exchanged through, and analyzed by a health information
organization (HIO) and this disclosure is only allowed select purposes. To share data requires that patients sign a Consent to Release
Information form and that there is an agreement in place between the substance abuse program program and the HIO.

Consent to Release Information forms should include the following information:
o Name and title of person or program permitted to make the disclosure
o Name of the patient
o Purpose of the disclosure
o How much and what kind of information can be disclosure
o Patient and/or guardian signature
o The date
o Statement that the consent is subject to revocation at any time
o Expiration date which should be no longer than the reasonably necessary time to serve the purpose for which it is shared
o If information is shared electronically, an electronic disclosure must also be sent that the information cannot be redisclosed

For the HIO to redisclose information to its affiliated participants, another patient consent form may be needed. If the purpose of the
disclosure to the HIO and the HIO’s affiliated partners is the same, then a single consent form that includes the identification of the
affiliated receiving parties and a notification on the prohibitions on disclosure is sufficient.

42 CFR also stresses that the sharing of information should be in the best interests of the patient, and as such it outlines allowable
purposes and that only the needed information should be shared for the reasonable amount of time to address the care need.

In the case of medical emergencies where a patient consent is not warranted, the provider receiving the information and the context of

the event must be documented in detail should the scenario warrant subsequent investigation.
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MENTAL HEALTH AND DEVELOPMENTAL DISABILITY SECTION3.L.7
CONFIDENTIALITY ACT (740 ILCS 110)

740 ILCS 110 outlines the allowable data sharing scenarios under which information from patient records for individuals with mental
health and developmental disability may be shared in lllinois. This act is more strict than HIPAA, taking precedence over HIPAA’s
outlined allowable sharing of data.

Similar to 42 CFR Part 2, 740 ILCS 110 stresses that only the data that needs to be shared for the purposes of the data sharing
effort at hand should be communicated (i.e. data needed for a particular study). Blanket consent to the disclosure of unspecified
information is not valid. The re-disclosure of information is prevented under this act as well.

Under 740 ILCS 110 every consent form must be in writing and include the following:
* The person or agency to whom the disclosure is to be made
» The nature of the information to be disclosed
* The right to inspect and copy the information to be disclosure
» The consequences of a refusal to consent, if any
» The calendar date on which the consent expires (if not date is provided, information may only be released on the date the
release form is received by the therapist)
* The right to revoke the consent at any time

Furthermore, the consent to release information, and any revocation of consent, must be signed by a person entitled to give consent
and the signature must be witnessed by a person that can verify the signee’s identity. A copy of the consent must then be added to
the patient record.

The act also highlights when disclosure can occur without a patient consent, including data sharing across agencies or departments
of the state, Law enforcement investigations, Court cases in which mental health is a part of the claim, and the sequencing of
required subpoenas to release information if needed.

Care coordination needs require that the disclosures be signed however since care coordination can occur across a host of service
providers and for varying purposes, as defined by each organization in accordance with its interpretation of the law, no standard
release form can exist. Furthermore, the mandate to have the information in writing and with a witness can make attaining signatures
difficult.
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SECTION 3.1.7
HEALTH INFORMATION TECHNOLOGY FOR ECONOMIC AND
CLINICAL HEALTH ACT (HITECH)

In addition to the three laws cited during the Current Data Sharing Assessment interviews, a fourth law, Health Information Technology for
Economic and Clinical Health Act (HITECH), is applicable to this Data Sharing Project. The law outlines the allowable data sharing of
electronic PHI which impacts organizations, specifically healthcare organizations, ability to share participant-level information.

HITECH was enacted in 2009 to support meaningful use and the adoption of EHR systems among providers. The HITECH act widens the
scope of privacy and security protections, increases the potential legal liability for non-compliance, and provides for more enforcement.

To support meaningful use, HITECH outlined violations and penalties for electronic data sharing noncompliance for providers and extended
those to business associates as well. It also mandates the notification of a breach for non-secure, or non-encrypted, PHI.

HIPAA requires that non-routine disclosures are documented and with the introduction of HITECH, all disclosures must be accounted for
including those for treatment, payment, and healthcare operations. Capturing this information is often done electronically and requires
specific functionality within the EHR or a complimentary program, such as access rights and recording the medical files accessed per user.
When data sharing is warranted, HITECH emphasizes that only the minimum necessary information should be shared to avoid over-sharing
or providing irrelevant information. A common criticism of the HITECH act is that it does not define the minimum necessary information and
leaves that to the interpretation of the provider. This can result in the information being shared during an episode of care across providers
being different with each interaction. If participant-level information is needed in a data sharing model for Lake County, organizations will
need to come to an agreement on the minimum necessary information to share data.

HITECH also developed certifications for compliant technology to assist providers in making sure their programs were compliant and further

promote the adoption of electronic data storage and sharing. As the future data sharing model for the Lake County behavioral health
community is developed, the Lake County behavioral health community should look for HITECH certified technologies.
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3.1.8 DATA PRIVACY PRACTICES SECTION3.1.8
PRIVACY IMPACT ASSESSMENT OVERVIEW

Titles Il and 1l of the Federal E-Government Act of 2002 require that agencies evaluate all systems that collect personally identifiable
information (PIl) and determine whether the privacy of that Pll is adequately protected. Agencies perform this evaluation through a
privacy impact assessment (PIA), a tool for identifying and assessing privacy risks throughout the development life cycle of a program or
system. A PIA will state what personally identifiable information (PII) is collected and explains how that information is maintained, how it
will be protected and how it will be shared.

A PIA will identify:

Whether the information being collected complies with privacy-related legal and regulatory compliance requirements

= The risks and effects of collecting, maintaining and disseminating PII
» Protections and processes for handling information to alleviate any potential privacy risks
= Options and methods for individuals to provide consent for the collection of their PII

A PIA should be completed when any of the following activities occur:
= Developing, or procuring any new technologies or systems that handle or collect personal information.
= Developing system revisions. If an existing system is modified, a PIA may be required.

= |nitiating a new electronic collection of information in identifiable form for 10 or more persons, consistent with the Paperwork Reduction
Act (PRA).

» |ssuing a new or updated rulemaking that affects personal information. A PIA is required for collections of new information or updates
to existing collections as part of a rulemaking. The PIA should discuss how the management of these new collections ensures
conformity with privacy laws.

The following slide has an initial PIA for the Coalition and the organizations participating in a data sharing
model. As the strategy and solution for data sharing evolves, the Coalition and the organizations that
participate in data sharing should re-visit the PIA during each phase of the planning, development, and
implementation to ensure that proper process and technology safeguards can be implemented.

Sources include: https://www.hhs.gov/about/agencies/asa/ocio/cybersecurity/pias-and-resources/index.html, https://www.hhs.gov/pia/index.html
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SECTION 3.1.8

PRIVACY IMPACT ASSESSMENT

Overview

The following is a high-level privacy impact assessment for the future Data Sharing Project. Initially, the data shared will be in aggregated
form without reference to PIl. However, plans include sharing, obtaining, storing, and reporting on data at the individual participant-level,
containing PII, which will require mitigation strategies to address certain inherent risks of sharing data.

Identify the information the future application collects, uses, disseminates, or maintains.

The future system will collect and store Pll (name, birthdate, address, etc.), as well as physical and behavioral health record information.
In addition, there may be related law enforcement, court, and probation related data containing PII.

What are the sources of the information and how is the information collected?

The data will be provided by the various organizations and stakeholders participating in the Data Sharing Project. Once the Data
Governance body and Data Steward Working Groups determine the requirements for data to be shared and collected, the agreed upon
data must be prepared for transmission. The Data Governance technical team will need to determine the best method to transmit data
between organizations, whether that is thru secured email or Secured File Transfer Protocol (SFTP).

Privacy Impact Analysis: Related to Characterization of the Information

= Privacy Risk: The data collected is required for the Data Sharing Project. As in any situation where data is shared, there is a risk
of interception or disclosure.

= Mitigation: If organizations choose to submit their data via email, it is recommended that the data be encrypted before sending to
protect the information while in transit. A standard method is to use SFTP, along with data encryption, as SFTP is a secure point
to point transfer vehicle.
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SECTION 3.1.8

PRIVACY IMPACT ASSESSMENT

Privacy Impact Analysis: Related to the Uses of Information

= Privacy Risk: There is a potential risk of capturing PII during the transfer of data between the source organization and the target
when loading the data into the central repository (data warehouse).

= Mitigation: With the assistance of the Coalition’s Data Governance Board, MOUs and Data Sharing Agreements should be set up
between the organizations sharing data that outline the security measures, auditing, and roles and responsibilities for handling the
data. The number of individuals with administrative access to the future environment should be managed through an approval

process. All administrators of the infrastructure and databases should be pre-approved and be trained in system administration
and security measures.

Privacy Impact Analysis: Related to Information Sharing

= Privacy Risk: Information sharing may place participants/patients at risk of harm if disclosed or used by unauthorized people or
uses.

= Mitigation: As discussed above, MOUs and Data Sharing Agreements will govern the use of the data. Additionally, the Data
Governance Board and Data Stewards can limit the participant-level data shared when referencing an individual during use to
limit the exposure potential and to decrease the risk of harm to the participant.
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SECTION 3.1.8

IDENTIFICATION OF SOPS & SECURITY PROTOCOLS

In general, within the entities of Lake County, North Highland found that there were limited number of standard operating procedures
(SOPs) as data sharing was at a minimum; and where it does exist, the SOP is largely outlined by the grant requiring it.

Strategies that organizations storing Pll and PHI data employ to meet data privacy requirements include what hospitals with EMRs and
those entities using shared applications with PIlI data employ:

= Required HIPAA training for personnel obtaining access to Pll and HIPAA covered data
= Workstations and applications requiring password security for access to data

= “Break the glass” acknowledgement and verification, usually twice, of individual has authority and valid reason for accessing specific
patient level data

= Audit traceability to view who had accessed and view individuals’ Pll data

= SOPs and policies for handling situations where there have been lapses in security protocols or inadvertent sharing/disclosure of PlII
and HIPAA covered data.

HIPAA training, SOPs, and security protocols need to be developed and rolled out in advance of when
personally identifiable information and participant-level health data are to be shared amongst the stakeholders
of the Coalition.

A link is provided to the HHS.gov website (https://www.hhs.gov/hipaa/for-professionals/security/laws-regulations/index.html) where segments of the Summary of the
HIPAA Security Rule are shared. This is a summary of key elements of the Security Rule including who is covered, what information is protected, and what safeguards
must be in place to ensure appropriate protection of electronic protected health information.
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3.2 Current Data Sharing Assessment




SECTION 3.2.1

3.2.1 CURRENT DATA SHARING ASSESSMENT CONTENTS

The Current Data Sharing Assessment was done in accordance with the approach described in 2.3.3 Current Data Sharing
Assessment Approach. The information collected was largely the product of interviews across Coalition members and the Lake
County behavioral health community.

The below pages include the following:

Overview of the Interview Process and Sector Definitions

Sector Analysis, including process flow diagrams and strengths, weaknesses, opportunities, and barriers observations
Current Data Sharing Technology

Current Data Availability and Existing Partnerships

Barriers to Data Sharing

Legal Considerations

Change Management Status

Summary of Current Data Sharing

The observations included in the following are highlights from the current data sharing assessment research and North
Highland’s analysis and were used to conclude the findings listed in section 4. Data Sharing Project Findings.
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SECTION 3.2.1
CURRENT DATA SHARING ASSESSMENT INTERVIEWS

Interviews were conducted across Coalition members and the Lake County behavioral health community to understand how different
organizations were documenting information related to behavioral health individuals and to better understand what data points were
received, collected, and shared within and between organizations and how that information was shared. Interviews were conducted
with a diverse set of Lake County stakeholders across functional and technical expertise, front-line, and executive staff and across
various service providers. Below is a description of the interview questions, and in the Appendix is a list of the individuals interviewed
and the interview guide used to facilitate the discussions.

INTERVIEW APPROACH QUICK STATISTICS PARTNER TITLES
Interview discussion topics focused on processes and 6 5
services, data sharing, technical specifics, barriers to Psychologist Nurse
sharing data, and benefits of improved data sharing Social Worker Probation
practices. The research provided and answers collected INTERVIEWEES Pre'5|dent She_”ff '
informed a “SWOB™ Analysis: Strengths, “What's in it for 2 0 Office Manager  Assistant Director
me,” Opportunities, and Barriers to data sharing. + CEO Police Officer
Psychiatrist Police Chief
ORGANIZATIONS clo Doctor
Director External Affairs
Volunteer Chief Operating Officers
EXAMPLE INTERVIEW QUESTIONS SECTORS
-
§ What is the process for a participant going through your
?
S| systemn!? . : HEALTHCARE JUSTICE COMMUNITY
S How do you determine the need for services?
% How and what information is sent to and from partner
T organizations?
m= Health and e : :
What operational, technical, or legal barriers permit or EIIIE' Behavioral IEI Police Comm.umFy
allow you to share data? Organizations
Health Centers == Courts H |
. . . I X omelessness
If data is sent electronically, what message format is that T ; Eﬂﬁ Probation :
information in? Hospital - Groups
What data points do you collect? .
What reporting capabilities does your organization have? Ha] Sh,emﬁ
How is data aggregated? ELE Jail
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SECTION 3.2.1

SECTOR DEFINITIONS AND PURPOSE

As interviews progressed, common themes and answers surfaced in organizations with similar functionality. For instance, organizations
with healthcare delivery as a core competency utilized similar methods of communication (fax) and expressed similar concerns
regarding privacy laws. These groupings helped categorize feedback and organizations so that information could be synthesized and
presented in a digestible way. Breaking feedback into sectors also provided greater insight into the continuum within each sector and
highlighted the critical roles each sector plays in the care of individuals with behavioral health needs. The following are the three sector
types.

JUSTICE {ﬁﬁ COMMUNITY

HEALTHCARE

This sector includes but is not

Members of the justice system NS >
limited to the following:

Healthcare providers include:

ORGANIZATIONS
FELL INTO THIS
SECTION IF THEY
PROVIDED ONE OF
THE FOLLOWING
SERVICES:

INTERVIEWEE
ORGANIZATIONS
INCLUDED:
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Hospital services
Primary care
Health centers

Substance abuse testing and
counseling

Psychology & Psychiatry
services

Outpatient or clinic services
Behavioral health therapy
Inpatient care

Crisis response

Screening

Enforce the law

Protect the people from harm from
others or themselves

Evaluate, defend, prosecute, in
court

Process, enter, and disseminate
necessary information regarding a
case pertaining to an individual
with behavioral health needs

Provide back office support
services for the operations of the
justice system including police,
sheriff, jail, and courts

» Advocacy groups for individuals
with behavioral health

* Intervention and early education
programs that build awareness of
behavioral health

* Organizations that address the
societal factors that can compound
or that are compounded by
behavioral health

* Housing
* Religion
*  Employment

Vista Hospital, North Shore
community Hospital, Northwestern
University Hospital, Erie Family
Health Center, Lake County Health
Department, Youth and Family
Counseling, Mental Health Initiative,

NICASA, Community Youth Network

Police Officers, Sheriff's
Department, Jail, Courts, State’s
Attorney

Workforce Board, PADS, LCHRDC,
Mental Health Initiative, NAMI, Lake
County United, NICASA, Youth &
Family Services, A Safe Place,
community Youth Network

ORGANIZATIONS PROVIDING MULTIPLE SERVICES COULD FALL IN MORE THAN ONE SECTOR.



______________________________________________________________________
3.2.2 SECTOR ANALYSIS SECTION 3.2.2

An analysis was conducted of the information in existing reports, the information collected from functional and technical
interviews (pertaining to the interviewee’s knowledge of behavioral health, programs, data and analytics and technology) to
assess the current data sharing practices within the Lake County behavioral health community by sector.

The results of the research, interviews, and known best practices are outlined in the following slides. The slides convey the
following types of information for each sector:

= A profile slide to highlight the roles each sector can have in behavioral health
= A process map outlining the flow of data and the medium through which data is shared (if data is shared)

= An analysis of key factors influencing data sharing called a “SWOB” analysis (strengths, weaknesses, opportunities, and
barriers)
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3.2.2.1 HEALTHCARE SECTOR ANALYSIS

HEALTHCARE ORGANIZATION PROFILE

SECTION 3.2.2.1

Healthcare organizations have more routine and frequent interaction with individuals with behavioral needs that are seeking services and
is well positioned to design intervention programs and to coordinate with others as a part of a care team to ensure that the entire health
of an individual is being addressed, in addition to the direct healthcare services provided, such as the societal determinants of health.

ROLE

= Provide a full range of services to meet the medical and behavioral needs of
a community

= Act as a main point-of-contact and referral source for the mental, emotional,
and behavioral health population

= Assess and provide treatment and recovery support services that empower
individuals and families to attain their highest functioning possible in all
aspects of their lives (school, work, relationships, health, wellness, etc.) and
to live independently in the community to the extent they are able.

QUICK FACTS

= 1-in-5 Americans has a behavioral health issue of some magnitude

= Medical costs for patients with underlying mental, emotional, or behavioral
health needs are 3x the national average of those without mental, emotional,
or behavioral health needs.

= 10.2 million Americans have co-occurring behavioral health and addiction
disorders.

= Serious behavioral health conditions have an estimated economic impact of
$193 billion in the US.
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______________________________________________________________________
SECTION 3.2.2.1
HEALTHCARE ORGANIZATION PROCESS FLOW

Process Flow

The diagram on the following slide depicts how individuals with behavioral health needs flow through the healthcare system, the
associated data shared and the mediums in which this data is shared. In summary, individuals enter the healthcare system from
various sources, including the judicial and community sectors, self-admitting or from another provider. Hospitals, health centers,
and behavioral health providers may have ED, inpatient and outpatient services while entry into the healthcare system can also
occur directly through one of these services. Based upon evaluations, patients can be moved to a more appropriate treatment
location; this transfer can be associated with high wait times. When patients move into or within the healthcare system, their
information is either self-reported, reported by a family member or is communicated via fax or phone. If a patient moves within
an organization, their information is stored in an EMR.

Key Observations

Functional
= Patients may encounter high wait times while waiting to be transferred to the requisite behavioral health treatment facility.

= Sending patient information to other facilities is typically completed via fax or over the phone, which requires manual entry and
creates an opportunity for manual error.

= There is no standard for transferring data to an entity outside of a specific program as fax formats vary and the data included
by each program differs, resulting in records that lack information and the full scope of patient history and needs.

Technical

= North Shore and Northwestern both use Epic, for both medical and behavioral, while Advocate Condell and Vista use Cerner.
Advocate Condell uses Cerner for both medical and behavioral data. Vista also uses Athena as their behavioral health EMR,
which is not connected with their Cerner system. Most interactions within the hospital system occur electronically within their
respective EMRs. However, sharing data electronically across EMRs is not currently possible. Epic and Cerner have modules
that allow data sharing between organizations that use their programs, but hospitals elect not to purchase this module in light
of other priorities.
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______________________________________________________________________
SECTION 3.2.2.1
HEALTHCARE ORGANIZATION PROCESS FLOW (CONT.)

Technical (cont.)

=  When a patient is transferred within the same organization, there are situations where the technology platform was designed
to limit access rights to patient behavioral health information, as it is protected under various interpretations of the Data
Privacy Restrictions.

= Because some information is transferred verbally through referring entities, such as police drop-offs or family members,
information is also lost in the data transfer; information entered into the EMR is determined by intake individuals’ discretion
rather than a systematic method of capturing data.

= Prior to purchasing and implementing an EMR solution, hospitals make sure the system they select either meets or can be
built to meet their specific data privacy standards as determined by their respective risk and compliance teams.

= Service Point is used by some behavioral health providers to contain select healthcare information, however, since its core
use is not as an EMR, leveraging this tool to store all desired health information was communicated as both difficult and
frustrating. This results in some community behavioral providers using Excel to store information, which is far more flexible.
The pros and cons of utilizing Excel are described later in this document.
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HEALTHCARE ORGANIZATION PROCESS FLOW

Justice System

Variable

- EMS

* Police

o Jail

* Probation

Healthcare Organizations’ Data and Participant Process Flow

I
* Incident

* Suspected drug use

*  Known history

&] Health information

&] Health information

Healthcare
Providers

« PCP

* BH provider
* Clinics

* Hospital

Community
Services

Schools
Social services
Child welfare
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______________________________________________________________________
SECTION 3.2.2.1
HEALTHCARE ORGANIZATION “SWOB”

The following diagram outlines the strengths of the healthcare sector as it pertains to data sharing, the benefits or what's in it for me
messaging, concurrent opportunities or initiatives that can complement a data sharing initiative, and the barriers perceived. As
organizations move forward towards systemic data sharing, the below values of data sharing and the obstacles to sharing data will be
analyzed further.

More information on the value of data sharing and the obstacles to data sharing for the healthcare sector is below.

“What’s in it for Me”: Healthcare organizations have a clear value to data sharing as they are most familiar with care coordination and

know first hand the benefits of the right care at the right time.

» Individuals will be brought to the ED when in crisis or distress, however, there are interventions available before a patient gets to this
point that can help provide individuals with the care they need in a more acute setting if the need is known. This coordination would
prevent the misuse of ED resources.

* In severe cases, individuals in the ED will remain in the ED for an extended period of time while waiting for an inpatient bed which is
an inappropriate use of ED resources, but necessary as that patient is not fit to be discharged and needs additional care

= A coordinated care network can also help providers collaborate more easily on the best place for treatment on behalf of an individual
based on that individual's abilities and needs. This would minimize the time required by organizations to research available
resources at various organizations on behalf of a patient and allow more time for providers to deliver care.

Barriers: Healthcare organizations communicated barriers to data sharing that were largely focused on compliance.

= HIE difficulties for physical and especially behavioral healthcare- Interviewees reported concerns over the success of a central
repository for information citing that previous HIE efforts have failed and that it will be impossible to set up a behavioral health HIE
when the laws surrounding behavioral health are even stricter. More education around the different possibilities with data sharing is
needed to overcome this perception.

= Many systems prioritize internal projects — In organizations’ efforts to maintain business as usual and grow organically it was
communicated that internal technology upgrades and internal operations can take precedence over external community-wide
projects.

= HITECH Act requirements - When thinking of a data sharing agreement, the strict compliance rules demanded by HITECH were
vocalized as a concern by interviewees as it relates to sharing information with another program. HITECH will certify that the
technology program itself is compliant but does not certify that the organizations using a program are compliant.

= Rule interpretations prohibit data sharing — varying interpretations of policy and laws across organizations can limit the extent, the
content, and the medium with which organizations are comfortable sharing data. Getting organizations to share their data will
therefore require significant discussions around the compliance of a future program and the benefits that outweigh the risk.
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SECTION 3.2.2.1

HEALTHCARE ORGANIZATION SWOB

Enablers:

» Healthcare organizations have a relatively long
history of data collection and management.

Strengths
Access to large data mass

« Innovative delivery models
(e.g. health home, Triple Aim
strategies )

« Integrated BH and physical
health models

Focus on PCP education to
address BH needs

How to Capitalize:

» Healthcare providers see the value of
integrating physical health and BH services as
well as the analysis of co-morbidity data and
efforts for achieving Triple Aim vision.

Opportunities
* Desire for more complete
history upon presentation
» Desire to expedite transfer
process from EDs to
community or inpatient care
* Desire to expand upon
integrated physical and BH
approaches

“What’s in it for me”

» Data-sharing for BH consistent
with many healthcare initiatives
underway (e.g. population
health mgt strategies, reduce
high cost, improve outcomes)
Reduce unnecessary ED use
and wait-time

Perceived
Barriers
HIE difficulties for physical

healthcare- BH more
challenging

» Many systems prioritize
internal projects

HITECH Act requirements

Rule interpretations
prohibit data sharing

Why this messaging resonates:

* Healthcare system is feeling pressures to
adopt new models for reducing costs,
improving outcomes and improving the
experience of care delivery system.

» Excessive ED resource consumption was
among one of the most cited problems
reported during interviews.

* Reduced time required to coordinate care
and decrease reliance on ED resources
present an attractive opportunity cost.

* Emergency departments are sometimes
used as a starting point for individuals

experiencing BH distress which may not be
the best resource for that individual or
situation

Important Takeaways:

» Physical and behavioral health data at the practice level is shared inconsistently and through telephone and fax.
» There is minimal focus, collection, or analysis of individuals’ behavioral health data.

» Some Behavioral health providers do not have electronic medical records.

Details and Implications:

* Some barriers are significant to overcome.
»  Without aggregate data, it is difficult to
understand true community needs for
L behavioral health services.
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3.2.2.2 JUSTICE SYSTEM SECTOR ANALYSIS SECTION 222
JUSTICE SYSTEM PROFILE

The justice system will interact with individuals with behavioral health needs in an effort to protect the community and those
individuals from harm. To do so, the justice community focuses on ensuring that the appropriate individual handles the incident
be it a police encounter, a court case, or a probation officer so that the individual with behavioral health needs is treated
appropriately and fairly. Lake County is proactive in their approach to making sure that the justice system is involved on more
than a reactionary basis and becomes an integral part of a system-wide network.

ROLE
= Sheriff and jails— proactive approach to solving and preventing crime. Incorporates use of CIT KEY STAKEHOLDERS
(Crisis Intervention Team) approaches to individuals/families with behavioral health needs. ]
Jai . . . . . N Police
= Jails — place of detainment for a person arrested for a crime until a court makes a judgment. Jails |ﬂ| ) ]
are responsible for the health and safety of an individual in their custody. finells g'T 'I;ralned Officers
ourts

= Courts — responsible for upholding the law and resolving criminal, civil, and family matters.
Specialty Courts, such as mental health court, drug courts or veterans courts. have been

ﬂ State’s Attorney,
developed to address specific conditions =

Specialty courts

» Probation — individuals can be assigned to probation as a term of their criminal prosecution. 5 Shleriff
Probation monitors the individual and provides opportunities for rehabilitation including accessing i[z] \I!’a”b "
robation

behavioral health services if needed.
» States Attorney- pursues justice through vigorous and ethical prosecution of criminal acts.

ILLINOIS INMATES AND MENTAL HEALTH STATISTICS

QUICK FACTS
= The justice system provides services including conducting

consulting with probation staff, coordinating referrals and monitoring .-.

State Prison Local Jail

psychological evaluations, providing counseling to probationers,

. . . . . . Criminal Record:
service contracts with community social service providers Current or past violent offenses  61% 56% w6
= Provided over 1100 counseling sessions for both juveniles and 3 or more prior incarcerations  25% 19% 6% 20%
adults in FY2015 Substance dependence or abuse 74% 56% 76% 53%
= 16-33% of inmates have a behavioral health condition (as measured Drug use in month before arrest 63% 49% 2%  42%
by psychotropic drug or psychiatric services) Family background:
= Approximately 170 people have been CIT trained in Lake County Homelessness in year before arrest  13% 6% 7% 9%
Past physical or sexual abuse 27% 10% 24% 8%
Parents abuse alcohol or drugs  39% 25% 37% 19%
Source: Jane Addams College of Social Work- Mental Health Policy, 2015 The above graph is provided to highlight the prevalence of mental health
needs in jail.
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SECTION 3.2.2.2
JUSTICE SYSTEM PROCESS FLOW
LAW ENFORCEMENT ENCOUNTER

Process Flow: When a call is received, 911/dispatch will determine if the call is behavioral health related; if so, it will be noted in the
notes within CAD. If the call is behavioral health-related, a CIT-trained officer is requested to the scene, if available. The officer will
conduct a CIT assessment — recorded on a paper form (as of 7-29-2017). Given the situation and after reviewing the assessment
results, they have three options to pursue: bring the individual to a hospital emergency department, recommend local services for the
individual to seek out, or bring the individual through the justice system and to jail. If the individual is brought to jail, a citation is written
up (along with an R-code) which is all entered into RMS.

Key Observations

Functional:

= The police encounter is often the first piece of data collected when an incident occurs with a behavioral health individual.

= |fan individual is in need and the appropriate services are not rendered at the time of need, the individual may have another encounter
shortly after or an unnecessarily escalated encounter.

= When officers are informing individuals of their nearby local services, they may provide them with information via a handout or verbal
recommendations based on their knowledge of the individual and available services.

= There is no place within the current Computer Aided Dispatch (CAD) system to denote whether an individual has known behavioral
health needs. It is up to the officers’ experience to recognize the address of the call given their past encounters.

= While there is an ask to inform police when an individual is being discharged from the hospital, given the demands on emergency room
operations, police are inconsistently informed of when an individual is discharged from the hospital.

Technical:

= 911 and dispatch use CAD systems and with multiple CAD systems in Lake County, it is very difficult to aggregate data. Additionally, if
the behavioral health related details are stored in an all text field, such as a notes fields, t is difficult to extract the behavioral health
related-information.

= Police and Sheriff’'s Departments use Record Management Systems (RMS) to capture the citations written by the officers. Given the 43
different Police Departments as well as the Sheriff’'s Department, there are several RMS systems in Lake County.

= Currently, the CAD and RMS systems do not communicate with one another but there is a consolidation project underway that will help
improve communications.

= Calls can be tracked by addresses instead of people, so providing information at a participant-level may require a historical data transfer
and restructuring of data collection practices and the technology systems.

= CAD information is owned by the supporting technology system which has the power to do a data dump of information from which
reports can be made and analysis can be conducted. No automated report generation process exists to evaluate behavioral health-

specific information across systems.
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JUSTICE SYSTEM PROCESS FLOW SECTIONS.2.22
LAW ENFORCEMENT ENCOUNTER

At the time of dispatch, the need for a CIT-trained officer or deputy is determined. At the scene, a CIT assessment is conducted to
determine whether an individual needs mental or behavioral related care or treatment. Often times, individuals are taken to the ED but in

some cases, they are transferred to a holding cell or the jail.

Police/Sherriff .
Dispatch > Hospital ER
> EMR
AD/RM o . L . o
CADIRMS QX BH need identiied Individualin the ndvidual s
community dropped off
@ Description of incident
Receives Call: If CIT » Perception of drug use
officer is needed, it is * Known history
notated in the CAD
notes .
Police Conduct
CIT assessment
...
Police officer recommends
organizations
* Known services nearby

Legend:

Medium of Communication: v Local BH
= Participant =\ = Phone > i
Entry point @ Call Justice System P\;griva:gf r
= Electronic Q = Verbal Variable

Communication communication

ABC = Data collected and stored
ABC = Data transferred
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SECTION 3.2.2.2
JUSTICE SYSTEM PROCESS FLOW
JAIL & COURTS PROCESSING

Process Flow: When an individual is brought to the jail by an officer, a copy of the citation is provided and a Booking Card is filled out.
Additionally, a copy of the citation is provided to the Circuit Clerk who enters the information into CRIMS, the court system. If the case
appears to be behavioral health related (determined by evaluating additional information), it is assigned to the Mental Health Specialty
Court, which will ask for further testing and assessment. After the case goes through court, if necessary, a probation order will be
generated. The individual is then asked to take the form with them to their probation officer who will work with the individual to seek and
receive prescribed care. If the court orders a bond report to be generated, jail personnel capture the information from the individual
using the Digi-pen application (electronically) and printed, then provided to the court.

Key Observations

Functional:

» The most detailed information directly related to the behavioral health of the individual that is collected prior to probation is the lawyer
determination to send the individual to the specialty court and any subsequent assessments completed.

» Probation is at an intersection for data as it collects information from outside community members, including where services overlap
with healthcare providers, and from the courts. While the probation officers leverage Service Point as a central repository for select
information, at the current time it requires double entry which makes operations more cumbersome than need be, creating an additional
barrier to data entry.

Technical:

= Criminal Records Information Management System (CRIMS) is the court program and it contains all court-related documents, but has
minimal behavioral health data. The key behavioral health related field is Sub Court type which indicates an assignment to Mental
Health Specialty Court.

= CRIMS and the other court related systems (Vision RMS, VisiondJail, SAMS, etc.) are all connected to the Oracle Enterprise Service Bus
system which enables various data to be exchanged by sending XML messages.

= Alack of resources makes it very difficult to generate reports out of CRIMS today.

= Paper forms, manual data entry, and duplicate data entry all pose a greater risk for manual error than an electronically connected
communication network for sharing data.

= Probation uses both CaselLoad Explorer and Service Point and both have some behavioral health-related data, but neither is connected
with behavioral healthcare providers. If progress updates towards health goals are shared, it is via phone or fax.

= CRIMS was historically organized by case instead of by person, which poses quality and data issues in identifying information by
specific individuals. The jail stores behavioral health data in their Armor EMR system and applies a medical record number by person.
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JUSTICE SYSTEM PROCESS FLOW SECTION 3.2.2.2
JAIL & COURTS PROCESSING

Upon entering the jail, all individuals are given a health assessment. If deemed, an individual will be assigned to the Specialty Mental
Health Court. Prior to their court date, additional evaluations can be ordered. As part of their probation order, an individual can be
assigned for further treatment/care.
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Police / Sheriff ——— CRIMS e Court » Caseload explorer, +———
CRIMS ‘ Servic? Point)
@? Bond report Upcoming
Bond report taken by court date
digi-pen & printed (Caseload
I l Explorer)
County Jail 5 v Court
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JUSTICE SYSTEM “SWOB” SECTION 3.2.2.2

The following diagram outlines the strengths of the Justice System as it pertains to data sharing, the benefits of data sharing to each
sector or the ‘what’s in it for me,” concurrent opportunities or initiatives that can complement a data sharing initiative, and the barriers
perceived. As organizations move forward towards systemic data sharing, the below values of data sharing and the obstacles to
sharing data will be analyzed further.

“What’s in it for me”: The Justice System would benefit from improved data to inform decisions such as the resources needed to

appropriately and fairly protect an individual and the community.

= Police are dispatched for issues that arise as a result of not having systematic care coordination and earlier interventions. While
these issues may be related to public safety, often the police are the only known resource to come help in a difficult situation.

= Decisions in court are made based on the information that is available and with improved information about an individual's
behavioral health needs, courts can route cases appropriately and prescribe more customized rehabilitation and protective services
to the individual to assist the individual in being a productive, engaged member of society.

» Individuals with behavioral health needs in jail are receiving treatment, but the environment may not be the best place for them to be
rehabilitated.

Barriers: The justice system’s limited connectivity between technology systems and court orders required to share participant-level

data make data sharing, especially electronic data sharing, very difficult.

= System reporting is made difficult through the complexity and architecture of CRIMS (i.e. the database was originally designed to be
case focused and has since been converted to person-centric, but these legacy issues remain a data quality concern for reporting
and search functionality by individual.)

= Probation is required to have a court order to release information which limits their ability to coordinate care on behalf of behavioral
health individuals with healthcare and community providers.

= Many technology projects and conflicting priorities currently exist.

= The justice system has relatively less historical data from which to draw analysis on individuals with behavioral health needs.
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JUSTICE SYSTEM SWOB

a;nablers:

« Judicial partners are very
engaged in creating
solutions for individuals with
BH needs.

* The law enforcement
agencies, county courts, and
probation comprise a large,
cross-system data-sharing

network in Lake County.

\_

consumption of law
enforcement and jail
services

« Better response and

would lower repeat law

rates

Why this messaging resonates:

» Law enforcement becomes the de-facto
system to address acute behavioral
health needs, diverting resources from
the primary mission of policing.

Important Takeaways:

“What’s in it for me”
Pronounced desire to relieve

coordination with BH system

enforcement response rates
and increase jail diversion

Strengths

* Multiple initiatives underway
to address individuals’ BH
needs (e.g. CIT, specialty
courts, etc.)

* Have large data-sharing
networks

» Exploring options to
consolidate or increase data
sharing across police
departments in Lake County

Opportunities

 Historically has not had
formal communication
channels outside of justice
system

+ Desire for consolidated

approach to solving data

sharing issues

Perceived
Barriers

SECTION 3.2.2.2

How to Capitalize:

* A national campaign to re-brand
law enforcement as compassionate
and protection-focused outfits
complements Lake County’s CIT
efforts well.

» County services such as CIT
training partners well with outreach
initiatives.

Confidentiality rules prohibit
disclosure to law enforcement,
save high-danger situations

Police departments use
different data management
systems

Minimal collection or
standardization of behavioral
health data

-

Details and Implications:

Lake County has 43 independent police
departments, each with its own non-
coordinated data management system-
HIPAA is claimed to limit the quantity and
quality of information supplied to law
enforcement by healthcare organizations

« Even given relatively large data sharing systems within judicial partners, there is minimal data collected regarding behavioral health.
« Service Point is promising for pilot programs to share referrals from Probation to behavioral health providers. The expanded use of
Service Point given healthcare providers’ need to comply with additional laws, is currently underway.
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______________________________________________________________________
3.2.2.3 COMMUNITY ORGANIZATION SECTOR ANALYSIS

COMMUNITY ORGANIZATION PROFILE

No system-wide dating sharing program can exist without the community members that address the societal determinants of health.
Community organizations have the unique position of being an unassuming opportunity to identify and build a network of support for
individuals with behavioral health needs as they may present themselves for societal services prior to other services, such as

healthcare.
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ROLE

Provide complementary services to behavioral health providers
to improve the quality of life and social determinants of health
Educate individuals with behavioral health needs and the
community about identifying, living, and coping with behavioral
health

Advocate for individuals with mental health needs to provide this
subset of the population with a voice

Assist in finding and maintaining appropriate jobs

Provide affordable housing to protect the interests of the
individual with behavioral health needs

Assist with projects advancing the needs of the behavioral health
community

QUICK FACTS

Homelessness in Lake County grew 36% between 2011-2014
Costs $172,000 to incarcerate someone for a year in the state of
IL

20-25% of the US homeless population suffers from a form of
severe mental illness, compared to only 6% of the general
population

Mental iliness the 3rd leading cause of homelessness

15% of people with serious mental iliness were homeless at least
once in a one-year period; those afflicted with schizophrenia or
bipolar disorder are particularly vulnerable.

Half of the mentally ill homeless population in the US also suffer
from substance abuse and dependence.

Research has shown that supported housing programs (offering
services such as mental health treatment, physical healthcare,
education and employment opportunities, peer support, and
social and financial management skills training) are effective for
people with behavioral health.

KEY STAKEHOLDERS

{g% Community
Organizations

,G} Homelessness
Groups

The below graph is provided to highlight the prevalence of
housing needs across lllinois. Note that this is not specific to
individuals with behavioral health needs.

ILLIONOIS HOMELESSNESS STATISTICS (2016)

Unsheltered Chronically... 29
Sheltered Chronically Homeless..! 58
Chronically Homeless People in..! 87
Unsheltered Chronically..m 375
Sheltered Chronically Homeless.. m 562
Chronically Homeless Individuals == 937
Unsheltered Chronically Homeless = 404
Sheltered Chronically Homeless = 620
Chronically Homeless == 1024
Unsheltered Homeless People in..! 94
Sheltered Homeless People in.. s 4510
Homeless People in Families m———— 4604
Unsheltered Homeless Individuals mmsm 1760
Sheltered Homeless Individuals m——.——— 52206
Homeless Individuals ———————— G086
Unsheltered Homeless mwmmm 1854
Sheltered Homeless m—————————————————— 0736

Total Homeless ————ssssssssss—— 11590

0 4000 8000 12000

SOURCE: Heartland Alliance Poverty Report, National Coalition for the Homeless, interviews with: PADS, Nicasa, Arden Shore, Community Youth Network, Youth and Family Counseling, LCRDC and Thresholds
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______________________________________________________________________
SECTION 3.2.2.3
COMMUNITY ORGANIZATION PROCESS FLOW

Process Flow: Individuals are often referred to community organizations after discharge from a hospital, upon recommendation from law
enforcement, or by other community organizations. Community organizations are critical in addressing some of the societal determinants
of health and can offer services difficult to obtain elsewhere. In some cases, individuals seek out community organizations for services
that can be provided by a bilingual service provider. Community organizations will collaborate well together to service a common client or
individual with behavioral needs and will often refer individuals to one another in an effort to address the entire spectrum of needs.

Key Observations

Functional:

= Electronic communications are limited which makes any transfer of data more time-consuming. Most of the information is transferred
via phone or hard copies which creates room for losing data and manual error when transcribing information.

= Limited funding and higher priorities are cited as a major reason for the lack of a stronger technology infrastructure.

= Employee specialization, which makes select operational efficiencies possible, can be difficult in smaller community organizations,
individuals need to assume many and varying responsibilities.

Technology:

= Most of the organizations use Excel to capture information. Excel is often used where other programs fail to capture the data
organizations want to capture. However, Excel, unlike more advanced programs, typically does not include the rules and restrictions
required to standardize data entry, such as formatting and ensuring cells are completed, which presents significant data quality
concerns. The benefits of using Excel include that it is a familiar tool across providers, and if an Excel file is shared, it can be easily
adapted into new programs. Additionally, while standardization rules may not be in place, it does outline 1:1 ratios between cells
which can help in identifying missing information.

= Housing organizations and select partners also use Service Point to track referrals between individuals and community care
providers. Additionally, it tracks information regarding individuals who need housing, assignments, and move-ins. It also has some
case management information, such as case notes, tracking services, outcomes, class attendance, and case manager assignments.
Service Point is a single source of shared information and as such it provides a consolidated list of homelessness needs which assists
in the coordination of housing efforts. Areas of opportunity with the program as provided by interviewees include report generation and
additional fields so that it can capture more data points.
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COMMUNITY ORGANIZATION PROCESS FLOW

@ Referral for services

SECTION 3.2.2.3

hiedlthcare Healthcare
Providers Providers
A
Q =4
Referral for services
Community
Organizations
NE
@ Insurance information/eligibility % =
behavioral health evaluation Additional Social
Select social determinant factors v determinants of
Community Community health needed
Services Services
@ Referral for services

* Organizations vary in whether they set up « Organizations each have their own intake form « Community organizations may refer
an apF?Olntment or if the |nd|V|dua|.W|th the and assessment, which can include questions individuals to a different healthcare
behavioral health need is responsible for that screen individuals for behavioral health organization. While conversations may
setting up the appointment. . needs. occur during an individual’s transfer,

* Individuals are often referred to community . gService Point is the most consistently used unless there is a formal agreement
providers for bilingual services, especially program across community organizations and signed, no electronic data is transferred
if the organization provides both enables greater data visibility across between the two organizations so data
healthcare and community services. organizations. retention is difficult.

Legend

Medium of Communication:

= Participant @ = Phone @ = Electronic Q = Verbal =< = Email ABC = Data collected and stored
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______________________________________________________________________
COMMUNITY ORGANIZATION SWOB

SECTION 3.2.2.3

The following diagram outlines the strengths of the Community Organization sector as it pertains to data sharing, the benefits or
“what's in it for me” messaging, concurrent opportunities or initiatives that can complement a data sharing initiative, and the barriers
perceived. As organizations move forward towards systemic data sharing, the below values of data sharing and the obstacles to
sharing data will be analyzed further.

“What is in it for me”: Greater knowledge of needs and capacity can put less strain on lean resources.

Improved data sharing can better position providers that have not seen patients before to understand the full scope of needs and
other players involved in their care.

Community members see the uninsured and underinsured and improved data can help quantify the needs of this population which
can assist with grant applications.

With improved data sharing monitoring patients’ progress and measuring health outcomes and success is easier.

Improved data can help to identify opportunities for intervention and proactive outreach before events occur.

Barriers: Funding and resources were the most commonly reported barrier.

= Community organizations report being strapped for resources and running a lean operation. New practices for collecting,

aggregating and analyzing data would come with an opportunity cost. Without robust technology, any related health information for
an individual is often stored in text box form which can be difficult to extract.

Community organizations noted that having a variety of electronic programs to manage the information they collect, but that those
programs often do not speak with one another and are not capable of capturing all of the information that may be collected.
Community organizations partner with a high volume of providers and other community organizations and report that information
received from providers is inconsistent. When coordinating care on the societal and health needs of a patient, the community
organizations stressed the operational demand of constantly adapting to the organization with which they are working.
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______________________________________________________________________
COMMUNITY ORGANIZATION SWOB SECTION 3.2.2.3

H Enablers: \

+ Advocacy organizations have a history of
creating system-wide relationships to solve
complex issues.

» Grassroot organizations pull from varying
resources to obtain and achieve mission-
driven goals.

N /

Strengths

Self-collaborate on
initiatives leading to
strong relationships and
implementation solutions
» Service Point use by
providers serving
homeless has proven
positive

Strong advocacy
successes

How to Capitalize:

«  Community providers have shown how data-
sharing can improve operations and drive
person-centered care.

Opportunities

» Desire for increased crisis
capacity and avoid police
and ED utilization

» Support for any initiatives

that will improve access and

outcomes

“What’s in it for me”

« Better coordination leads to
improved outcomes

» Better outcomes yields
greater funding opportunities
and compliance with grant
requirements

Perceived
Barriers

+ Lean financial and
operational infrastructure
could impede participation
in for large-scale system
projects

Inconsistency and
consistent changes from
BH providers in applying
IPAA regulations

Details and Implications:

* Greater system variability results in longer lag
time to adoption.

» Best leveraged position includes recruiting a
critical mass to overcome significant barriers.

Why this messaging resonates:

* Non-profit community providers are genuinely
concerned about outcomes first and foremost

* Improved data-collecting and sharing
practices will augment grant application
effectiveness.

Important Takeaways

« Community providers have overcome scarce resources by forming non-competitive alliances to leverage their respective strengths.
« Smaller infrastructures allow for quicker adaptations to changes and under-serviced needs in the community.

» A general lack of liquid capital prohibits large-scale investment in more robust data-management platforms.
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3.2.3 CURRENT DATA SHARING TECHNOLOGY SECTION 3.2.3
TECHNICAL OBSERVATIONS

Several themes surfaced during interviews when discussing technically specific to data sharing within each sector that can greatly impact
each sectors’ ability to share data in the future. In addition to the technology highlighted as a part of the process flows above, below is an
analysis of the themes that surfaced:

HEALTHCARE ORGNAIZATIONS

= Hospital EHR’s focus on internal data sharing: EHRs enable easier data sharing within the same hospital, but historical efforts
driven by laws to treat mental health differently, have created environments within a hospital that use different technologies for mental
and physical health. Some hospitals, like Vista, have more than one EHR, one for physical care and another for behavioral healthcare.
Other hospitals, like NorthShore'®, can separate select behavioral health data from physical health data within the same EHR and only
allow access to the behavioral health data to select users. These organizations are making efforts to integrate their data as the
healthcare industry trends to integrated physical and behavioral health.

= Limited data sharing exists between hospitals: Data sharing between hospitals is very limited outside the four walls of their
organization. While there are some privacy concerns, technically, the EMR systems are all heterogeneous and require a means to
share data between organizations. For instance, hospitals with EPIC and Cerner programs can not easily share electronic files with
one another and therefore hospitals like Northwestern and Vista must use fax and phone to communicate.

o Hospitals agree HIE would be the best way to share data: Several organizations mentioned past efforts to start a regional HIE
(both Metro Chicago HIE & lllinois State HIE). Both efforts were unsuccessful but would have provided significant improvements
for sharing data between the hospitals and other care providers. The HIE would allow hospitals and providers to push patient
medical records to the HIE database (with necessary consents in place), and then allow the organizations needing specific patient
records to pull those from the HIE database. The hospitals and health centers interviewed agreed that an HIE would still be the
best way to share data.

o Direct Messaging between hospitals has provided mixed results: The Lake County Health Department attempted to work with
several local hospitals to implement direct messaging of patient medical records — with mixed results. Direct messaging requires
the use of a HISP (Health Information Service Provider) and knowledge of the direct messaging address of the recipient to send
secured data. The challenge of direct messaging is when a patient walks into a hospital, it may be difficult to ascertain the direct
messaging address of the patient’s primary care physician. As in the case of Advocate Condell and NorthShore, the burden of
additional processing to load the patient’s Lake County direct message address was one they were not willing to take. However,
Vista was willing to come up with a manual workaround.

o Standard data sets need to be well defined to provide smooth interchange of data: In either case, standard data sets (ADT,
notes, vitals, labs, images, etc.) need to be well defined as well as the transport structure (HL7, C-CDA, FHIR) to and from the
healthcare organizations in order to provide smooth interchange and use of healthcare data.

Case Study:

= Thresholds: Thresholds has built a data connection, using Orion HIE connectivity software, with several healthcare providers in
Cook County, initially to obtain appointment times. Eventually, it will begin to collect additional patient EMR records. The work that
160 1hresholds has started could be the launching pad of a data sharing/exchange implementation for Lake County.



______________________________________________________________________
SECTION 3.2.3
DATA SHARING TECHNICAL OBSERVATIONS

JUSTICE SYSTEM

Oracle Enterprise Service Bus (ESB) is beneficial

Within the court and judicial system, it is a benefit to have the Oracle Enterprise Service Bus (ESB) to exchange data between all of
the systems (CRIMS, VisionJAIL, VisionRMS, SAMS, etc.) that have been connected to the ESB. The ESB allows the routing of
messages, which contain data, to be exchanged between disparate computers, systems, and networks. An ESB can adapt to
older technologies and works well for a business with legacy systems.

Other applications can be added to the Oracle Enterprise Service Bus (ESB)

Given the existence of the Lake County ESB, it is possible to add other applications to the ESB to increase data sharing.
Applications could include programs within the justice sector that are not currently connected, such as police CAD systems, or
programs that are connected but do not share as much data as possible, like Caseload Explorer which receives updated court date
information but could receive and send additional information. Both the sending and receiving applications would require adapters
and programming to convert data into messages and vice-versa. This should be considered when digitizing current paper
communications into electronic formats.

COMMUNITY ORGANIZATIONS

Technology maturity

Some community organizations are not as technology mature as their technology systems tended to be less robust and those
services the programs were not as data and analytics oriented. As such, data is less standardized and across a large number of
hosts which makes data sharing within and with community organizations more difficult. This challenge is common and has led
similar organizations across the nation to partner together on back-office services to recognize some economies of scale.
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TECHNOLOGY ARCHITECTURE TO SPECIFIC SYSTEMS SECTION 3.2.3
DATA STORAGE

Data sharing solutions employ many different kinds and combinations of infrastructure, architecture, and applications.
Regardless the specific technologies used, it is incumbent of the system architect and designer to ensure that all federal and state laws are
followed and implemented within the application.

Technology Architecture of Programs cited in Current Data Sharing Assessment Interviews

System Technology Architecture
Service Point Cloud Based
Epic Client Server or Cloud Based
NextGen Client Server or Cloud Based
Cerner Client Server or Cloud Based
Athena Client Server or Cloud Based
Caseload Explorer Client Server or Cloud Based
CRIMS Mainframe
Vision CAD Client Server
Vision RMS Client Server

Vision Jail Client Server
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TECHNOLOGY ARCHITECTURE TO SPECIFIC SYSTEMS SECTION 3.2.3
DATA STORAGE

The architecture or product chosen by an organization has implications as it pertains to sharing data, be it the process for making
changes to the system, the connectivity of the system, or adaptivity of the system over time.

Cloud-based

Cloud-based architectures allow access to information from any location which can help geographically diverse workforces or
organizations that share data in more real-time fashion. Cloud-based programs are perceived as less secure and healthcare centers
are particularly hesitant as a result. The evolution of cloud-based programming would suggest that it is easier to share information
from a cloud than other programs.

Those organizations with cloud-based software may be more willing to engage in a sharing agreement given the existing technology
capabilities as long as security and Pl concerns are addressed.

Client Server

Client servers can be located in a single geographical area which makes the viability of these programs susceptible to geographic
risk. The operations of the organization, and any electronic sharing agreements with said organizations are dependent on that server
continuing to function well. If there is a technical issue with the server, front-line workers have limited operability until resolved. Users
hoping to access information remotely likely have to VPN into a program, but depending on the organization’s protocols that VPN
may provide limited access.

Mainframe

Mainframe systems have the benefit of being custom built to meet an organization’s needs. In many cases, the resources to quickly
make an update to the program are in-house since there is less reliance on outside 3™ party vendors. Therefore, implementation
costs and updates are a part of daily activities and maintenance. This responsiveness and flexibility however can come at a cost
depending on the depth to which solutions address the root cause of an issue.
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TECHNOLOGY INFRASTRUCTURE SECTION S22
DATA TRANSFER

As seen in the previous process flow diagrams, where data is stored electronically, data sharing solutions have been and will continue to
employ many different infrastructures, architectures, and applications.

Data sharing by nature requires the transmittal of data/information between two or more parties. That transmittal will occur over either a
private or public network. A public network, by its nature, will require a minimum of an additional layer of security around the data — usually
in the form of encryption of some sort. An encryption key is agreed upon in advance or sent along with the encoded data.

The servers which house the applications and databases, whether stored locally or in the “cloud,” are made secure by ensuring a firewall
is installed between the public network or internet and the server.

Data can also be shared directly between two entities in many different ways. Email can be employed by encrypting the data before being
sent or by sending via a secured email service. The downside is that often times email servers limit the size of data that can be shared.
Another alternative is to set up a secured FTP (SFTP) site between two organizations. At times, it can be time-consuming to set up;
however once set up, a high level of confidence exists regarding the security level for sharing data between two entities.
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SECTION 3.2.4

3.2.4 CURRENT DATA AVAILABILITY AND EXISTING PARTNERSHIPS
INTRODUCTION
An understanding of the current data available and how those data points are aggregated or shared is critical to understanding

starting points and opportunities for sharing data across the Lake County behavioral health community. In the below pages is the
following:

Data sharing hierarchy framework

Existing data sharing partnerships within the Lake County behavioral health community

The data available at a participant-level across organizations within each sector

Data metric best practices and the data metrics available

The following analysis is a summarized, consolidated view into the data available. A comprehensive list of the data points and data
metrics including, whether or not they are available at the participant or aggregated level, can be found in Appendix 7.10 Data Matrix
— Extended List of Data / Measures.
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SECTION 3.2.4

DATA SHARING HIERARCHY

While data exists across the Lake County behavioral health community in many different programs, Lake County needs to share data
across the entire system to answer the system-wide level questions identified in the visioning session and Coalition meetings. This
hierarchy is organized from the bottom up with data having the ability to ascend the hierarchy to inform higher level data metrics, such as
aggregated participant-level information per service provider or organizational level data. The most powerful set of data is at the top with
participant-level information being shared across the county at the system level to enable system-level metrics.

The following pages highlight some of the data available across the Lake County behavioral health community as it relates to the below
data sharing hierarchy.

EXAMPLE ORGANIZATIONAL OR PARTICIPANT-LEVEL DATA TO INFORM
ANSWERS TO SYSTEM LEVEL QUESTIONS

Data at this level can be used answer community —wide questions

Health status

Level of care needs

Timeliness of services

Demand data

Proxy measures from system partners
Social outcome measures

Justice System: R code, number of incidents, CIT dispatches
Healthcare sector: services rendered, diagnosis, claims data, ED
visits

Community organizations: disability application, social
determinants of health, homelessness

Requires data sharing Traditional Model

16 & collaboration
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SECTION 3.2.4
EXISTING PARTNERSHIPS

Formal and informal data sharing partnerships exist within the Lake County behavioral health community, although there is no system-wide
data sharing for the Lake County behavioral health community. Formal or more structured partnerships include programs developed to
collaborate on care and address the needs of those who have high utilization of services. Below are several examples of these formal
partnerships. Informal data partnerships exist to coordinate care, as illustrated in the Sector process flows provided in section 3.2.2. Sector
Analysis from Interviews. An example of an informal data sharing partnership includes police verbally providing information to hospital staff
when admitting a behavioral health individual.

The data that is shared at the partnership level is possible through formal relationships and project-style collaborations between a few
organizations. These data sharing partnerships are largely grant driven, and as a result, the information shared and results are as of a
particular time and for a limited duration of time. However, select on-going data sharing initiatives within Lake County that surfaced through
research and interviews include:

Lake County Health Department and Vista- Lake County provides Vista with a list of their covered entities and Vista sends an Admit,
Discharge, Transfer (ADT) message for that patient.

Northwestern and Erie Family Health Centers have a long history of partnering together on initiatives to help individuals receive the care
they need at the appropriate time and in the appropriate setting. Erie Family Health recognizes the power of data through their own HIE
systems.

Service Point is used by several community organizations to share data, particularly on homelessness. This is the only example of cross-
sector data sharing that was discovered during the Current Data Sharing Assessment process

Mental Health Collaborative identifies individuals that could benefit from receiving all four of the partners’ services and meets to discuss
care plans on behalf of those individuals.

Data-Driven Justice Workshop: Commitment from the justice system to coordinate and partner with entities on the intercept model.

Alliance for Human Services: cooperation of diverse service providers dedicated to providing outcome-driven programs and services to
ensure healthy and productive families and communities.

Live Well Lake County: population health minded organizations designed to guide the community health assessment process, prioritize
community issues, and collaborate with one another and with stakeholders outside of the committee to take action and improve the overall
health and well-being of residents in Lake County.

Additional Informal Relationships:
= Behavioral health organizations partner with schools to improve student’s health if made aware of a student need verbally by the school.

= Hospitals will reach out to community organizations as need be upon a patient’s discharge and/or to provide follow-up services or services
in a more appropriate setting. This care coordination largely occurs over the phone.
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HEALTHCARE ORGANIZATIONS DATA AVAILABILITY OBSERVATIONS

The chart on the following page depicts the data available across select organizations and programs within the healthcare sector. The
chart was compiled using information shared during interviews as well as data points known to be a common feature in EMR and
healthcare supporting technologies. Observations pertaining to the collection and sharing of this data include:

The healthcare organizations’ EMRs contain patient identifying attributes, demographics, as well as various physical
healthcare details and attributes. Detailed data elements were not provided by each hospital but there was a general understanding
of what data exists.

The amount of behavioral health data collected by the healthcare organizations is unknown. It is unknown how much behavioral
health-related data is collected for each EMR, except in cases where the EMR is focused on the behavioral healthcare provided and
data is collected, such as Athena.

Data sharing in Lake County is very limited. Although each hospital has rich patient data within their respective EMRs, electronic
sharing of that data is very limited within Lake County. If the information is shared, it is generally shared by either faxing documents or
paper copies transferred with the patient and the information provided, may not be the full patient history, but only the information
relevant to a specific care event or incident.

Epic EMR has it’s own data sharing network/hub with other healthcare organizations using Epic. Those hospitals (NorthShore
and Northwestern) who have or will have Epic as an EMR have stated that they share electronic medical records with other facilities
that have Epic thru Epic private network/hub.

Thresholds is working with HIE software. Thresholds built a data connection, using Orion HIE connectivity software, with several

healthcare providers in Cook County, initially to obtain appointment times. Eventually, it will begin to collect additional patient EMR
records. Thresholds is very interested in working with facilities in Lake County.
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HEALTHCARE SYSTEM DATA AVAILABLE
PARTICIPANT-LEVEL DATA

Detailed data elements were not obtained for hospital EMR systems as known categories of data exist across systems.

It is unknown how much behavioral health data is collected for each EMR, except in cases where the sole purpose of the record is to
capture BH/MH data, such as Athena. In each case, the organizations contracting with the vendor owns the data, but the availability to pull
data may require coordination with the vendor system if the report and filters are not already in place.

Cerner Cemtricit SmartCare
Condell y EMR
Vista Thresholds

NextGen Epic
LCHD NS, NW

Erie Family

Y
Y
Y
Y
Y
Y
Y
Y
Y
u
u
Y
Y
Y
u

Name / ID

<
<

Demographics
Legend: Primary Care Physician
Diagnosis

Y = Data Available

Medications
U = Unknown

N/A = Not Applicable

Labs

Doctor’s Notes
Admit/Discharge/Transfer
Claims

ER Visits

Inpatient Stays
Assessment / Evaluation
BH Care Provider

BH Related Data

C < < < < < < < < < < < < < <
CCC < < < < <<<<<< < <<
C < C < < < < < < < < < < <
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Appointment Times
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JUSTICE SYSTEM DATA AVAILABILITY OBSERVATIONS srerionsad

The chart on the following page describes the information that is available within the Justice System on behalf of behavioral health
individuals. The Justice System has not historically always captured this information and therefore a relatively lower volume of data is
available.

Behavioral health data is heterogenous and inconsistent. The availability of behavioral health-related data is heterogeneous across
the justice system and can vary greatly.

CAD has very limited, usable behavioral health data. As 911/dispatch receive calls, they can identify that the call is behavioral health-
related and record the fact it is within the CAD notes. However, CAD notes are difficult to query and report.

CIT forms have behavioral health data captured however it is not in electronic format. Very minimal behavioral health data exists
within law enforcement per its focus on justice, with the exception of the CIT assessment forms. The CIT forms currently remain on paper
and are not captured electronically. As the CIT program becomes more robust, greater information about behavioral health at the time of
an incident will likely become available.

Citations have the lllinois Uniform Crime Reporting (IUCR) codes (R-code) as the only piece of behavioral health related data.
The citation currently only has the R-code, which indicates the offense committed. There is an R-code for a behavioral health-related
incident; however, if a more violent offense is involved, its R-code has priority and is recorded.

CRIMS court system has minimal behavioral health data. The court system has very little behavioral health —related data with the
exception of the Sub Court Type which can be assigned to the Mental Health Specialty Court. Any information related to the psychology
or behavioral health of an individual is stored in paper format.

Probation systems have more behavioral health data. Probation, with the use of both CaselLoad Explorer and Service Point, has more
behavioral health data to coordinate services and follow up on routine appointments. However, probation can not share data without a
court order which presents a significant barrier for sharing information to coordinate care.

On the following page is a chart depicting the data available within the Justice System. Very minimal BH/MH data exists within law
enforcement per its focus on justice, except for CIT forms. As the CIT program becomes more robust, greater information about
behavioral health at the time of an incident may become available. More BH/MH data exists with probation as they coordinate services
and have routine appointments.
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PARTICIPANT-LEVEL DATA

- o CIT Vision Care Digipen Caseload Service
Y Y Y Y Y Y Y Y Y Y

Name / ID

Demographics Y Y Y Y Y Y Y Y Y Y
gﬁ"rgfme T u Y Y N/A u N/A N/A N/A N/A N/A
Assessment / Evaluation N/A U U Y Y N/A N/A Y Y
Violence History U N/A U Y Y U Y Y
Suicide Risk U N/A N/A Y U Y U Y Y
Homelessness U N/A Y N/A N/A N/A Y U Y
On Probation U N/A Y U N/A Y Y Y Y
On Parole U N/A Y U N/A Y Y Y Y
Substance User N/A N/A N/A Y N/A Y N/A N/A Y Y
Receved Treatment for N/A NA  NIA v N/A u N/A N/A Y v
PCP N/A N/A N/A Y N/A U N/A N/A U Y
Last Medical Exam N/A N/A N/A Y N/A U N/A N/A U

Medications N/A N/A N/A Y N/A Y N/A N/A U

Specialty Court Program N/A N/A N/A N/A N/A N/A N/A Y Y N/A
Therapy Sessions Status N/A N/A N/A N/A N/A N/A N/A Y ] U
Applied for Disability N/A N/A N/A N/A N/A N/A N/A N/A Y Y

*Based upon information provided during interviews Legend: Y = Data Available U =Unknown  N/A = Not Applicable
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COMMUNITY SYSTEM DATA AVAILABILITY OBSERVATIONS s

Similar to the justice program, community organizations do not capture the volume of data that healthcare service providers currently record.
However, where operational processes allow, community organizations try to assess the behavioral health need. Therefore, while fields may
be available, they may not always be populated for individuals seeking and utilizing community services.

There is limited data/systems in the community service providers. There was very limited data available and shared in the community
systems, with only a few exceptions.

The application Service Point is used by the community. Service Point is predominately used for tracking and placing individuals who
are or were homeless. It is also used for making referrals between some facilities.

= Service Point contains more standardized information as a result of having multiple and various different users for select data points —
it serves as a data hub for those entities who use that software.

= Service Point is currently under review for expanded use and the corresponding compliance for that additional use.

= Service Point has some/limited data integration capabilities but would need to be further explored.
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COMMUNITY SYSTEM DATA AVAILABILITY ANALYSIS

PARTICIPANT-LEVEL DATA

There was very limited data available in the community systems, with a few exceptions. Detailed data elements, if available, were not
shared or listed at length; however, some elements are known to be collected as they are required for data sharing (i.e. demographics).

Legend:
Y = Data Available
U = Unknown
N/A = Not Applicable
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DATA SHARING OF AGGREGATED METRICS SEeTions24
AGGREGATED ORGNAIZATIONAL LEVEL DATA

Systems with data sharing capabilities will look to physical, behavioral, and societal measurements of health to determine the needs of
individuals. Below are the best practice measurements used by other communities to determine behavioral health need.

These measurements are made possible by standardized data collection and monitoring of individuals’ progress across organizations.
Within Lake County’s behavioral health community, some of these measurements are measured by organizations internally, and of those
that are measured, select results are shared with other organizations. When shared or measured at a systematic level, this data is typically
aggregated by a central organization or repository, which in some communities is a Crisis Call Command Center.

Organizations that share data need to have standards for the data point definitions to achieve systemic data sharing. This requires
determining how providers differentiate their behavioral health population, which may require the addition of a data field or marker within
their technology programs.

Below is a heat map to describe where best practice aggregated data metrics are shared across Lake County’s behavioral health

community.
o \( Datashared )( DataShared (System wide dat;
Individual Level o Between ,
LEGEND: within the Oraanisat sharing
' Health Measures and Level of Care Needs organization rganizations

Data is collected

and shared ﬁealth status /condition
Health Assessment

Data is Social determination of health

occasionally - Risk Factors

collected - Protective factors

and shared Standardized approach to assessing level of

BH care need

[] Data does not | gstandard health metrics — HEDIS
exist or is k

not shared

STRENGTH

Data collected at the organizational level is helpful to a clinician at the point of service.
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AGGREGATED ORGNAIZATIONAL LEVEL DATA

LEGEND:

Data is collected
and shared

Data is
occasionally
collected
and shared

Data does not
exist or is
not shared

Behavioral Health System Process Measures

S
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Individual Level

I/Data Shared within

i
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Data Shared
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I

ystem wide data\
sharing

rgent Services
Crisis line — Average Speed of Answer
Mobile response time to the community
Mobile response time to police
Crisis Stabilization — Low to Moderate Crisis
Crisis Stabilization — Acute Crisis
Crisis — Urgent Care drop off timeliness for
police
Timeliness of access to inpatient care — length of
time waiting in ED
Routine Services
Appointment Standards % within a designated
timeframe
- Psychiatric care — medication assessment
- Counseling Services
- Support Services

OPPORTUNITIES

/I
-

(I II
-

» There are virtually no measures shared between organizations or at a system-wide level to enable an aggregated analysis for making
data-driven, systematic decisions about service capacity needs.
» Although the state requires a standardized approach to identifying "Level of Care", this information is not aggregated for Lake County
as a whole.
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AGGREGATED ORGNAIZATIONAL LEVEL DATA
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/ Demand Data —

Proxy Measures from System Partners
Police dispatched — BH Need identified
Jail — Prevalence of BH conditions
Use of high level services - emergency
department for BH
Use of high level services - Repeat utilization —
emergency department
Use of high level services - Inpatient
Psychiatric
Prevalence of BH condition in emergency
&epartment

» Proxy measures from law enforcement indicating the need for behavioral health intervention vary across departments if it is collected at
all. Data collection would need to be standardized to be used at the aggregate level to inform capacity needs.

» Emergency departments are collecting utilization data for individuals with behavioral health. However, the data is not aggregated to truly
understand the extent of overutilization or duplication across EDs. There is no data-driven information to inform overall system capacity
needs for acute behavioral health needs.
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-

Individual Level
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-
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sharing

/ Social Outcome Measures
#/

% with past drug/alcohol use history, now no use
#/% Are not homeless

%#/ Are employed

#/% Attend school

#/% No recent criminal justice system involvement
% successful completion of Specialty MH Court
program

% successful completion of probation —

@erred for BH services

( Homelessness Measures

Need for housing services
S Standardized approach to measuring needs

* Homeless providers have developed standardized ways to assess housing need by priority factors, share data across providers,
and aggregate the data for use in planning.

Data Sharing Observations:

» Lake County does not currently have any systemic data sets to enable systemic data-driven decision making, with the exception of
homelessness, which leverages Service Point as their single HMIS system.

» Lake County is missing the data at the system and, often, the partnership level that other communities that measure behavioral health
needs use to assess availability and progress across a community.

* In some cases, the data is available in an aggregated fashion at the organizational level, but the calculation of that data across
organizations is different. In some instances, the metrics are missing because the data point required for calculation is not collected.
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The participant-level data collected by each organization varied as did the aggregated data metrics that each organization shared if
any. Looking at commonly used and missing data sets within the community can help identify early starting points for a data sharing
program or supporting processes required to access to beneficial datasets respectively.

Available data sets that can enable date sharing:

= Within the justice system there is one Jail, one probation and one Court system therefore their records of individuals and the
data filters or analysis capture the full jail, probation, and court demands and can serve as the sole source for the type of data is
stores.

» Many organizations need to fill out similar forms, such as the paper work to apply to be a Medicaid recipient. This information
can be leveraged across organizations to have a system level data set. For example, IL Rule 132: Title 59: Mental Health,
Chapter IV: Department of Human Services, Part 132, Medicaid Community Mental Health Services Program Outlines
requirements for participation in lllinois Medicaid program including provider accreditation and documentation required.
Regulations reference compliance with national privacy regulations as well as the lllinois 740- Mental Health Confidentiality
rules. Organizations have employed a variety of approaches for meeting the documentation requirements, as evidenced by the
variability in intake forms, and this information can serve as a starting point for like data points for a future data sharing initiative
in Lake County.

= Homelessness has a consistent way to capture information due to its central location for documentation and state mandated
HUD measures.

Missing Data sets that can enable systemic data sharing are below:

» Claims data from MCOs or hospitals

= Eligibility files- MCO and Medicaid would provide insight into who has Medicaid as well as the date ranges and potentially the
services they are eligible for. This information is typically available from the insurance company, but not hospitals.

= Crisis information, such as individuals presenting crisis and diversion statistics, is largely uncaptured due to the lack of
awareness around crisis service availability and the difficulty of accessing the crisis information.

= Aggregated, cross-jurisdiction police information for a more accurate estimate encounters and potential causality.
» Metadata from electronic systems

= Universal behavioral health forms (intake, consent to release information, health information data transfer, assessments)

» Standard list of agreed-upon best practices/data metrics against which Lake County organizations can compare their data
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SECTION 3.2.5
3.2.5 BARRIERS TO DATA SHARING
INTRODUCTION

The following section conveys the barriers to data sharing cited by interviewees. The information provided was sorted across-
sectors. Barriers were then quantified into three groupings of high, medium, and low based on the emphasis with which a barrier
was communicated and the frequency with which it was mentioned within and across interviews within the same sector. In some
cases, the perception of a barrier exceeded or underestimated the real magnitude of that barrier.

The ability for organizations to get started with data sharing is influenced by these challenges which can include operational, legal,
and technical barriers to data sharing.

The following pages describe:

= Barriers including the type of barrier, the perceived magnitude of the barriers;
= Background and contextual information about barriers;

= Perceived magnitude of barriers; and

= The largest barriers to overcome by organizations and system-wide.
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BARRIERS

Below are the barriers that were cited during interviews and these barriers are real challenges for organizations to participate in a data
sharing model. An indication of the emphasis with which the barriers were communicated is also provided to indicate the magnitude of that
barrier as it is perceived by organizations. North Highland evaluated these magnitudes in comparison to the activities required to overcome
the barriers and in the larger context of the behavioral healthcare trends to assess whether the perceived magnitude of the barrier as
expressed matched the true nature of it.
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SECTION 3.2.5
BARRIERS CONT.

BARRIERS* HEALTHCARE JUSTICE COMMUNITY

Need to train on new practices for documenting
new data

Unclear of role in sharing data
Data Governance (ownership, responsibilities, m m
and maintenance)

©0

FTE needs
Constant Change makes organizations leery of
committing

Coming to agreement on the standardization of m m m
data

Education and required technology skillsets to
operate in a data sharing agreement

The cited barriers fell into three themes as it relates to data sharing: the legal concerns and ramifications of data sharing,
current technical or program limitations to data collection and communication, and operational resource planning for the
establishment and maintenance of a data sharing program.

Barrier type  Barrier Magnitude

Legend: O Legal B High , Perceived

' . Technical Medium difference in

181 * Definitions for the Barrier Titles are located in Appendix ‘ Operational Lo the strength
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8. Barriers to Data Sharing.




SECTION 3.2.5
BARRIERS
BACKGROUND AND CONTEXTUAL INFORMATION

Several of the barriers to data sharing that were cited have a larger context as it relates to data sharing, and understanding that background
information helps to determine the real magnitude of that barrier and future mitigation strategies to overcome said barriers.

OPERATIONAL

Healthcare Providers

While hospitals have the most robust data sets, not all measurements are captured specifically for the behavioral health population.
Furthermore, capturing the same data points across departments may not be available within the front end programming, such as time of
transfer from ED to Inpatient or wait time in the ED, and as a result, will require metadata from time stamps that involve additional processes.
Definitions of what constitutes behavioral health patients also need to be agreed upon across service providers to know the population of
patients to analyze and submit information on behalf of, as opposed to all patient seen by the provider. Service providers will likely need to
agree to a list of ICD 10 codes listed in patients’ EMRs and establish the corresponding filters with calculating data.

Justice System
New fields would need to be added across organizations to 1) capture data in unique fields (as opposed to general text boxes) or 2) begin

collecting information as the system has not traditionally captured this data. Such data points can include a standardized list of drop off
locations and diagnoses and date ranges for those diagnoses.

Community organization

Employees at community organizations “wear many hats” and these organizations do not typically have a dedicated data analyst or systems
team. Therefore, community organizations may need to evaluate the additional workload of programmatic data sharing and consider the
benefits of shared resources to alleviate stress on an already-cross-trained workforce.

LEGAL

Healthcare Providers:

HIPAA, 42 CFR, and 740 ILCS 110 are the primary concerns expressed for why organizations will not share information. Across the US,
entities interpret HIPAA in various ways, and that interpretation can be influenced by state law, which can take precedence over federal law if
it is more strict, as is the case with 740 ILCS 110. 42 CFR is a strict federal rule and programs that serve individuals covered by 42 CFR
often institute a consent to release of information whereby the individual acknowledges data sharing on their behalf. Lack of operational
ability to meet compliance needs often prevents data sharing between organizations and the fear and risk of a data breach has healthcare
providers worried about the security of new programs.

Justice System:

Some data within the justice system is available publicly and it is for this reason that many care coordination efforts start with justice-related
initiatives. While documentation concerning the behavioral health of an individual is assessed within the courts and shared with probation
and the jails as need be, that information is not currently shared outside of the court system without court orders. These legal barriers to data

sharing are time-consuming, and prevent or limit coordination of care.
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BARRIERS
BACKGROUND AND CONTEXTUAL INFORMATION

Community Organizations

Community organizations can face legal obstacles in sharing data from multiple sectors depending on the services provided which can
influence operational practices and the type of data that can be shared. For instance, homeless organizations can share housing information
but have different protocols for sharing behavioral health information that may be collected on an intake form.

TECHNICAL

Healthcare Providers

Depending on the internal design and privacy policies, the individuals responsible for data aggregation or submitting patient data may need
additional access rights. Hospitals have robust technology systems as EMR programs are designed specifically for the capture of a high
volume of healthcare data. Because extracting information may require builds that are outside of the normal activities for the vendor, such as
Epic or Cerner, the hospital may not have as much control to make changes as compared to a homegrown system. For instance, both Epic
and Cerner have their own patient medical record formats. To submit that information into a central repository, it may require both
organizations to build a translator file to put its profiles into a standard form, or unique field specific to a particular client. Some behavioral
health providers collect similar data to the information stored in robust EMR systems, but do not have EMRs, and thus, store this information
in various desktop applications. Extracting, standardizing and sharing this data may require additional technology applications and/or
processes that will work to cleanse and improve data quality before sharing it with others.

Justice System

Mainframe operated programs, such as the CRIMS system used by the Lake County justice system, are often developed in-house. These
programs are prone to having legacy solutions that address targeted issues as opposed to consistent program releases found in vendor-
built solutions. Knowledge of the programs inner workings can often be dependent on a single person or employee who has been with the
organization for a long time. If the product was built on a program that is no longer supported by the vendor, then the ability to build new
fields or make changes in the program is limited and can present a challenge to creating connections for the purposes of data sharing. The
Lake County justice system will be replacing their existing CRIMS program. An evaluation of the data sharing capabilities, including the
architecture, interoperability, any behavioral health related data fields, change request process, and reporting functionality should be
conducted in relation to this project during the vendor selection process.

Community Organizations

Some data collection may be outside of the core competency of the organization, so while it may be available for some participants that
organization serves, ensuring data points exist for all may be difficult. Additionally, getting fields added within programs that are not built to
support a different data type could pose challenges for the vendor. It is in part for this reason that community behavioral health providers are
consolidating back-end services and using services such as ServicePoint to share data.
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BARRIERS
PERCEIVED MAGNITUDE OF BARRIERS

As with any large-scale project involving cross-system stakeholders, there will be barriers to overcome. Further, its likely participants in
cross-system collaboration efforts will have differing perceptions and experiences about the barriers that have to be overcome to move
forward in a meaningful way. The following are examples of some of the barriers that were cited by some stakeholders as being significant
to overcome.

+ Legal Regulations to begin sharing data — Interviewees had varying interpretations of legal requirements with some saying the legal
requirements were not able to be overcome. This is not the case as if the right efforts are made to establish agreements between
organizations or across systems, these legal barriers are less insurmountable and greater data sharing opportunities can be recognized
within the Lake County behavioral health community. More information on the factors contributing to this variability are available in
section 3.2.6 Legal Considerations to Data Sharing.

+ Disparate Technology Systems within and across organizations — Some interviewees conveyed that it will be almost impossible to
share data across systems given that the programs used throughout the varying sectors were so different (disparate). While disparate
systems make the solution more complex, it does not mean that a solution is impossible. Depending on the design of the technology
considered for the Lake County data sharing initiative, there are many ways to address the differences in systems, and coding can
make the sharing of data across system easier. All of these options will be considered and information provided to applicable
stakeholders as the needs arise moving forward.

« Cost of technology system/automation required to participate — Interviewees would sometimes focus on a Health Information
Exchange (HIE) solution when discussing data sharing mechanisms. Some interviewees would state that data cannot be shared as
HIEs are too costly and too much effort to implement. Other solutions in addition to HIEs can enable greater data sharing and there
should be continued education, which includes the associated costs, on these solutions to lower the perceived magnitude of this barrier.
HIEs should be kept in mind as a potential for an extended long-term view of possibilities as these solutions come about in the future for
lllinois.

+ Changing technology at the state level — Changing data submission requirements to the state was conveyed during interviews as a
frustration and negatively impacting providers from keeping pace with state requirements and local initiatives simultaneously. The need
to constantly adapt requires resources and as such devoting resources to a data sharing initiative was cited as difficult. When identifying
data to prioritize for the Lake County data sharing initiative, the required state data submissions must be part of the considerations to
explore to lower the perceived duplicative work. Efforts to stress the operational efficiencies with data sharing, such as less time to
coordinate care, should also be emphasized.
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BARRIERS
LARGEST BARRIERS TO OVERCOME BY INDIVIDUAL ORGANIZATIONS

In addition to the barriers above, it is important to note that all barriers cited do exist for organizations, and for some in particular the
reality of those barriers and overcoming them will be critical to the success of the data sharing project. Below are the barriers that North
Highland believes are the largest barriers for organizations to overcome to participate in a data sharing initiative.

» Legal Barriers: The legal barriers are real and will be difficult to overcome but not impossible. More information on the specific legal
barriers can be found in the following section 3.2.6 Legal Considerations for Data Sharing.

+ Data Governance: Many of the issues cited deal with data governance, including standardizing data across systems, data ownership,
and change requests for storing data. The importance of data governance should not be underestimated in any data sharing initiative
as it is nearly impossible to have high quality usable data with which to make decisions without the proper data governance. Data
Governance can require significant upfront work while establishing a data sharing model, however this effort can help make future
operations more smooth.

* Report Generation: This was frequently cited and is a high barrier for organizations to sharing aggregate level data and below are the
common themes related to report generation expressed by interviewees. While this barrier may be easily overcome for some
organizations, it was universally communicated across interviews which makes the volume of changes needed larger:

» Changing the output of a report requires a vendor build in the case of larger, shared programs like Epic, Cerner and Service
Point

» The users of the report do not have the authority to make changes and would need to work internally to have that done which
can take time

» The report can only be run as of a certain date, such as month end or quarter end, so the information can be out of date and
less useful

» Type of report or calculation is not available in the current technology system to enable sharing data. It needs to be manually
calculated and then shared via email if it is shared.

* Funding: Organizations expressed concern as to the funding needed to participate and maintain a data sharing model, especially in
light of the lllinois funding issues. This is a real concern and will be dependent on the model chosen by the Lake County behavioral
health community. There are low tech, low cost solutions for data sharing as well as costly, bidirectional technical solutions. The Lake
County community will need to research available options and balance the value of each solution with the cost and available funding in
order to establish and maintain a data sharing initiative. This may require agreement on prioritized functionalities and compromise
between participating organizations.
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BARRIERS
LARGEST BARRIERS TO OVERCOME BY INDIVIDUAL ORGANIZATIONS

There were several barriers related to data sharing that were observed during interviews that were not shared explicitly but that exist for
organizations within the Lake County behavioral health community.

SECTION 3.2.5

Resource constraints — While not explicitly communicated, community organizations in their current operating models can struggle to
maintain operability with the constant reimbursement and funding changes and potentially higher ratio of uninsured or underinsured
individuals to private pay participants. Interviewees implied that the need for their services is increasing, but their ability to grow is

handicapped by funding uncertainty.

Human resources — Many organizations are strapped for resources and as healthcare organizations continue to meet Triple Aim*
objectives, costs are continually scrutinized. Resources were expressed as being cross-trained as employees already ‘wear many
hats’ and take on a variety of responsibilities outside of their standard job description. Organizations that are either strapped for
resources and cannot train a current employee on the responsibilities for participating, such as the process to aggregate data, may
benefit from shared resources with other organizations in the same situation. Continued education on practices that have helped
similar organizations be efficient and the operational benefits of data sharing can help ensure that the right structure is in place to

support operations.

Impact of Past Unsuccessful Efforts — Organization’s stories of past unsuccessful attempts (e.g. implementing statewide HIE) led to
doubt for success of future efforts. The healthcare landscape is constantly changing and being influenced by outside factors, as
evidenced in the national trends research, and the current conditions can be different than the context within which past initiatives were
conducted. Applicable lessons learned from past inaitives should be incorporated, but there needs to be an understanding of current
conditions that have changed from the past.

*Triple Aim refers to the goals of improving the patient experience and the health of populations while reducing the cost of care. The goals of the Triple Aim are to 1) Improve the
experience of care, 2) Improve the health of populations, and 3) Reduce the per capita cost of healthcare.
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BARRIERS
LARGEST BARRIERS TO OVERCOME SYSTEM-WIDE

In addition to organizations, the Lake County behavioral health community as a whole will face its own barriers and challenges
establishing a system-wide network composed of multiple organizations. Below are the barriers that North Highland believes are the
largest barriers to overcome system-wide.

SECTION 3.2.5

Conflicting Priorities — Organizations’ internal projects may be prioritized over an external data sharing initiative and therefore
dedicating the resources to participate in a data sharing program will require organizations’ leadership to see a real value in the
benefits of data sharing throughout the duration of the project. There may be factors that impact an organization’s ability to devote
resources that do not apply to the Lake County behavioral health community as a whole (i.e. a merger, internal technology upgrades).
As such, the Lake County health behavioral health community will need to constantly reinforce the benefits of participating in a data
sharing model and the community will need to persevere through the change and adapt to new relationships to maintain a data sharing
model.

No single owner of large data set - There is no single MCO or single source of all claims data within the Lake County behavioral
health community. Claims data can be incredibly powerful in providing answers to questions that require knowing unique users, such
as participant tracking across providers and outcome metrics. Efforts will need to be made to collect claims data.

Trust between similar service providers — Organizations within the Lake County behavioral health community have been
prototyping and launching different programs to engage and improve behavioral health and are very passionate about their work.
Organizations appeared fearful of sharing data because of not knowing how that data would be used by competitors. North Highland
also observed organizations’ hesitancy for sharing data as it could increase competition in a market with tight margins and funding
uncertainty. If data moves at the speed of trust, this will be a significant barrier for the Lake County behavioral health community to
overcome but it can be done with the use data sharing agreements and change management strategies. .
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3.2.6 LEGAL CONSIDERATIONS TO DATA SHARING SECTION 3.2.6
DATA PRIVACY & SECURITY REQUIREMENTS

The laws below were cited as barriers to data sharing during the interview process and included in this section is North Highland’s
observations of the application of these laws within Lake County. These laws protect Pll and PHI data and given that laws included vague
language or room for interpretation, each organization as evaluated these laws and defined for themselves the compliance standards by
which they will operate. These standards may be situational, and given this variability, organizations will need to agree to the technology
and practices required pursuant to an agreed-upon interpretation of HIPAA, 42 CFR, 740 ILCS 110 and HITECH to share data.

Below is a description of the original intent of the law and observations from current data sharing assessment interviews.

= Health Insurance Portability and Accountability Act of 1996 (HIPAA)

o Regulation Purpose: is a federal law, has multiple purposes although as it relates to sharing of information, the law outlines
safeguards to protect health information while also delineating how and with whom patient health information (PHI) can be shared. It
further outlines what is and is not included in the definition of PHI, as well as the responsibilities of “covered entities” such as a medical
provider or health plan.

o HIPAA-compliant organizations must ensure their data-sharing partners are HIPAA-compliant. Of the rules that data sharing
agreements need to comply with, HIPAA is frequently cited as easier to address.

o Observations:

+ Interpretation of the rule varied across organizations in regards to sharing data but all organizations required signed patient
release forms prior to sharing information.

HIPAA-compliant organizations must ensure they have data-sharing agreements with their business associates and ensure
their compliance with HIPAA. Some organizations report this as a large challenge.

In general, the privacy protections under HIPAA applies uniformly to all protected health information, without regard to the type
of information including behavioral health. One exception to this general rule is for psychotherapy notes which have additional
protections and this was recognized across all providers interviewed.

Providers across communities, including hospitals, view cybersecurity and technology hacks as a very serious threat and have
invested significantly in both risk and compliance teams but also secure information technology. This is true with the larger
provider organizations within Lake County, such as hospitals, while resources may restrict a similar investment for smaller
organizations that opt to take very conservative approaches to data sharing to avoid risk.

o Sectors Impacted: healthcare organizations, justice system, community organizations
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______________________________________________________________________
DATA PRIVACY & SECURITY REQUIREMENTS SECTION .26

Confidentiality of Substance Use Disorder Patient Records (42 CFR Part 2)

= Regulation Purpose: Intended to restrict the sharing of treatment information for individuals receiving drug/alcohol treatment or treatment
for particular diseases. It covers the security required for both paper and electronic information.

[e]

o

Observations:

Organizations have varying understandings of the purpose and application of these regulations and to share data in the future will
require an agreement on acceptable policies.

42 CFR strictly limits the data that can be shared by substance abuse treatment providers, in particular.

While a provider may have both drug treatment programs and other services, if drug and substance abuse is the organization’s
most well-known service offering, confirming the delivery of patient services could be interpreted as indirectly identifying an
individual as having a drug or substance abuse problem. This can cause specialized organizations to refrain from sharing data to
manage risk.

Individuals with behavioral health needs that are also receiving treatment for substance abuse may not be differentiated within
provider’s electronic systems. Therefore identifying the subset of individuals on behalf of which a behavioral health and substance
abuse provider can share data is more difficult.

Comparable communities expressed similar struggles in overcoming 42 CFR for a data sharing model as evidenced by Johnson
County’s long-standing efforts to recruit hospital information and new strategy of partnering with MCOs.

Sectors Impacted: healthcare organizations, justice system, community organizations

Mental Health and Developmental Disabilities Confidentiality Act (740 ILCS 110):

= Regulation Purpose: lllinois law intended to protect the confidentiality of records for individuals receiving mental health and
developmental disabilities services. Addresses the sharing of information overall and electronically.

O

o
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Observations:

Organizations view these rules as more restrictive than HIPAA. Some organizations disallow internal sharing of information citing
these regulations.

Requirements for the release of information need to be specific as to the recipient and the length of time the information will be
available. This requires that a system put in place has the functionality to customize the information available by person and for a
specified time, which increases the amount of data management and governance required.

These regulations were cited the most often as the reason for not sharing information without a consent.

Sectors Impacted: healthcare organizations, justice system, community organizations



DATA PRIVACY & SECURITY REQUIREMENTS SECTION3.2.6

= Health Information Technology for Economic and Clinical Health Act (HITECH) (42 USC 17935)

o Regulation Purpose: Enacted as part of the American Recovery and Reinvestment Act of 2009 to promote the adoption and
meaningful use of electronic health records. Requires the appropriate security and privacy principles be applied to electronic health
systems and medical records and sets up the incentive program for adopting EHRs. Clarifies record sharing among business
associates and liability thereof. Provides for certification of EHR systems that qualify for the incentive program; it does not certify the

entities that use those systems.
o Observations:

» Referenced in passing during interviews, and often considered within the Health IT space as a more restrictive version of HIPAA.

* Across communities, this law is typically not as well known as HIPAA nor understood outside of risk and compliance teams. Penalties
and ramifications for non-compliance are typically associated with this law, more so than the ways in which the law outlines allowable
data sharing.

+ Although the availability of a certification could help in the development of the future model for the Lake County behavioral health
community.

o Sectors Impacted: healthcare organizations, community organizations, justice systems
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SECTION 3.2.6
LEGAL BARRIER
PERCEPTION OF BARRIER MAGNITUDE

The legal barriers to sharing PHI and PII are real for every service provider. For each federal or state policy, organizations can interpret
the impact of the laws differently, determine impact and risk differently, and implement standards and practices to adhere to the policies
accordingly. There are a few factors that can impact the perception of the legal barrier magnitude for data sharing:

» State Laws: If states have established stricter laws than the federal law, the state law will take precedence. The focus of such
a state law can also determine the focus of its interpretation. The degree to which a state law focuses on the allowable data
sharing described in HIPAA, as opposed to emphasizing the confidentiality aspects of the law, may impact how
conservatively organizations interpret and operationalize legislative policies.

* Resources: An organizations’ resources can also impact the practices in place for compliance. For instance, larger systems
that can invest resources in risk and compliance and secure IT are well versed in allowable and disallowable data sharing
practices pursuant to their internal policies. Hospitals are a good example of this as they manage laws to physical and
behavioral health, as well as several contracts that require BAA agreements. Smaller organizations or specialized
organizations may not be as well versed in all of the allowable data sharing due to resource constraints or a more narrow
focus on a subset of the laws that impact their business.

» Risk: The risk of a data breach or violating these laws is very real to all providers. However, to a smaller provider, a single
miscommunication can result in a large fine that can mean disproportionate ramifications for their ability to operate and
provide services when compared to that same fine being levied against a larger organization. As a result, smaller
organizations may choose to refrain from or take overly conservative approaches to data sharing.

To overcome these barriers perceived in varying ways, greater education on allowable data sharing practices and on going discussion
of legislation changes is needed.

Furthermore, organizations that are not covered by certain laws have fewer restrictions on sharing participant-level data. For instance,

homeless organizations are able to provide information to one another to help coordinate housing opportunity for individuals through
ServicePoint, and such organizations may prove a good starting point for data sharing.
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INTRODUCTION

- __________________________________________________________
3.2.7 CHANGE MANAGEMENT STATUS

SECTION 3.2.7

Participation in a data sharing model will impact organizations differently, and imperative to all change initiatives is the strategic use of
change levers to pull individuals and organizations through to adopting and reinforcing the change. At the onset of the project, the
Coalition and behavioral health community members were encouraged to increase awareness and sponsorship for data sharing by
making other community members aware of the need for change and the benefits of data sharing. The interview process increased
awareness of the data sharing initiative, and engaging members of the behavioral health community during the interview process helped

to create additional sponsors in additional to Coalition members.

CHANGE MANAGEMENT BRIDGE

KNOWLEDGE

DESIRE ABILITY

REINFORCEMENT

“The Bridge Analogy”: The ability to move individuals towards
adoption is dependent on laying the foundation for crossing the
previous phase. The entire change management cycle fails if one
component is missing.

Organizations can be pulled through a change by employing
sponsorship, communications, training, coaching, and
resistance management levers throughout the project duration.
The Coalition has the unique challenge as it relates to change
management during this project as the future vision for data
sharing is not formalized yet, it will take a long time to achieve
full implementation, the accountability structure spans across
organizations, necessary inputs into a model may be outside of
an organization’s control, and duplicative entry, time, and
differing technology configurations exist across organizations.
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CORRELATION OF SPONSOR EFFECTIVENESS
TO MEETING PROJECT OBJECTIVES

Correlation of sponsor effectiveness to meeting project objectives

100%
90% -
80% - 85%
70% -

ants that

met or exceeded project objectives

60% - 7%
50% -
40%
30% - 34%
20% - 25%

10% -

0%
Sponsor was very Sponsor was ineffective  Sponsor was effective Sponsor was very
ineffective (score <2) (score between 2 and 3) (score between 3 and 4) effective (score between
4 and 5)

Average sponsor effectiveness rating

The Coalition has a unique opportunity to build greater
sponsorship within the community, which can positively impact
the success of the data sharing project.

Sponsors are most effective if they are strong communicators
and well-respected and credible within their organization.
Effective sponsors understand how the change will affect
individuals’ job roles and individuals personally, reinforce the
need for select activities and assist with resistance
management throughout the duration of the initiative.
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CHANGE MANAGEMENT OBSERVATIONS SECTION .27

As individuals and organizations move along the change management curve, sponsors and managers of the change will experience
varying resistance. At the time of the Current Data Sharing Assessment research, the resistance was in alignment with a transition
through the awareness and desires phases of the curve. An updated assessment is available in section 5. Recommendations under
Recommendation 3.

CHANGE JOURNEY REQUIREMENTS

A \S/it;?;igéc Effective Two-way Training, Tools Motivation &
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Context & Resources p
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why we’re specifics and describe the
making these how they ‘I execute
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changes to
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Level of Engagement

«® experienced
oot
changing and s

changing and

why. it works.”

» Time

Coalition and community stakeholders were
l in this range in June 2017 J l

ACCEPTANCE ADOPTION

The range shaded above depicts the observed position of organizations along the change management curve at the time of interviews.
Supporting information for this positioning include:

» The general understanding that a change is needed, but some resistance to the solution of data sharing
» The varying degrees of knowledge around what data sharing means across the community

» The uncertainty of how a data sharing program impacts specific organizations, particularly those that are perceived to be on the
periphery or as addressing the societal factors of health

» The cited impact of state changes and funding challenges making organizations feel limited in their ability to move forward
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3.3 Facilitated Discussions with the

Lake County Mental Health Coalition




FACILITATED DISCUSSIONS SUMMARY

SECTION 3.3

COMPARABLE MODELS

During the workshops, information was presented to Coalition Members and stakeholders about several comparable data sharing
communities that were researched. The content of the information presented at the workshops is contained within section 3.1 Research
Review of this report.

Following are highlights from facilitated discussions about the comparable data sharing communities:
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NurseWise was seen as a leader in how they have partnered and organized with system partners to be able to address service
needs especially for those with the highest needs in the community. Also, there was interest in how they have organized to
collect and report information, and that the technology solution was developed using service dollars (Medicaid and state dollars).
There was remarkable interest in the continuum of crisis services and communicated a desire to develop a similar robust crisis
continuum in Lake County leading to diversion from jail and emergency departments.

Coalition members and stakeholders were interested in Louisville Metro County as it pertains to their use of Service Point as a
means for collecting and reporting data. Since ServicePoint is already being used in Lake County, it was conveyed that it should
be considered as an option. There was also discussion around the expanded use of Service Point and the corresponding
compliance review process underway. Coalition members and stakeholders liked how the Louisville Metro program allowed
referrals into the program from multiple points. Further, participants expressed interest in this model because the community
was able to identify individuals who needed services but could also identify those with high utilization between system partners.

Coalition members and stakeholders liked the patient-centered care approach that is utilized by several communities, in
particular, the Camden Coalition and King County Familiar Faces programs. Coalition members and stakeholders discussed
how a person-centered approach is essential to making a difference in addressing the needs of individuals and families. The
person-centered approach allowed the community to develop focused initiatives to address the specific needs of the individuals.

The Coalition also focused on how each community paid for their data sharing initiative. It was recognized that the Camden
Coalition model benefitted significantly from private funding that afforded the robust technology and analytics resulting in “hot
spotting” to identify those with the highest needs. There was interest in that several communities paid for organizational
technology through service funding (e.g. private insurance or Medicaid).

There was interest in those communities that were able to utilize data to identify those with the highest needs or highest use of
services across systems.

In line with the desire to get started, Coalition members liked how several of the communities began small and developed
enhanced sophistication in data sharing overtime. Coalition members recognized the need to sequence the addition of system
partners and integration of additional data points.



FACILITATED DISCUSSIONS SUMMARY SECTION 3.3
KEY INFORMATION / DECISIONS NEEDED

There were three themes that emerged from past research, Current Data Sharing Assessment interviews, coalition meetings and
discussions as to the questions for which the Lake County behavioral health community would like answers. These are in alignment with
the larger questions that North Highland has seen other communities answer when addressing behavioral health related issues.

The three themes were:
= Whois in need of or seeking behavioral healthcare?
= Are the service needs of those accessing behavioral care being met?
= Are the services provided impacting outcomes and making a difference for individuals and families served?

Coalition members and stakeholders agreed that the first two aforementioned questions were seen as the most logical place to start
seeking answers and that the third question should be considered during the development of a data sharing program so that it can be
folded into the future data sharing model at a later time.

There are more specific questions that can be asked related to the aforementioned, predominate themes of information desired. The
following questions are those that the County raised as primary concerns during the visioning session, in current data sharing assessment
interviews, and during the workshops. The full list of related questions can be found in Appendix 12. Systemic Questions to Prioritize —
Workshop 1.

1. Who is in need of or seeking behavioral healthcare?
= How many individuals/families are receiving services (over the past month)?
= How many new individuals/families are accessing services (over the past month)?
= What are the demographics (e.g. zip code)of those seeking services?
= What behavioral health conditions are individuals/families seeking services for (e.g. relationship problems, psychosis, depression,
suicidal thoughts/actions, substance abuse/dependence, anxiety, etc.)?
= What are the co-occurring conditions for individuals seeking services?
= |nthe aggregate, what are the overall service intensity needs of the individuals/families (e.g. high, medium, low intensity need)?

2. Are the service needs of those accessing behavioral care being met?
= Timelines of services:
o Are routine services provided within a pre-determined time standard?
o Whatis the average length of service duration for routine services?
o Whatis the length of time to access care (by payor, by service)?
» Timeliness of disposition out of the ED (by Payor)

196 o Where was the individual discharged?




FACILITATED DISCUSSIONS SUMMARY SEETIONES
KEY INFORMATION / DECISIONS NEEDED- CONTINUED

2. Are the service needs of those accessing behavioral care being met?
= Recidivism:
o What does the recidivism look like across services within 30/60/90 days?
o Who are the high utilizers within the community?
= Service Capacity:
o Whatis the current Professional and or bed capacity per population ratio?
o What does the justice system preparedness and response to behavioral health look like?

3. Are the services provided impacting outcomes and making a difference for individuals and families served?
= Has life functioning improved for certain individuals?
=  What are the trends in demand and capacity over time?

The answers to these more-specific questions can help answer the broader theme questions as the answer to those theme questions can

be multidimensional. Additionally, using these questions to deduce the data needed can help Lake County focus on which data points to
share and the data points that can have the greatest ability to answer the most questions.
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FACILITATED DISCUSSIONS SUMMARY SECTION 3.3
DATA PRIORITIZATION

Following the discussion about prioritizing key information/decisions are needed during the workshops, the Coalition Members and
stakeholders were led through a process to explore what data points/data metrics could be used to answer the prioritized questions.

The below data points were suggested by the Coalition members and stakeholders as being beneficial in answering questions. These
are not presented in a prioritized order and the availability of these metrics within some organizations requires further research.

= Individuals with behavioral health conditions

= Timeliness service capacity

= Requests for beds

= Number of individuals receiving behavioral health services

= Individuals receiving behavioral health services by payor

= Referral service

= Demographics

= BH conditions and co-occurring conditions

= Access to primary care

= Length of wait time for appointment

= Number accessing the ED

= Number by payor source

= Cooccurring conditions

= |nmate pop with behavioral health needs

= Recidivism for all services (crisis services, emergency department, jail, etc)

= Prevalence of behavioral health needs within the jail and probation populations

The list above contains both aggregate information about service capacity at an organizational level as well as participant level
information related to individuals’ health and outcomes. Both types of information will be needed to answer the theme questions,
however accessing and sharing participant level information will require overcoming additional barriers as documented in the
previous research sections.

Many of the above statistics are related to the health sector. However to have a system-wide data sharing model, data points from the
justice and community organizations that can help answer the theme questions will need to be included in a future model. Examples
include, number of probationers in need of counseling, housing status per person and total number of individuals with BH needs
seeking stable housing.

A full list of the data points that can be collected and or shared to answer the theme questions is available in Appendix 7.10 Data
Matrix.
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FACILITATED DISCUSSIONS SUMMARY
THEORETICAL AND PREFERRED DATA SHARING MODELS

SECTION 3.3

Upon review of the Theoretical models,

199

Coalition Members and stakeholders expressed that to realize any future data sharing model, there would need to be a staged
approach and a roadmap to follow.

Coalition members recognized that although a point to point model could benefit one or two organizations, it would not be an
ideal model for the community as a whole as it would not allow insight into the entire system.

Coalition and behavioral health community members had a preference for the central repository model for several reasons. It can
accommodate data being received from disparate systems. Further, having data from different systems into one place would
allow for community-wide data reporting through a reporting tool.

Coalition members and stakeholders saw the option of using a staged approach with a central repository by first collecting
aggregated data and later collecting participant-level data as a viable option for Lake County.

A central repository’s ability to cross reference individuals across service providers was particularly attractive to those who see a
need to identify and address the needs of behavioral health individuals with high utilization across systems.

Coalition members liked that a central repository model would offer flexibility to allow new organizations to be added over time
and to continue to expand the data points collected to address the evolving needs of the community.

Hybrid models (including the use of a HIE) were identified by some as the preferred model but Coalition Members and
stakeholders also recognized the need to move along a staged approach towards this longer-term, complex model.
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4. DATA SHARING PROJECT FINDINGS
INTRODUCTION

SECTION 4

This section outlines North Highland’s findings attained through the course of the Data Sharing Project. The findings were developed
subsequent to synthesizing the following information:

= Information obtained through a research and discovery process as described in section 3.1 Research Review, including:

O O O O O o O O

Prior reports/evaluations of Lake County initiatives
National and local trends impacting behavioral health
Comparable data sharing models from other communities
Theoretical model review

Data governance approaches

Data sharing agreements

Laws impacting sharing of data in Lake County

Data security and privacy best practices

= [nformation obtained during the Current Data Sharing Assessment of the Lake County behavioral health community, as
documented in section 3.2 Current Data Sharing Assessment, including:

o O O O O O O

Sector strengths, “what’s in for me”, opportunities and barriers
Sector process and data flows

Current data sharing technology

Current data sharing availability and existing partnerships
Barriers to data sharing

Legal considerations to data sharing

Change management status

= Information surfaced through facilitated discussions with the Coalition and stakeholders, as documented in 3.3 Facilitated
Discussions with the Lake County Mental Health Coalition.

The following findings are presented in no particular order or sequencing as the information contained within a category is often
intertwined and connected with content within other categories.
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SECTION 4

DATA SHARING PROJECT FINDINGS
LAKE COUNTY BEHAVIORAL HEALTH COMMUNITY STRENGTHS

The Lake County behavioral health community has many strengths it should draw upon as it moves forward with its Data Sharing Project.
The following initiatives, programs or collaborations/alliances are a few examples of the positive activity within the Lake County behavioral
health community:

Conducting Mental Health First Aid training

Conducting CIT training for emergency response personnel and sworn police officers

Using trauma-informed approaches, such as facility dogs in the Child Advocacy Center

Implementing A Way Out program that is a cross-system collaboration facilitating access to substance abuse treatment
Facilitating a community-wide health and wellness initiative through Live Well Lake County

Mobilizing care coordination best practices through the Mental Health Collaborative

Being inclusive of organizations and stakeholders that represent the voice of individuals and families with behavioral health needs;
Implementing initiatives that work to identify those with the highest needs and are frequent utilizers of cross-system services (e.g.
Top 100 jail utilizers initiative)

= Mobilizing on several justice initiatives (e.g. transition to the community enhancements)

= Using Service Point as central repository for various initiatives

» Having industry-specific trade organizations provide educational and advocacy support the development of organizations, such as
the Alliance for Human Services
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SECTION 4

DATA SHARING PROJECT FINDINGS
TECHNOLOGY INFRASTRUCTURE AND DATA SHARING

As with all communities throughout the nation that seek share cross-system data and information, the Lake County behavioral health
community needs to have a technology infrastructure that can support the collection and reporting of integrated information. Currently,
there is not a technology solution within Lake County that can immediately be used to collect and report information across systems for
the Lake County behavioral health community. A Information about the current technologies used throughout the Lake County behavioral
health community is available in section 3.2.Current Data Sharing Assessment.

Findings:

203

A technology solution will need to be planned for, designed and developed. The solution should build upon existing systems, other
strengths within Lake County, and best practices learned from other data sharing communities. Further, tandem to developing the
technology solution, research will need to be conducted to identify sources of financial support that are also sustainable. Decisions
such as build or outsource a solution will need to be part of an implementation plan.

The solution should begin with a simple, low-tech approach that can garner early wins and simultaneously work to design a technology
solution that will support he Lake County behavioral health community in its efforts to excel in care coordination activities and have
readily available information for planning and oversight of the system.

At present, there is minimal electronic data sharing for care coordination and there is no cross-system aggregated data available
for behavioral health system planning and oversight, except for homelessness information that provides insights into a societal
determinant of behavioral health. Sharing information between system partners for behavioral health information primarily is in the
form of telephone calls or facsimiles.

There are a few examples of technology being utilized in Lake County to electronically transmit data and calculate data in an
aggregated form for planning and oversight. Examples of electronic data sharing within Lake County include:

= The use of Service Point within the behavioral health community as a care coordination tool that enables the collection, transfer
and aggregating of data across some systems or between organizations. Service Point enables a real-time referral network
across system partners, including organizations in the healthcare, justice, and community sectors. The referral network tool has
been used for various projects and established processes. Examples of this include probation referrals to behavioral health
providers and community service providers to physical healthcare providers. Additionally, within the homelessness community.
the real-time referral network tool facilitates access to housing services based on prioritization criteria across the community.
Further, the way Service Point is used within the homeless community allows for the reporting of information in an aggregated
manner that supports planning and oversight tasks.



SECTION 4

DATA SHARING PROJECT FINDINGS
TECHNOLOGY INFRASTRUCTURE AND DATA SHARING

= The Lake County justice system partners, including law enforcement, jail, and courts (including probation), utilize both shared and
disparate systems. The disparate systems have varying capabilities to share and update data between systems.

Although these are examples of technology being used to electronically share data, these systems do not nor were intended to serve
as a mechanism to interact with behavioral health data as a whole. As a future technology solution is designed for the Lake County
behavioral health community, it should certainly utilize and leverage the strengths of these systems.

There were mixed opinions by system partners on the expansion of Service Point technology to share data between system partners.
There were system partners that were effectively using Service Point and conveyed that an expanded use could be an option moving
forward. However, other system partners who have attempted to use Service Point as their primary electronic tool to record service
provision were not satisfied with the use or flexibility of Service Point. Finally, there is a current assessment in progress that will provide
written findings with a determination if Service Point adheres to HITECH requirements as prescribed for health care providers, including
behavioral health providers.

Several of the comparable data sharing communities researched offer insights into best practices and lessons learned that can help
inform the Coalition in developing a technology solution for cross-system data sharing. Some of the insights include developing a data
sharing vision, utilizing a staged approach towards the vision, and building upon existing technologies that are in alignment with the
vision wherever possible.
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SECTION 4

DATA SHARING PROJECT FINDINGS
DATA GOVERNANCE

Industry best practices, regarding data collection, analysis, and reporting that is within or across organizations, require that all
aspects of governance related to people, processes, and technology must be established and addressed. Data governance
approaches that enable success are comprehensive in nature. Several key tactics for data governance that must be employed
include, but are not limited to: agreement on data standardization, data quality, technology, security and privacy, and adherence to
and compliance with regulations.

Within Lake County, North Highland found that there are a few examples of data collection, analysis, and reporting that utilize some
application of data governance approaches. For example, several service providers including the homeless community, probation,
community behavioral health providers, and the jail use Service Point, and the homelessness organizations have a standardized set
of data against which to assess need. However, there is no current cross-system data governance approach for the Lake County
behavioral health community and this will need to be established.

As organizations come together to share data, it will be the Data Governance representatives that shape what data can be shared

and how data can be shared based on their internal systems, access to data, and restrictions, including compliance.

Additional information on data governance practices can be reviewed in section 3.1.5 Data Governance Approaches.

205
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DATA SHARING PROJECT FINDINGS
DATA GOVERNANCE

Data Sharing Agreements:

Best practices for cross-system data sharing require formalized agreements to assist organizations, or a group of organizations, to
outline the terms and commitments of sharing data with one another. There are many types of agreements with varying content that
can be used to address the specific nature of a data sharing arrangement, such as Memorandums of Understanding (MOU), Data
Sharing Agreements, Data Use Agreements, and Business Associate Agreements.

Although there are some agreements within small pockets of data sharing within Lake County (e.g. use of ServicePoint), there
currently are no written data sharing agreements that would support sharing data across multiple system partners within the Lake
County behavioral health community. Documents that could be used for reference to create data sharing agreements include
ServicePoint’s User Policy, Responsibility Statement & Code of Ethics, existing point-to-point or grant-related agreements, and
comparable community agreements.

Additional information on data sharing agreements can be reviewed in section 3.1.6 Data Sharing Agreements.
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SECTION 4

DATA SHARING PROJECT FINDINGS
DATA AVAILABILITY

In order to address the information needs of the Lake County behavioral health community that will allow for planning and oversight
tasks, it is necessary that:
= Standardized data be available within cross-system organizations that interact with individuals and families with behavioral
health needs
= Individual or aggregated data be transferred to a central repository
= The centralized data is analyzed and reported on

The current types, amount, format, and sharing of the data available in the Lake County behavioral health community is currently not
sufficient to provide the desired information consistent with national best practices and prioritized data identified through this project.

Although there is some data collected that is consistent with best practices for behavioral health communities, there is a need to
standardize the data that is collected, and there is significant opportunity to add additional data points within all sectors to support the
information needs for planning and oversight tasks.

Of note, it was revealed during the Current Data Sharing Assessment that some organizations, including behavioral health providers,
do not use an electronic system for collecting information or they collect the information in spreadsheets for their internal reporting.
These organizations will need to have a customized plan to progress and begin using electronic data system and share data
electronically.

Additional information about data availability and prioritized data can be reviewed in the below sections:
= 3.2 Current Data Sharing Assessment specifically within 3.2.4 Current Data Sharing Availability and Existing Partnerships
= Appendix 7.10 Data Matrix — Extended List of Data / Measures
= 3.4 Facilitated Discussions with the Lake County Mental Health Coalition

207
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DATA SHARING PROJECT FINDINGS
BARRIERS TO OVERCOME

Barriers to data sharing within the Lake County behavioral health community were identified through reviewing the research and
conducting the Current Data Sharing Assessment.

Legal, technical, and operational barriers to data sharing were identified. A summary and analysis of the barriers can be reviewed in the
Current Data Sharing Assessment section 3.2.5 Barriers to Data Sharing and 3.2.6 Legal Considerations to Data Sharing.

The identified barriers range in their level of complexity and will require varying levels of sophistication to overcome. Barriers were
perceived differently by the various stakeholders interviewed. As each organization has different challenges and capabilities, in order to
be able to participate in data sharing, each will need to have individualized paths and starting points. These custom paths do not preclude
data sharing activity nor working towards common goals, rather they enable each organizations to contribute at the level they are able to
when they are able to do so.

Barriers will need to be overcome at the organizational level and at the system level to implement a data sharing model. The highest
barriers for organizations to overcome include concerns about data governance, reporting capability, and allocation of resources. In fact,
at the system level, the Lake County behavioral health community will face challenges as all organizations weigh conflicting priorities and
opportunities costs to participating. Laws that protect PIl and PHI were often cited as barriers to data sharing and participating
organizations will need to be comfortable with the compliance of the future data sharing model.

Some barriers can be overcome with additional stakeholder clarification and education. Other barriers can be overcome through the
design and implementation of technology and processes. For example, technology and processes will need to be designed to:

. Address organizations’ reporting, data governance, and resource concerns;

» Alleviate the community’s challenges of engaging organizations to participate in light of conflicting priorities;

«  Support the Lake County behavioral health community in balancing and emphasizing the value of data sharing with the costs of
participating; and

«  Enable the flexibility to adapt to new strategies as they arise and address changes outside the control of organizations and the Lake
County behavioral health community, such as Medicaid or MCO initiatives.

Processes for addressing these concerns are included in section 5.1 Recommendations.
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DATA SHARING PROJECT FINDINGS
BARRIERS TO OVERCOME

There were no barriers identified that cannot be addressed through technology, processes, education or advocacy. Although significant
thought and agreement between system partners on how to design a solution to address some of the more challenging barriers, such as

the legal barriers to sharing PHI.

The laws cited as restricting data sharing are real barriers to sharing participant-level data are designed to protect PIl and PHI data, not
aggregated data. Organizations varied in their compliance practices to meet all laws protecting PIl and PHI due to interpretation,
resources, and risks, and greater education around allowable data sharing can help organizations within Lake County recognize
additional data sharing opportunities. To share data, and in particular participant-level data, organizations should work together to provide
input, standardize practices, and ensure that the agreed-upon practices for the model meet the organizations’ risk and compliance needs.
Additional information on this type of data governance can be found in section 5.1 Recommendations, Recommendation 2.

740 ILCS 110 focuses on the confidentiality aspects of HIPAA which creates an additional barrier to data sharing for behavioral health
providers in lllinois. Similar to HIPAA, 42 CFR, and HITECH, organizations determine how to operationalize the legislation and the law’s
focus on the confidentiality and restrictions on data sharing can result in a focus on restrictions rather than allowable data sharing.
Additionally, this law is in addition to HIPAA and has such add more complexity, as evidence through organization — specific release of
information forms. This barrier may be overcome with a significant and concerted effort to amend the additional restrictions beyond HIPAA
and further support data sharing or policies/practices. For more information see section 5.1 Recommendations, Recommendation 7.
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DATA SHARING PROJECT FINDINGS
HEALTH AND HUMAN SERVICES

National and local health and human services initiatives, inclusive of behavioral health initiatives, are exponentially changing the
paradigm on how care is delivered and managed, including utilizing data to facilitate care, inform planning, and oversee system delivery.

The Lake County behavioral health community has opportunities to become more engaged in and aligned with national and local
initiatives that are parallel to and support the Coalition’s vision, goals, and guiding principles as outlined in Appendix 7.1 Lake County
Mental Health Coalition Charter. Although there are some examples within the Lake County behavioral health community of embracing
and mobilizing on the changes underway, it was observed that the Lake County behavioral health community as a collective is not
aware of or collectively embracing these opportunities. When compared to other communities nationally and locally, the Lake County
behavioral health community has opportunities to enhance its care delivery continuum and clinical and operational practices. Summary
information about the current operations, strengths, barriers, and opportunities within the healthcare sector including behavioral health
can be reviewed in section 3.2.2.1 Healthcare Organizations.

Examples of the initiatives and operational paradigm shifts that can be further acted upon within Lake County behavioral health
community include but are not limited to:
= Employing strategies to achieve the Triple Aim, a concept in healthcare developed by the Institute for Healthcare Improvement
(IHI) to frame solutions to addressing the problems with the nation’s healthcare system (including behavioral health). The goals of
the Triple Aim are to:
o Improve the experience of care
o Improve the health of populations
o Reduce the per capita cost of healthcare

Additional information about the Triple Aim and other national healthcare and behavioral health trends and practices can be
reviewed in section 3.1.2 National and Local Trends Impacting Behavioral Health.

= Accelerate an understanding of and develop strategies to participate in the lllinois HHS Transformation as it will significantly
impact the delivery of behavioral healthcare throughout lllinois. Additional information about the HHS Transformation can be
reviewed in section 3.1.2 National and Local Trends Impacting Behavioral Health.

= Transform the delivery system through an expansion of the continuum of care including support and crisis services that are in
alignment with the HHS Transformation and national best practices for support and crisis services. Additional information about
the HHS Transformation and national best practices about support and crisis services can be reviewed in section 3.1.2 National
and Local Trends Impacting Behavioral Health.
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DATA SHARING PROJECT FINDINGS
INFORMATION DESIRED AND NEEDED BY THE LAKE COUNTY BEHAVIORAL HEALTH COMMUNITY

As with all communities throughout the nation, it is essential that the Lake County behavioral health community has system-wide
information to support future planning and oversight of the behavioral health delivery system and care coordination efforts. The following
are findings of the essential information desired by the Lake County behavioral health community:

» There was general agreement among stakeholders that the information desired by the Lake County behavioral health community
must be collected and reported on in a manner that expresses the complexity of a cross-system collaboration working to assist,
support, and serve individuals and families with behavioral health needs.

This cross sector approach can enable insights into the whole health of the patient including physical, behavioral, and social
determinants of health and is needed to have a system-wide perspective.

= There were three key themes about the types of information desired that repeatedly surfaced during both interviews and other
discussions. The themes were related to the following three questions:
o Whois in need of or seeking behavioral health care and what services do they need?
o Are the service needs of those accessing behavioral care being met?
o Are the services provided impacting outcomes and making a difference for individuals and families served?

Additional information about the themes and questions is available in Appendix 12. System Questions to Prioritize- Workshop 1.
These first two questions are needed to understand the demand and supply of behavioral health services within Lake County,
while the third question will be required to address more complex outcome analysis and to measure impact.

= There was general agreement that the desired approach for the data sharing project should prioritize what questions needed
answers, in order to define the data needed to answer those questions. The first two theme questions were seen as the most
logical place to start seeking answers and to keep the third question in mind throughout the development of the model to then
address it in later stages.

Example data points prioritized by the Coalition to answer the first two theme questions include:
* Number of individuals accessing the ED

* Number of individuals with different diagnosis

* Length of time for appointment

» Recidivism for all services (crisis services, emergency department, jail, etc.)

* Number by payor source
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INFORMATION DESIRED AND NEEDED BY THE LAKE COUNTY BEHAVIORAL HEALTH COMMUNITY

This sequencing preference is inline with the data available as service level data can be made available in aggregated form while
demand can initial be provided as an aggregated for all unique users and then by each unique user.

These data points are some of the key data points that can help answer the first two theme questions and additional data points to
considered are located in section 5.1 Recommendations under Recommendation 2.

= Through the facilitated discussions, it became clear that stakeholders grasped the complexity of obtaining information within a
cross-system collaboration and that any activity relating to obtaining information would need to include but not limited to:
o Sequencing of what information is shared
o Sequencing of what entities would provide what information
o Phasing of what technology is used to collect data that would be converted to information

A clear sequence of events, responsibilities and technology evaluation is needed to make sure that the solution that is
developed is the best fit for the desired and needed functionality of a data sharing model.

Some elements that are needed but were not discussed as being desired include:

The type of data: There are several aspects to data sharing that support answering the three theme questions that also need to be
included in a future data sharing model.

» For the first and third theme questions, identifiable participant level information needs to be shared to measure the true
need and trends overtime. To link participant information from different systems requires a process by which like
participants are matched and deidentified as appropriate.

* To answer the second question, access to back-end data, such as time stamps for specific information can help assess
the timeliness of services.

* Reporting capabilities must be in place to extract and display the data

Data Standards: There were virtually no standardized performance measures published or agreed upon to evaluate the performance
of the behavioral health delivery system (e.g. timeliness of services). Although some behavioral health providers have internal
measures to assess their internal operations, such measures are not published.

Prioritization of key data points: Several of the comparable data sharing communities researched have identified the information and
supporting data they prioritized for their community and could be leveraged. An example of this is found within the National Crisis

Services Trends in section 3.1.2 National and Local Trends Impacting Behavioral Healthcare.
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5.1 Data Sharing Vision




______________________________________________________________________
SECTION 5.1
DATA SHARING VISION

One of the essential steps to advancing sustainable community-level change through a system-wide data sharing initiative
within Lake County is for the Coalition to come to general agreement around a Data Sharing Vision. A vision provides a general
framework to work towards, and as time passes, this vision is subject to change to adapt to the needs of the Lake County behavioral
health community and external factors.

Having a guiding vision can then enable the Lake County behavioral health community to “just get started” with actions towards its
purpose and design, and this action can help the Lake County behavioral health community recognize small wins from sharing data.
These wins are described in detail throughout this report and can include, but are not limited to, improved participant experience, care
coordination, and operational efficiencies.

This vision was developed from all of the aforementioned activities in the Data Sharing Project, and incorporates the feedback,
preferences, and challenges communicated during facilitated discussions with Coalition Members and stakeholders.

The following is intended to illustrate the process of arriving at the long-term goal by understanding what can be done in the near term
and providing direction.

+ Extended Long-term View
+ Data Sharing Vision
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SECTION 5.1

EXTENDED LONG-TERM VIEW- HYBRID MODEL FOR DATA SHARING

Coalition Members and stakeholders conveyed a desire to have a hybrid model of data sharing. Based on the research conducted, a
hybrid model provides for a sophisticated approach to care coordination, analytics, and reporting. However, this model will take an
extended length of time to realize and involve stakeholders beyond the Lake County behavioral health community. Given the time it
takes to establish this complex data sharing network, the hybrid model below is subject to change.

As such, the Coalition can embrace this extended long-term view for the future while working towards an achievable Data Sharing
Vision for that Lake County behavioral health community that will naturally move towards a hybrid model similar to the below

diagram.
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v

Reporting
—————— Phone call or walk-in Tool
Electronic data transfer
Arrows — direction of data flow
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PROPOSED DATA SHARING VISION

The Data Sharing Project research and facilitated discussions support the Coalition in adopting a person-centered Data Sharing Vision
that utilizes a data warehouse for a central repository that contains participant-level data. This model is similar to the comparable models
preferred by the Coalition and stakeholders during discussions and allows the Coalition and community members to recognize answers to
their prioritized goals and questions. This model will enable care coordination, analytics, and reporting to support planning and oversight
tasks. Not all services may be available today, such as crisis mobile teams, and organizations may serve multiple functions and thus fall
in more than one of the below categories. Regardless of category however, the focus of the data shared and model developed should be
on the participant and this vision will serve as a guide when pursuing chosen recommendations and subsequent “Go First Strategies.”
Lake County Mental Health Coalition Proposed Data Sharing Vision
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» System partners submit individual participant-level or aggregated data to the central repository data warehouse and the data
warehouse has look-up capabilities for allowable entities/roles.

» The Data Sharing Vision will be implemented in a manner that is consistent with the Coalition’s Guiding Principles as outlined in
Appendix 1: Lake County Mental Health Coalition Charter. A detailed implementation plan that identifies roadmaps to enable
217 organizations’ participation in this model and efforts towards this vision should be developed.
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DATA SHARING PROJECT RECOMMENDATIONS SECTION®S2
INTRODUCTION

Recommendations were developed to move the Lake County behavioral health community towards the Data Sharing Vision by
synthesizing all the information obtained through the activities of the project including those described in 3.1 Research Review, 3.2
Current Data Sharing Assessment, 3.3 Facilitated Discussions and 4. Data Sharing Project Findings. These recommendations are
directional in nature as how they are operationalized per organization can differ. This directional quality is symbolized by a compass
throughout the remainder of the report.

The following recommendations address the short-term and long-term needs of the initiative that will result progressing towards the
Data Sharing Vision. The recommendations start with a model framework for data sharing and outline the needed actions to establish,
maintain, and support enhanced data sharing within the Lake County behavioral health. The order of the recommendations do not
convey sequencing or order for action.

Model Recommendation: The analysis of the aforementioned research drove the design of a staged approach to recognize the benefits
of data sharing overtime while organizations overcame their respective barriers to data sharing. Included in this recommendation is a
description of the different stages to reach system-wide insights, the value each stage can bring, and the prioritized questions that can
be answered in each stage.

Supporting Recommendations: Additional recommendations should be pursued to support the success of the data sharing model.
These additional recommendations include organizations collecting, standardizing, aggregating, and sharing multiple levels of data to
ultimately reach a point where the information shared can provide insights into the unique number of individuals with behavioral health
issues and their needs. The recommendations to support a data sharing model include data governance structures, legal adjustments,
change management, MCO and Medicaid Agency involvement, service expansion, and funding research are required to recognize the
many goals of data sharing.

A future project plan will need to be developed that outlines sequencing and assignment of responsibilities for tasks needed to address
these recommendations.
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SECTION 5.2

RECOMMENDATIONS OVERVIEW

Below is a list of North Highland’s recommendations to pursue a future data sharing model within Lake County. Each of the below
recommendations are detailed in the following respective sections.

Recommendation 1: Implement a staged approach to data sharing that ultimately results in a centralized data warehouse with
participant-level data. This will enable the collection, analysis, and reporting of both aggregated and participant level data metrics and
supports care coordination through look-up capabilities

Recommendation 2: Implement Data Governance Structures, Standard Operating Procedures, Security, and Processes to support
sustainable success of data sharing.

Recommendation 3: Formalize Change Management Structures to support continued engagement with the Lake County behavioral
health community through all stages of the future data sharing model development and supporting activities

Recommendation 4: Foster relationships with the Illinois Medicaid Agency and Medicaid Managed Care Organizations (MCOSs) to
align with common goals and strategies for data sharing and delivering exceptional behavioral healthcare.

Recommendation 5: Support learning opportunities to enable exceptional care and business operations for behavioral health
service providers.

Recommendation 6: Support expansion or shifts in the behavioral health services continuum to better align services with community
needs.

Recommendation 7: Influence federal and state laws that support the active sharing of information to coordinate care, while also
safeguarding privacy.

Recommendation 8: Explore potential funding mechanisms to establish a financially sustainable data sharing program.
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RECOMMENDATIONS OVERVIEW

In addition to recommending a future data sharing model, North Highland included several recommendations that address the
challenges that Lake County faces when establishing a data sharing model to complement the development of a data sharing
model and help support its success. A high-level review of these challenges is below and greater detail behind these
recommended mitigation strategies are included in recommendations two through seven.

Challenges

Data Ownership: the Coalition or a third party are not the
owners of the data nor of a substantial data set (such as claims
data) as would be the case if it was the sole provider.

Organization: In some comparables, governing bodies own two
key system partners, such as courts and police or an MCO and
healthcare provider.

SECTION 5.2

Recommendation Mitigation Strategies

Data sharing agreements: Execute agreements with the
owners of the data outlining how the data will be communicated,
stored, accessed and used.

Change Management: Begin establishing a partnership with
MCOs and Medicaid agencies

Missing Data: Claims data has enabled several of the
comparable models and would answer many of the Coalition’s
prioritized questions, but is currently not available.

The lack of select crisis services such as a mobile team,
means that key crisis information is not being captured in the
community which is critical for diversion measurements.
Currently Crisis calls are received via a crisis hotline and the
police, but the data is not aggregated.

Change Management: Ensure the right players are at the
table and that the data sharing program has the appropriate
sponsorship across-sectors and players by getting the
MCOs involved.

Expand Services: Build a roadmap to develop services that can
measure missing data within the community and can help Lake
County recognize a robust data sharing program strategically
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Inconsistent or Unavailable Data: Data exists across-
sectors and programs and in many different forms and, to
share data

Data Governance: Task data stewards and teams to
define data standards based on availability and quality

Sponsorship: Turnover and succession planning is critical for
long-term momentum on multi-year initiatives.

Change Management: Ensure the momentum of the
project continues through expanded sponsorship and
stakeholder management.

Varying Interpretations of the Law: Sharing aggregate level
data will largely be dependent on the willingness of the
organization and its internal policies. Sharing patient-level
information would benefit from updating laws to recognize
changes that promote data sharing

Legal Action: Work with policymakers to repeal, amend and

provide clarity to laws impacting data sharing. Determine a

middle ground or standard across organizations through a
governance committee.

Data Governance & Agreements: Build teams to define and agree to
standards and come to an agreement for future processes.



SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS ’s
FUTURE DATA SHARING MODEL WL
Recommendation 1: Implement a staged approach to data sharing that ultimately results in a centralized data warehouse with

participant-level data. This will enable the collection, analysis, and reporting of both aggregated and participant level data metrics and
supports care coordination through look-up capabilities.

Recommendation 1.1: Begin a staged approach to data sharing by implementing a Data Sharing Pilot Project engaging system
partners from across-sectors, such as behavioral health providers, emergency departments, Lake County Jail and Lake County
Probation. The focus of the Data Sharing Pilot Project would be on simple, low tech solutions to collect a prioritized list of
aggregated data metrics.

Recommendation 1.2: Implement the next stages of the staged approach to data sharing advancing more sophisticated ways to
collect aggregated data and adding additional organizations to the data initiative, ultimately driving towards a Data Warehouse
with participant-level data. Implement the next stages based on lessons learned from the Data Sharing Pilot Project.

Recommendation 1.3: Detail the business requirements for the overall solution model to identify, evaluate, and select the most
appropriate data warehouse, communication mediums, and reporting tools.

Recommendation 1.4: Involve risk and compliance representatives when technical and business requirements are developed to
ensure technical designs and processes are compliant with all laws regarding sharing and accessing protected information.

Why this recommendation?

North Highland heard Coalition Members and stakeholders say they wanted to answer specific types of questions to make meaningful
decisions to improve behavioral healthcare. A framework to answer such questions is needed, and the ideal platform to gather
transdisciplinary data is a central data repository. Some general questions can be answered with aggregated data, but others impacting
individual outcomes, require detailed participant-level data. This central repository model should include a data warehouse that enables
the receipt, processing, and storage of identified information and an analytics and reporting tool to surface the data collected.

The Lake County behavioral health community currently has some data sharing in individual silos or point-to-point interactions, but
cannot yet answer the systemic level questions desired to be answered. In conjunction with implementing other recommendations (e.g.,
establishing a data governance board and committees, along with MOUs, data sharing agreements and releases of information), a low-
tech pilot project will provide benefits as well as lessons learned, and a foundational starting point to build upon in order to reach the
envisioned future state.
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FUTURE DATA SHARING MODEL SEeTionE2
MODEL OVERVIEW WN

Recommendation 1: Implement a staged approach to data sharing that ultimately results in a centralized data warehouse with
participant-level data. This will enable the collection, analysis, and reporting of both aggregated and participant level data metrics
and supports care coordination through look-up capabilities
Recommendation 1.1: Begin a staged approach to data sharing by implementing a Data Sharing Pilot Project engaging
system partners from across-sectors, such as behavioral health providers, emergency departments, Lake County Jail and
Lake County Probation. The focus of the Data Sharing Pilot Project would be on simple, low tech solutions to collect a
prioritized list of aggregated data metrics.

Recommendation 1.2: Implement the next stages of the staged approach to data sharing advancing more sophisticated
ways to collect aggregated data and adding additional organizations to the data initiative, ultimately driving towards a Data
Warehouse with participant-level data. Implement the next stages based on lessons learned from the Data Sharing Pilot
Project.

The following diagram depicts a staged approach for data sharing using three stages. These stages are milestones by the type of
activities and data shared and not by time as each sector and organization will reach each milestone at a different pace and time

based on their respective resources and barriers.

THE EVOLUTION OF THE DATA SHARING MOIDEL:
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FUTURE DATA SHARING MODEL
EXPLAINATION OF STAGES

SECTION 5.2

The below stages and key activities are crucial to recognizing a data warehouse with participant-level information and to enabling
improved data-driven decision making during the development of the warehouse.

10
0
0 ol

1
0

Stage 1
Data sharing pilot project and
data governance launch

/IR

Stage 2
Organizations submit aggregated data
metrics to a central repository

Stage 3
Organizations submit participant-level
data to a central repository

Key Activities
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Design a data sharing pilot project
engaging early adopters from several
cross-system partners

Design a low-tech solution for
collecting aggregated data and
preparing reports

Develop data governance structure
including data steward workgroups
Engage early adopters for data
sharing pilot project

Once designed carry out action plan
for pilot project

Data steward workgroups develop the
desired list of data per key decisions
/information prioritized

Build and document definitions for
metrics / measurements,
standardization processes, and
calculations for data metrics and data
points to share

Partner with participating
organizations to explore and prepare
for data collection and reporting

Submit aggregated data metrics to
the central repository

Identify desired outputs and
reporting requirements

Build a dashboard and reporting
practices to display system insights
Continue to pursue participant-
level data sharing needs

Build a dashboard and reporting
practices to display system insights
Determine range of
communications possible given the
aggregate nature of the information
provided

Create, review, and sign data
sharing agreements across
participating organizations and
between select organizations as
necessary

Submit participant-level data into a
central repository.

Central repository consists of an MPI
(master person index) to match like
individuals across organizations
Identify access and rights per user
with participant-level data

Identify medium for compliant
electronic communication

Create, review, and sign data
sharing agreements across
organizations and between select
organizations as necessary

Build and maintain release forms

Data governance activities are required only for the data points that will be shared,
not all data points collected by an organization. The amount of work needed to
participate in the future data sharing model is therefore partially dependent on the

volume of data points shared.



FUTURE DATA SHARING MODEL
DATA DRIVEN DECISION MAKING

SECTION 5.2

The staged design to this recommendation enables the participating organizations to have data to inform the answers to organization-
specific questions in Stage 1, answers to some system-level questions in Stage 2, and detailed data to answer system -level questions and
conduct more robust analysis in Stage 3.

o0 Stage 1
10 0 Data sharing pilot project and
0 data governance launch

N

/‘R

L

Stage 2
Organizations submit aggregated
data metrics to a central repository

~ ®

Stage 3
Organizations submit participant-
level data to a central repository

Decisions Made Possible

225

+ During this stage, organizations can
begin to prepare to participate in data
sharing efforts.

» Organizations can participate in the
data steward workgroups.

* Once the data steward workgroups
develop data standardization to support
metric calculations, organizations can
begin to incorporate needed operations
and data collection changes.

The data sharing pilot project supports

answering questions such as:

*  Who is accessing behavioral health
services in community settings and what
are their general needs and life functioning
abilities?

* How many individuals are accessing
behavioral health services in emergency
departments? What are their needs? Where
are they dispositioned to? How long does
that take?

*  How many individuals who are booked into
jail or on probation have a behavioral health
need? Where are they referred for services
and how long does it take to access care?

How many individuals are accessing
services?

What are the demographics (e.g. zip code)
of those seeking services?

What are the behavioral health conditions
that individuals/families are seeking
services for (e.g. relationship problems,
psychosis, depression, suicidal
thoughts/actions, substance
abuse/dependence, anxiety, etc.)?

How many behavioral health individuals are
accessing services through emergency
departments?

How many behavioral health individuals are
being arrested or booked into jail

Are routine services provided within a pre-
determined standard?

What is the average length of service
duration for routine services?

What is the length of time to access care
(by payor, by service)?

What does the recidivism look like across
services within 30/60/90 days?

What is the current professional per
population ratio?

What is the current bed capacity per
population ratio?

How many unique individuals are
accessing services and what are
their needs?

What are the co-occurring
conditions for individuals seeking
services?

In the aggregate, what are the
overall service intensity needs of
the individuals/families (e.g. high,
medium, low intensity need)?
Who are the individuals with the
highest needs and are they being
served?

Who is accessing both emergency
departments and have they also
been arrested?

What is the recidivism rate per
30/60/90 days by service provider
and who are the high utilizers?



FUTURE DATA SHARING MODEL

RISK ANALYSIS

The value of sharing data at each stage can improve care coordination on behalf of behavioral health individuals which directly speaksmto; tr\i:e
Coalition’s charter. The risks of data sharing at each stage can be mitigated with data governance and data sharing agreements that
address the storage and use of the information.
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Stage 2
Organizations submit aggregated
data metrics to a central repository

SECTION 5.2

Stage 3
Organizations submit participant-
level data to a central repository

Value

Risks
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Begin to recognize the value of
improved data internally within
organizations

Enables verbal and informal data
sharing of aggregate level information
Keeps Coalition Members engaged and
provides a tangible example of the
power of data sharing

Starts partnerships that can become
more profound in later phases

Organizations having a misperception of
the level of effort required for data
sharing:

* Implementation is typically the most
demanding and may seem overly
daunting

* Organizations assuming the first
milestone is the last and only
milestone and thus not devoting the
appropriate resources

Costs for new fields or product builds

Internal red tape to collecting new data or

creating new fields

Operational costs of the changes
required to improve manual data entry to
enhance data quality

Answers decisions related to the overall
supply and demand of the system
Enables review at an aggregated level
of the services provided

Speeds up system partners’ ability to
coordinate care when reporting
functionality is available, i.e. waitlist
times across behavioral health
providers

Difficult to normalize aggregated data
across organizations into a single data
point

Can link together the information as
provided by organizations, but difficult
to make a calculation from pre-
calculated metrics without the
underlying components and/or
predetermined and agreed upon
assumptions

High-level dimensions may be deduced
via analysis to underlying data
dimension components but the
assumptions made in doing so may be
inaccurate

Enables the identification of high
utilizers

Enables improved care coordination
on behalf of specific individuals
Enables the identification of
intervention opportunities

Enables care teams to better monitor
individuals across services

Enables higher quality data
aggregation

Enables measurement of outcomes

Data access, storage, and
communication need to be
compliant and the consequences
of non-compliance are high.

The ability to analyze data in a
larger variety of methods means
that more data governance is
needed.

Increased risk and compliance
oversight is required

As new organizations enter into
the data sharing model, there is an
opportunity for disruption



______________________________________________________________________
FUTURE DATA SHARING MODEL SECTIONS2

M

PILOT PROJECT DATA SHARING APPROACH -

A pilot project is envisioned to afford the Coalition an opportunity to test initial data collection and reporting strategies that can then be™
used to inform a future, larger-scale data sharing plan. Further, a pilot project supports the initial collection of some crucial
information that can be used for planning and oversight purposes. A Data Sharing Pilot Project engages early adopters from
several cross-system partners to submit aggregated data including behavioral health providers, emergency departments, Lake County
Jail and Probation while other system partners are working to identify behavioral health data (e.g. demand data) to submit in future
stages.

_—

The below illustrates that organizations can start preparing to share data by identifying, evaluating, and standardizing information
across systems while other organizations can being sharing aggregated data to test early wins and the data that is most impactful for
decision making. Not all system adopters are presented below and early adopters have yet to be determined.

Data Governance: Identifying, prioritizing Data Governance and Sharing:
and preparing data to submit in future Identifying, prioritizing and submitting
phases (e.g. demand data). aggregated data.
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MODEL TECHNOLOGY SUPPORT SECTION 52
AGGREGATED DATA METRICS CENTRAL REPOSITORY TECHNOLOGY

Recommendation 1.3: Detail the business requirements for the overall solution model to identify, evaluate, and select the most appropriate ™
data warehouse, communication mediums, and reporting tools. .

There are a variety of ways the data sharing of aggregated data can be supported from a technology standpoint. Below are examples of some
of the products and technology demands and characteristics for a central repository / data warehouse, data transfer, and reporting tools. The
exact demands and characteristics required are fleshed out during the data implementation plan phase as a part of the business requirements
and detailed design of the overall solution.

_ Technology Considerations
Data Sharing Model (Aggregate)

1. Central Repository / Data Warehouse
When selecting technology for the development of Stage 2, it is important to select a
- solution that can also be leveraged for Stage 3. One of the initial technical considerations
Providers and decisions will be the type of Central Repository (Data Warehouse) that will best meet
Community Courts/ the needs for both Aggregated Data (Stage 2) as well as Participant Data (Stage 3). Data
providers Probation Warehouse solutions typically consist of a relational database platform which can either
be located on-site within the organization or in a cloud environment. The following are
examples of vendors that could potentially serve as the Central Repository (Data
Warehouse): Microsoft SQL Server, Oracle Data Warehouse and Oracle Exadata, IBM
Data Warehouse, SAS Data Warehouse, etc. These vendors provide both on-premise
ol solutions as well as cloud-based solutions.

Repository (Data
Warehouse) 2. Data Transfer

Identifying the technology approach to transfer data from each of the source locations
and systems is essential. Each source system may require a unique approach for
extracting and transferring data to the Data Warehouse. The process typically consists of
developing some type of “Export” out of the source systems (Police, Jalil,
Courts/Probation, etc.), securely transferring that data to the Data Warehouse, and then

: the Data Warehouse reconciling (MPI) and importing the information so that it can be
Reporting Tools

(Dashboards, Scorecards, used for analytical purposes. Some options for transferring data include: ADT
Analytics) messaging, HL7 messaging, USB drop off, access database, excel spreadsheets, secure
connection programs, etc. See next page for recommendations for securely transferring
3. Reporting Tools data.

To allow access to the rich set of new information that now resides in the Data Warehouse, a number of technology options exist to report out
the data. To support the different types of Data Warehouse approaches, the reporting solutions can access data within a Data Warehouse
which is on site. Solutions are often web-based and mobile friendly. Advanced analytics tools are also available to provide predictive analytics
capabilities. Some potential tool options include: Microsoft Power Bl, Tableau, QlikView, SAP Business Objects, IBM Cognos, and many
%‘ggers. Predictive analytics tools include SAS, R, Oracle Data Mining, IBM Predictive Analytics, etc.



MODEL TECHNOLOGY SUPPORT SECTION®S2
PARTICIPANT-LEVEL DATA METRICS CENTRAL REPOSITORY TECHNOLOGY

Supporting participant-level data sharing requires additional programming as the information and the programs that store the data must
meet the requirements of the various sectors included, such as HITECH for healthcare data. Below are other considerations and
recommendations for sharing, storing and using data. The exact method and medium will be decided upon during the data implementation
plan phase as a part of the business requirements identification process and will depend on the parties involved. Limited data sets with
participant-level information should be shared in Stage 3 and therefore organizations’ risk and compliance counsel should be included in
the data governance workgroups and during the development of business requirements for Stage 3.

Data Sharing Model (Participant)

Technology Considerations

1) Merqging /Integrating Data into the Data Warehouse
BH As mentioned on the previous page, the same technologies can be used for both

_ it Aggregate and Participant data. Individual / Participant Matching or MPI Process is

C;’;‘vi";“er;:y o critically important when collecting participant-level data from different entities and
data sources. This process, which should be well defined and designed, bought or

built, ideally should be in place as participant-level data is brought into the data
warehouse. Without it, the data warehouse will not have the ability to integrate one
individual's data from different sources (e.g., hospital and jail).

Central 2) Securely Transferring Data from Sources to Data Warehouse

Security considerations are heightened when transferring “participant data” from the
source location to the Data Warehouse. “In Transit” security will ensure data is secure
when it is being transmitted from the source organization to the centralized Data
Warehouse. One option for “In Transit” security is to use a security protocol, such as
SSL (Secure Sockets Layer) or TLS (Transport Layer Security) when moving data
from one location to another. This approach means data is encrypted before being
transmitted out of the source system and then it is unencrypted once it arrives at that

Repository (Data
Warehouse)

Reporting Tools destination location, which is the Data Warehouse. In addition to leveraging a security
(Dashboards, Scorecards, protocol, organizations can also use a VPN (Virtual Private Network) to isolate the
Analytics) . .
communication channel between the source system and the Data Warehouse
location.

3. Reporting Tools

Several considerations have to be taken when selecting reporting tools. One critical area to be considered is ensuring security is well
established. “At Rest” security measures are applied at the database level to ensure only those individuals who need to access the data are
the ones who can actually access the data via the reporting tools. Other considerations for reporting tools include: Adhoc reporting, fixed
reports vs. drop-down enabled reports, web-enabled, mobile accessible, self-serve reporting (where business can build their own reports),

etc..
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MODEL COMPLIANCE -]

Recommendation 1.4: Involve risk and compliance representatives when technical and business requirements are developed to ensure *

SECTION 5.2

technical designs and processes are compliant with all laws regarding sharing and accessing protected information.

Each state of the data sharing initiative will have different legal considerations to address. During the Stage1 and Stage 2, changes
required to collect, calculate or standardize data to be shared would only need to be compliant with participating organizations’ internal
policies. With participant-level data and limited data sets in Stage 3, additional safeguards must be met and outlined to adhere to federal
and state laws pertaining to protected information. Involving risk and compliance representatives will be essential during design phases.
Below is a description of legal considerations per stage.

Stage 1 - Preparing to Share Data

Participating organizations need to determine whether the collection, storage and standardization of data points is compliant with their
internal policies.

If an organization needs to begin to capture new data or follow new data collection practices, those changes may warrant review by its
legal counsel should there be a legal concern surrounding the ability to store a new type of data.

Define data standards and practices, such as the data points to use, how to calculate data metrics, and how to aggregate those
metrics.

During Stage 1, risk and compliance policy advisors from organizations that are held to similar laws, such as healthcare providers,
should have input on how and what data is allowable.

Stage 2 - Aggregated Data Metrics Central Repository

Aggregated data metrics do not include data to identify an individual and therefore is not protected by the same laws as participant-
level information.

The data metrics can be legally shared if the factors involved in the data sharing initiative meet the requirements of the data owners.

The data owners, which are most often the participating organizations, are the primary drivers for the policies and practices of sharing
data. It is important to note that an organization’s operational ability to share data differs from the legal ability, but both can be
incorporated into data sharing policies.

The detailed legal requirements for these policies are surfaced during the business requirements investigation phase and inform the
baseline requirements for the data warehouse and the data sharing agreement to be signed by the participating organizations.

Organizations legal and policy teams should continue to meet during this stage to oversee the sharing, storage, and use of the shared
aggregated metrics to maintain the data sharing and adjust agreements as need be.
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SECTION 5.2
MODEL COMPLIANCE :

Stage 3 - Participant-level Data Metrics Central Repository

Below are some key recommendations for risk and compliance counsels to consider when providing input on the required functionality to
be compliant with laws that protect personal identifiable information, such as HIPAA, 42 CFR, and 740 ILCS 110. The details behind each
organization’s privacy policies and practices will surface during the business requirements identification process and will help to shape
the detailed characteristics and functionality of the data sharing model.

= Design controls to access to information:
o Some of the service capacity data metrics, such as available beds, in Stage 2 will continue to be shared through Stage 3 as

participant-level information can not be aggregated to arrive at the same metrics. Legal and policy advisors may then choose to
have multiple views into the data sharing model from the analytics and reporting tool: one for all users, one for all users without
health information, one for all users with health information.

o For when personally identifiable information is accessed, technology should be installed which requires users to confirm they have
a valid reason to access and view participants’ information. Employees, within a HIPAA covered entity, typically are required to
confirm and verify, sometimes twice, that they have legitimate reasons to access a patient’s records. Generally, implementations
use pop-up windows to provide a challenge “verification needed” question to the user — an effective way to raise the attention of the
user but yet provide a quick way to provide confirmation and proceed to view and using the necessary patient data.

o Organizations serving members covered by Substance Abuse and Confidentiality: 42 CFR Part 2 may choose to have an indicator
within its systems or a filtering program to identify these individuals as having protected information. This indicator can act as an
additional layer of control and protection when filtering, cleaning and sharing data to ensure that the information is excluded or that

the correct releases are in place.

= Establish training
o Training should be developed by access right groups so that users know how to access and use information according to the

sharing agreements and laws surrounding the model. HIPAA covered professionals are required to go through training to ensure
on-going compliance with data standards. This training can be generic and users of the program should verify that they have
completed their organization’s training prior to using the program.

= |Implement policies and procedures that can help ensure compliance
o Employing strict accountability and severe penalties will help ensure user compliance when accessing, sharing, and using

participant-level information.
o Purchasing HITECH certified software to store and manage the data will help ensure the security of the information stored.
o Conducting internal audits of data access and usage across several dimensions, such as users and data type, will help in the early
detection of potential issues and ensure users’ compliance
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DATA GOVERNANCE STRUCTURES AND PROCESSES

Re

SECTION 5.2

ORTH HIGHLAND RECOMMENDATIONS

commendation 2: Implement Data Governance Structures, Standard Operating Procedures, Security, and Processes to support

sustainable success of data sharing.

Recommendation 2.1: Develop Data Governance structures inclusive of Steering Committee, Data Stewards and Data
Custodians.

Recommendation 2.2: Create the Data Steward Working Groups organized around subject areas.

Recommendation 2.3: Mobilize the Data Steward Working Groups to prioritize and standardize data for collection, initially
focusing on data for the Data Sharing Pilot Project.

Recommendation 2.4: Implement data sharing agreements across system partners that address necessary terms of data
sharing while utilizing processes that foster trust enabling system partners’ willingness to participate.

Recommendation 2.5: Develop and execute Memorandum of Understandings (MOUs) for all Lake County behavioral health
community stakeholders who are willing to commit their efforts toward a data sharing initiative.

Recommendation 2.6: Develop a universal Consent to Release Information form that addresses the requirements of federal and
state laws that enable organizations to share data for individuals who provide consent.

Why this recommendation?
Industry best practices regarding data sharing state that, in order to be successful, data governance must be established and address
governance related to people, process, and technology. All potential participants in any data sharing project need to feel comfortable

wit

h the framework through which information will be shared, the rules for sharing information, and the benefits that will be realized from

such sharing..
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DATA GOVERNANCE STRUCTURE

Recommendation 2.1: Develop Data Governance structures inclusive of Steering Committee, Data Stewards, and Data Custodians.

Background:

SECTION 5.2

Data governance involves decision-making, management, and accountability related to the data in an organization, or in the case of the
future data sharing initiative, a system of organizations. Often, a data governance structure is built to ensure data will be handled smoothly
and effectively and to instill data quality. Data governance programs are designed to prepare rules and regulations for an organization and
to handle any issues that may arise regarding data. Data governance structures also ensure compliance with policies. The most crucial
step is establishing a data governance structure as it is the foundation for data governance success. A sound data governance structure
and program includes a governing body or Steering Committee, a defined set of procedures, and a plan to execute those procedures.
Additionally, data stewards and teams are tasked with ensuring that data and metrics are defined and handled smoothly and effectively.

. Prioritizes Data Issues

. Champions Data Quality Improvement
. Represents Data Governance Stakeholders

. Sets Data Governance Rules and Procedures

. Technical Function Expert
. Data Quality Metrics

. Source Data Access Authorization
. Data Quality Defect Resolution
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Steering

Leads the Data Steward Working Group
Reports Directly to Steering Committee
Ensures Data Governance Compliance
Works with Data Stewards and
Custodians

Committee

Data Governance
Office

Data Stewards Working Supports BI/DW Initiatives

Group

Data Custodians

. Business Function Expert
. Data Quality Metrics

. Business Rules

. Data Quality Champion

Process and Standards Definition
Data Definitions
Business Glossary




SECTION 5.2

DATA GOVERNANCE STRUCTURE
SUBJECT AREA DATA STEWARDSHIP

Recommendation 2.2: Create the Data Steward Working Groups organized around subject areas.

Background:

The Subject Area Model for data stewardship work groups is recommended because similar data needs to be combined from many
different entities and disparate systems across the participating organizations which requires in-depth knowledge of system capabilities
and the data definitions and rules per type of data set. Therefore the data should be brought in, integrated, and normalized along key
subject areas.

= The Coalition will be best served to have data stewards across organizations who have the knowledge and expertise to provide
standards and definitions in each of the subject areas.

= To support Stage 3, in which organizations share participant-level information into a central repository, a risk and compliance subject
area data steward work group should be developed. This work group should be established at the beginning of the future data
sharing initiative, as coming to an agreement on how to share and store limited data sets can take a long time and the process of
coming to an agreement can inform the business requirements of the system.

Subject Area Model

6 "
resistance during implementation.

The risks of data subject area stewardship include:
= The potential size and scope of a given data domain — across multiple stakeholder organizations, processes, and
data sources — may make finding qualified data stewards challenging.
= Subject area data stewardship can be territorial, especially if system owners refuse to cede control.

The benefits of a data subject area oriented stewardship model
include:
= Ownership boundaries that are usually clear.
= The data steward’s knowledge of the accompanying business rules
and usage environments for his/her data subject area are likely to
increase over time.
= This model is often easy to understand and explain, thus reduce

Corporate
Governance

Policies

Behavioral Health Data

T
Standards
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SECTION 5.2

DATA GOVERNANCE STRUCTURE
SUBJECT AREA DATA STEWARDSHIP

Background cont.

The Coalition and the Lake County behavioral health community should assemble data steward working groups from across organizations
that have either functional or technical expertise pertaining to the data being shared. Data standardization, the technology to share data,
and the use of the data are projected to be complex challenges given the disparate systems and high volume of organizations interested
in data sharing.

A subject area is defined as a group classification of business data entities at its highest level of data object abstraction.

Subject areas can be both functional and technical. The functional will focus on semantic definitions for a given subject area. There may
be other data areas, such as the raw EMR data, that may require a group of people, with representatives from different EMR systems, to
focus on what and how data elements from different EMRs will be integrated. Proactively discussing the functional and technical business
requirements of the future data sharing model will assist in designing the resulting data warehouse and assist the functional data stewards
and business analysts with what data will be made available through the reporting tool.

The future data sharing model will collect and integrate data from many different organizations and functional data steward work groups
will need to focus on defining the common “master data” for the future data sharing model. For example, with individual or patient data,
data steward working groups will address questions such as “how does the Coalition want to define an individual/patient and what data
elements/attributes are to be collected?”. Data steward workgroups should partner with the participating organizations to understand it’s
definition and highlight for those organizations how it's definitions differ from the definitions agreed upon for the future data sharing model.

In addition to definitions, attributes, metrics, and calculations, data steward work groups will need to establish rules for integrating data
from the different organizations such that the data is normalized. The data stewards assigned to the subject areas are responsible for
defining and documenting the definitions and rules so that the rules are clear to all contributors and consumers of the data.

Often times, technical subject areas consist of information-related or metadata-related accountabilities that focus on master data, such as
patients or individuals, services, locations, organizational hierarchies, etc. Master data represents the business objects which are agreed
on and shared across a given enterprise or interrelated organizations. It can cover relatively static reference data, transactional,
unstructured. analvtical. hierarchical and metadata.
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SECTION 5.2

DATA GOVERNANCE STRUCTURE
SUBJECT AREAS FOR CONSIDERATION

The data governance organization and data stewards will need to agree to and confirm the data to be collected by the data warehouse
and subsequently, the initial data subject areas to focus on. There will more than likely be an initial list of subject areas, with the list
evolving over time as data is added and as the Coalition and Lake County behavioral health community matures in its data sharing and
consumption. Below is an initial list for the Data Governance Organization which organized by the three sectors.

Additionally, two key subject areas, which span across-sectors, are listed below:

1) Individual / Participant Master Data — this group will be key to determine the methods and rules for matching records for an individual /

participant across the different organizations and systems
2) Data Security, Risk, and Compliance — this group should set the policies and procedures to share secure data as well as actions to be

taken when lapses occur in handling sensitive data

Functional * 911 Dispatch * Housing

* Emergency dept. process data * Law enforcement » Referrals

* Inpatient process data * Jail » Additional Services
» Patient physical health data » Court

» Patient behavioral data * Probation

* Provider data

» Payor & MCOs data
Technical

* EMR data

* Encounter / claims data

Individual / Participant Master Data Management / MPI
Data Security, Risk, & Compliance
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DATA GOVERNANCE STRUCTURE
NEXT STEPS

Data governance is complicated and can be time consuming. Data governance should begin as soon as possible and below are the
recommended data governance starting points and activities based on the needs of the future data sharing model.

|
|
I

Process

Technology
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Stage 1 - Preparing to Share Data

Establish data governance steering
committee

Begin to identify and establish Data Steward

Working Group(s)
Assess and build staffing plan for data

sharing solution and hire or obtain necessary

staff for Stage 2 efforts

Educate participating organizations on the
value of data governance and the roles and
responsibilities of data governance
committees.

Establish and conduct Steering Committee
meetings

Begin to establish policies & procedures for
Data Governance

Select a data steward framework
Determine and agree to initial scope of data
sharing

Identify initial subject areas of focus

Work to set scope and requirements (metric
definitions / calculations, reporting
requirements) for Stage 2

» Determine and agree to future data sharing
model

* Begin to plan for infrastructure for Stage 2
Solution

» Begin reviewing design architecture
considerations for Stage 2 &3 solution

Stage 2 — Aggregate Data Metrics !

* Maintain data steward working group(s) and add a i
level of complexity to discuss Stage 3 needs given thei
different data i

* Determine data custodians !

« Hire or obtain necessary resources for Stage 3 efforts |

» Establish data steward working groups for Individuals
/ patient master data management

« Define / design technical process for data intake for
Stage 2 and identify considerations for Stage 3

* Determine method for conducting Master Individual
/ Patient matching

» Identify facts (Measures) and dimensions.
Dimensions define the different options to search
the aggregated data.

» Consider appropriate facts and dimensions that
can be used in both Stage 2 and Stage 3.

» Identify security roles for Stage 2 aggregate data
metrics.

» Begin considerations for security roles for Stage 3
participant-level data.

» Refine design architecture of Stage 3 solution

» For Stage 2 & 3, begin to assess and make “buy”
versus “build” decision

» Obtain necessary infrastructure (database, intake
tools, reporting tools) for Stage 2 & 3

» If decision is to “buy”, execute an RFP and
selection process for technology

» Develop solutions to extract data from sources,
load in the data warehouse, and build reports

SECTION 5.2

» Transition Data Stewards as
needed from implementation to
sustainability and maintenance

» Test staffing plan assumptions
and needs through trials

» Refine technical process for data
intake for Stage 3

» Refine Fact and Dimensions as
needed to handle Participant-
Level Data

* Manage new entrants and
systems connections

* Document implementation
process and conclusion and
maintain SOP documentation

» Establish change request
process and guidelines

* Manage change requests

» Evaluate performance of existing
infrastructure

» Develop solutions to extract data
from sources, load the data
warehouse, and build participant-
level reports.



______________________________________________________________________
SECTION 5.2
DATA RECOMMENDED FOR MODEL

Recommendation 2.3: Mobilize the Data Steward Working Groups to prioritize and standardize data for collection, initially focusing on data for
the Data Sharing Pilot Project

During the August and September meetings, Coalition Members and stakeholders identified the questions of greatest importance and the data
points that could help address those questions given two primary tools: a System Questions to Answering Key Questions and a Data Matrix.
The Data Matrix highlighted how data measurements can be reached with existing or new data points and/or agreements and protocols. The
Data Matrix included whether that data point was available at the participant or aggregate level based on the information provided during the
Current Sate Assessment interviews. The list of possible data points does not verify that it is possible or easy to share the data points included,
it is simply a tool to surface and raise awareness of the data that would be most impactful for decision making.

The purpose of providing this matrix at Workshop 1 was to brainstorm data that could be used to support key decisions. Given the key
questions that the group prioritized during the discussions in Workshop 1, this list was then condensed into a second Data Matrix. This
condensed Data Matrix helped to narrow the focus of what data points could provide insights to answer Coalition Members and Lake County
behavioral community members’ key questions.

The following grids illustrate the recommended data standardization next steps required to recognize the future data sharing model. These
enhancements are the recommended activities to support the data collection, standardization, and quality across system partners so that the
desired data can be shared at a later date. The data steward workgroups should be charged with using this list of data points to begin
discussions on the availability and accessibility of desired data points to arrive at an agreed upon list of data points to share both during the
pilot and in Stage 2 and Stage 3 of the future data sharing model.

Details behind the data point storage and accessibility are surfaced during the development of an implementation plan which outlines the
required steps to collect, access and calculate the data.

238



DATA RECOMMENDED FOR MODEL SECTIONS.2
HEALTHCARE ORGANIZATIONS

The following grid outlines the data governance activities required by sector to share the data points in Stage 2 and 3 that can help
answer the prioritized questions. It is recommended that sector representatives and the data governance committee review these data
points for availability and accessibility within each organization to identify the ability to share this information and the detailed steps to
do so. It is important to note that each organization will reach each stage at different times depending on their ability to overcome their
unique technical and operational barriers.

Next to each data metric or data set is an indicator of the key question that the data metric and participant-level information can help

answer.
Legend:

@ Who is in need of or seeking behavioral healthcare?
@ Are the service needs of those accessing behavioral care being met?
Are the services provided impacting outcomes and making a difference for individuals and families served?

Preparing to Share Data Data Sharing

Service Stage 1- Preparing to Share Data Stage 2 — Aggregate Stage 3 - Participant-
Provider Metrics Level Data
+  Work with data steward workgroups to share the types of
information currently collected @ Functioning Scores ® @ Claims Data
+ Explore options for how new data points could be collected @ Total by Diagnosis ©® @ Serviced patients within a
within their organization. @ Total Problem Codes timeframe (frequency of
Behavior <« Identify within their organization where and who has the @ Average Length of Stay by occurrence can inform
al Health potential data points identified by the stakeholders as priority diagnosis recidivism)
Providers  data @ Total Demographic
» Explore and understand how to access data points that maybe information
on the back end of systems vs. forward facing (e.g. time stamp @ Total of patients seen across
__ _capabiles. ___________ _ _ _ _ _ _ _ __ __ sewicelnes _____ _ __ __ _ __
+ Investigate what data is captured or could be @ Total accessing ED forBH = @ @ Claims Data N
captured based on the prioritized key needs (by payor) © @ Serviced patients within a
ED decisions/information and data points prioritized by @ Demographics timeframe (frequency of
the stakeholders @ Referral source occurrence can inform
@ Disposition recidivism)
* Investigate how to measure timeliness of access to @ Total of individuals ©® @ ciaims Data
Inpatient service accessing service ® @ serviced patients within a
239 @ Capacity timeliness of timeframe (frequency of
access to service occurrence can inform

recidivism)



DATA RECOMMENDED FOR MODEL
JUSTICE SYSTEM

Service
Provider

Preparing to Share Data

Stage 1- Preparing to Share Data

SECTION 5.2

Data Sharing

Stage 2 — Aggregate Stage 3 - Participant-
Metrics Level Data

i

Police

Explore ways to partner with 911 consolidation project
Prioritize data points needed for understanding
prevalence of behavioral health needs and coordinating
with the 911 consolidation project, such as creating a
universal flag within the dispatch systems for CIT officer
needed or behavioral health need

Determine a feasible location for electronic form for CIT
assessment

Create a field to capture the number of CIT calls per
address

Understand the needed access to metadata for time-
stamped information

Build standardized fields to document drop off location
(as opposed to free text and notes)

Dispatch: Number of individuals @ @ Behavioral health
with calls into 911 with behavioral encounters per individual
health need
@ Dispatch: Number of calls into 911
with an officer dispatch for a
behavioral health need
@ Total by behavioral health drop off
locations
@ Number of sworn officers who
have completed CIT training
@ Number of other law enforcement
personnel to complete CIT training

Jail

Legend:

Explore options for automated data loads of key
information from court and probation screenings into the
jail healthcare EMR

Explore implementing a physical health and behavioral
health screen

Ensure the behavioral health population identifier is
consistent with behavior health providers

Begin to explore ways to electronically share booking
information with providers on a daily basis

Enhance opportunities to partner with organizations
outside of the jail to coordinate transition out of jail for
individuals with behavioral health needs

@ \Whois in need of or seeking behavioral healthcare?
240 ‘ Are the service needs of those accessing behavioral care being met?

@ Total individuals with ®® Ciaims
behavioral health needs in jail ©® @ Inmate services received
@ Total of those behavior health over a period of time

individuals that recidivate
() Total individuals assigned to
specialty courts

Are the services provided impacting outcomes and making a difference for individuals and families served?



DATA RECOMMENDED FOR MODEL SECTIONS.2
JUSTICE SYSTEM

Preparing to Share Data Data Sharing
Serwpe Stage 1- Preparing to Share Data Stage 2 — Aggregate Stage 3 - Participant-
Provider Metrics Level Data
== « Build field to flag individuals as having been to @ Total number of screens ® @ Individuals within Mental
Mﬁﬁ Mental Health Court before conducted within court Health Court (Recidivism)
» Explore capturing information about identified (supports trend analysis) ©® @ ndividuals screened (early
Courts behavioral health needs that were identified by @ Total number of individuals detection)
Probations within Mental Health
Courts

Total number of records i
» Create unique fields to document payor, care ® o0 Demographic and

o U in the probation data i i
Probation coordination attempts, and the result system that have the E:ggraeti‘:’)sng?:’?titlon for
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COMMUNITY ORGANIZATIONS

Service
Provider

Preparing to Share Data

Stage 1- Preparing to Share Data, Data
Point Enhancements

Stage 2 — Aggregate
Metrics
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Data Sharing
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SECTION 5.2
DATA SHARING AGREEMENTS

Recommendation 2.4: Implement data sharing agreements across system partners that address necessary terms of data sharing
while utilizing processes that foster trust enabling system partners’ willingness to participate.

“The speed of trust” is a phrase used within change and data sharing literature to describe the pace at which a change and/or the
sharing of data will move. Building trust is critical and the following strategies are recommended to support the development, and
ultimate signing of, data sharing agreements across stakeholders and enable a data sharing initiative.

« Stakeholder Engagement: The appropriate stakeholders need to be engaged in order to sign a legally binding
document. Legal and compliance advisors and business leaders from participating entities need to be informed along the
way and have an opportunity to provide input for cross-sector data sharing agreements to be in place. This often takes the
form of a committee that adapts over time to address the participating organizations’ changing priorities for the data
sharing program. It is critical that the data governance committee work side by side with the legal advisory counsel so that
recommendations are approved by a neutral and balanced committee representing the diverse stakeholders invested in
the data sharing project. This involvement and back and forth takes time but is critical to reaching an agreement across
stakeholders.

+ Education: Data governance and legal committees need to address the key sponsors of change within their own
organizations to garner internal support for cross-organizational data sharing. This is most successful by educating
individuals on the impacts of data sharing with a clear vision and value proposition tailored to each organization. To this
end, Data Governance and risk and compliance committees should leverage the “What's in it for me” messaging identified
in the current assessment of data sharing to develop organization-specific value propositions. The value proposition
should communicate early wins from sharing data within the community to provide a tangible example of how data sharing
can improve individual outcomes and bring value to the participating organization.

« Start Small: Start with effective, small steps to immediately prove the value of data sharing. These steps include
identifying and executing small data sharing opportunities that can yield high results directly related to the goal of the
participating organization and the objective of future data sharing model. The activities and resources required to start with
small opportunities should not conflict with the resources needed to develop and recognize the future data sharing model.

When looking for data sharing opportunities, leverage previous data sharing relationships as data sharing practices that
have been agreed to previously offer a stronger starting point without having to “recreate the wheel.” In Lake County, this
will likely be leveraging agreements that were put in place for former or current grant inaitives.
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SECTION 5.2
DATA SHARING AGREEMENTS

» Use agreements to organization’s advantage: Add language in the agreements to address specific organization’s
concerns to ensure trust amongst its participating organizations. This trust may also drive the design of the future data
sharing model and the data governance structures required to sustain data sharing.

Data ownership is a big concern within the Lake County behavioral health community and making sure that
participant’s concerns, such as ownership, are spelled out in agreements will be particularly effective in building
trust. For instance, “who will own the data?” is a frequent question during data sharing conversations. During
workshops, Coalition Members and stakeholders voiced enthusiasm over the Nursewise model, in part because
it was a third party organization that directed care to the right place and right time, aggregated data, and served
organizations across sectors, and it reported out key data metrics on behalf of the region it served. It will be
critical for Lake County organizations’ to buy into the data sharing model to define the ownership of the data
stored in the central repository and the distribution and allowed the use of the analytics and reporting output.

In order for Lake County organizations to buy into the data sharing model and to encourage trust amongst participants,
it will be critical to define the ownership of the data stored in the central repository, as well as the distribution and
allowed the use of the analytics and reporting output.

Non-compete agreements should also be considered as part of the data sharing agreements for organizations that

believe in the value of data sharing but have concerns about sharing data with its competitors. Non-compete clauses
allow organizations to feel protected against competitive harm and the misuse of the information provided.
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DATA SHARING AGREEMENTS SECTIONS:2

MEMORANDUM OF UNDERSTANDING

Recommendation 2.5: Develop and execute Memorandum of Understandings (MOUs) for all Lake County behavioral health community
stakeholders who are willing to commit their efforts toward a data sharing initiative.

A MOU will include, but should not be limited to, the exploration of how organizations can participate in the future of data sharing,
organizations’ participation on Data Governance Committee(s) and data stewardship work groups, and their regular engagement in the
overall processes and strategies. The language for this MOU can be leveraged from other comparable community examples.
Additionally, participating organizations can provide their own custom language based on similar agreements, such as with their
technology vendors or from prior grant initiatives, as well as their standard language for contracting.
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DATA SHARING AGREEMENTS SEeTIone
CONSENT TO RELEASE INFORMATION

Recommendation 2.6: Develop a universal Consent to Release Information form that addresses the requirements of federal and
state laws that enable organizations to share data for individuals who provide consent

» A universal Consent to Release Information form that addresses the federal law of 42 CFR Part 2 and (740 ILCS 110/) Mental
Health and Developmental Disabilities Confidentiality Act should be created to enable participant-level data sharing. This
universal form would list the data points that would be shared with the central repository as determined by the data steward
workgroups.

= By including all of the information in a single form, the central repository can be designed to manage a single list with controls for
the associated data points, such as the expiration date of sharing a particular data point. This standard means that the central
repository does not need to be built to adapt to each participating organization’s forms and data elements and translate those
elements into a standard format.

= Currently, organizations have their own Consent to Release of Information forms which can be customized to meet the
organization’s current needs. With a universal Consent to Release Information form, organizations may now ask that individuals
sign two forms, the universal form for the central repository and a form containing the differential information related to
organization-specific forms. This creates an additional operational practice and organizations should weigh the cost of this
additional form before agreeing to move forward.
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SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS L
FORMALIZE CHANGE MANAGEMENT STRUCTURES SN

Recommendation 3: Formalize Change Management Structures to support continued engagement with the Lake County behavioral
health community through all stages of the future data sharing model development and supporting activities.

Recommendation 3.1: Develop mechanisms to engage Lake County behavioral health community representatives throughout
the data sharing initiative stages regardless of when and how they participate.

Recommendation 3.2: Develop and formalize processes to identify, understand, document, and respond to sponsor and
stakeholder needs.

Why this recommendation?

In North Highland’s experience and in alignment with industry best practices, large-scale initiatives such as the Lake County Data
Sharing Project require formalized change management and communication strategies that engage all stakeholders in order to realize
the initiative's vision and goals.

Background:

Change Management is essential to any initiative as the presence of strategic change management directly impacts the success of any
project. Recognizing and adapting to the human component to change can make for a smoother change process, a faster speed of
adoption of new practices, and higher quality participation and output.

One of Lake County’s strengths is its passionate Coalition and behavioral health community, and understanding how to support its
sponsors and stakeholders will be critical to the success of this data sharing initiative. Operationally this includes increasing
sponsorship for the program across the community and actively establishing a two-way feedback mechanism from stakeholders to
measure the awareness, desire, knowledge, ability, and adoption of the activities included in the future data sharing model to
understand how to best respond to and support stakeholders’ change needs.
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FORMALIZE CHANGE MANAGEMENT STRUCTURES
STAKEHOLDER PROGRESSION

The activities to date have helped move the coalition and community members through the change curve by first building greater
awareness around the need for data sharing and increasing the desire to participate in data sharing by highlighting its benefits.
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Everyone experiences change at a different pace and as a whole, Lake County Coalition members and community members
increasingly understand how to participate. Data governance committees need to work with participating organizations to expound upon
the details behind how organizations can participate and define per organization what the progression through the remainder of the
change curve can look like. This detailed plan will help empower organizations with the knowledge and ability to participate in the future
data sharing model and establish organization-specific milestones so that participating organizations can recognize small wins
throughout the development of the model.
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SECTION 5.2

FORMALIZE CHANGE MANAGEMENT STRUCTURES
SPONSOR AND STAKEHOLDER SUPPORT

Data informs better decision making and change management is no exception. It is important to measure how individuals impact and
are impacted by the change to help ensure continued progress. When managing a change across organizations, each organization will
have its own path towards recognizing the future data sharing model.

Sponsorship is a key driver for a successful change and understanding the sponsorship dynamic can help influence organizations to
participate and move forward with the future data sharing model.

Sponsorship analysis — The Coalition should identify the sponsors for the data sharing initiative across-sectors and strategize on
leveraging their capabilities and influence to empower others to see the value in data sharing and to become sponsors.

Communications Support: Sponsors are typically senior level individuals that have a high volume of responsibilities and are very
busy. Making it as easy as possible to be a sponsor with supporting materials, advice and clear instructions can enable
sponsorship and change. Sponsors can meet regularly to discuss strategies and partner with one another to share resources
and materials to help ensure consistent communications.

Actively measuring how organizations are progressing along the curve can help predict and inform the change management lever that
can help each organization transition through the change.

Stakeholder Tracking — Soliciting feedback from organizations on where it falls along the change curve stages of awareness, desire,
knowledge, ability, and reinforcement can inform the types of activities, such as sponsorship, communications, training, coaching, or
resistance management, that can best support each organization in their progress.



SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS
FOSTER RELATIONSHIPS WITH THE ILLINOIS MEDICAID AGENCY AND MEDICAID MCOS

Recommendation 4: Foster relationships with the Illinois Medicaid Agency and Medicaid Managed Care Organizations (MCOs) to
align with common goals and strategies for data sharing and delivering exceptional behavioral healthcare.

Recommendation 4.1: Lake County stakeholders who are most closely affiliated with Medicaid services should lead the
engagement with the Medicaid MCOs to:
= Understand the MCO plans outlined in their proposals that are in alignment and can support data sharing in Lake County

» Foster partnerships within Lake County to:

Implement health homes;

Expand the use of support services (peer and family support, living skills, employment, and supported housing);
Develop community-based crisis services; and

Identify and address the needs of individuals who meet the extremely poor functioning criteria, who access behavioral
health services for non-emergent conditions at emergency departments or are booked into jail.

@]
@]
@]
@]

Recommendation 4.2: Engage with the lllinois Medicaid Agency to explore options for obtaining claims data information in either
the aggregate or at the participant level. It is anticipated that this data can answer the prioritized key questions related to
coordinating care for specific individuals.

Why this recommendation?

The research conducted as part of the assessment revealed that lllinois Health and Human Services (HHS) Transformation will
significantly alter how behavioral healthcare is delivered in the Lake County behavioral health community. The transformation efforts
are in alignment with the vision and goals of the Coalition including data sharing efforts and meeting the behavioral health needs of
individuals and families.

National trends show that using centralized data, such as claims data, in data sharing projects increases the depth and breadth of
usable data, allowing entities to answer key questions about their population as a whole and individual outcomes. Leveraging data that
is already collected and shared (to some degree) at the state level would bolster Lake County’s data sharing efforts.

Background

Throughout the nation, health systems are employing new strategies to slow the rate of escalating and unsustainable healthcare costs
and improve clinical outcomes. States are transitioning how they purchase Medicaid healthcare services and there is a move from fee-
for-service (volume based approaches) to alternative payment mechanisms (pay for value) and are utilizing managed care

organizations to deliver on these new approaches.
250



SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS
ENGAGEMENT WITH THE MEDICAID AGENCIES AND MANAGED CARE ORGANIZATIONS

As discussed in section 3.1 Research Review , the lllinois Health and Human Services (HHS) Transformation initiative currently
underway is intended to mobilize on similar objectives. As part of this initiative, the lllinois Department of Healthcare and Family
Services (state Medicaid agency) has recently awarded contracts to six Managed Care Organizations (MCOs) who will operate
throughout the state including in Lake County. There are significant changes that will roll out over the course of the new contracts that
will alter the way care is delivered and managed. All providers of care including behavioral health providers will need to adapt to
changes to meet the intent of the guiding principles and required delivery approaches. The following are a few examples of forthcoming
changes: integrated health homes, increasing real-time data sharing between providers, ability to risk stratify and address needs of the
population, movement away from inpatient care to more support services within the community.
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SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS
ACCELERATE THE ADOPTION OF MODERN PRACTICES

Recommendation 5: Accelerate the adoption of modernized healthcare, business operations, clinical best practices that achieve
better outcomes, experience, and efficiencies.

Recommendation 5.1: Identify and communicate to behavioral health service providers national and other local learning
opportunities focused on healthcare transformation initiatives.

Recommendation 5.2: Develop learning opportunities that are targeted to the specific needs of behavioral health service
providers within Lake County. The following are examples of learning opportunity topics: 1) develop or consolidate back-
office operations that increase a behavioral health service providers’ ability to perform in the new era of healthcare delivery;
2) use clinical and operational best practices for achieving and documenting clinical outcomes (e.g. risk stratification).

Why this recommendation?

National and state trends point towards efforts that transformed the paradigm in how healthcare is delivered and managed. Healthcare
systems are being transformed in order to achieve the nationally accepted Triple Aim which is to 1) improve the experience of care; 2)
improve the health of populations; and 3) reduce the per capita cost of healthcare. Healthcare providers including behavioral health
providers around the nation and within Lake County will have to operate under a new clinical and operational paradigm to remain viable
within the new healthcare business environment.

Behavioral health providers within Lake County must be able to access knowledge from others as well as best practices in the field to
be better positioned to become exceptional in delivering clinical best practices and business operations. While many already seek out
learning opportunities, Lake County behavioral health providers can benefit from both individual and collective learning opportunities.

Background:

As discussed in 3.1.2 National and Local Trends Impacting Behavioral Health, behavioral healthcare systems are transforming to
address the needs of individuals and families while slowing the rate of unsustainable and escalating healthcare costs and improving
clinical outcomes. Through the current data sharing assessment process, it was shown that the ability of behavioral health providers to
utilize current technologies (e.g. EHRs, analytic tools) varied significantly. Not having an EMR adversely impacts a behavioral health
provider's ability to share data electronically.
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SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS
ACCELERATE THE ADOPTION OF MODERN PRACTICES

Background (cont.):

Behavioral health providers without current EHR capabilities will have to be on a distinctive path to acquiring the internal business
operation tools such as an EHR in order to support their long term participation in the future data sharing initiative. Additional technology
and streamlining operations potentially through back-end shared services can alleviate the demands of participating in a future data
sharing models, and on other activities, for an already cross trained workforce.

Further, the need to have electronic capabilities is not limited to participating in the future data sharing initiative but also being viable and
sustainable in the ever-changing landscape of healthcare delivery in the US. This includes but is not limited to being able to navigate in
the new payment structures, which entails being able to demonstrate effectiveness, efficiencies, and clinical outcomes. This journey of
moving to more sophisticated business operations is taking place all around the nation for providers of both physical health and
behavioral health services.
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SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS
EXPAND THE BEHAVIORAL HEALTH SERVICES CONTINUUM

Recommendation 6: Support expansions or shifts in the behavioral health services continuum to better align services with community
needs

Recommendation 6.1: Develop strategies for expanded support and crisis services with an emphasis on implementing the latest
clinical and operational best practices that support individuals and families in community settings. These include changes such
as crisis call command center, crisis mobile teams operating in the community, crisis walk-in centers that can accept individuals
with mild-to-acute crisis needs, crisis follow-up phone calls, community response, peer and/or family support, and appointments
with on-going service providers.

Recommendation 6.2: Collect data from stakeholders, such as 911 dispatch, law enforcement, jail and emergency departments
that can inform crisis service capacity development needs. Within the Data Sharing Pilot Project, immediately focus on collecting
and standardizing available data from jails and emergency rooms while beginning to identify and standardize the types of data to
collect from 911 dispatch and law enforcement.

Recommendation 6.3: Research and collect crisis service capacity development information from other communities (e.g.,
availability of service per 100,000, from communities that have crisis services with the most contemporary service provision
characteristics).

Recommendation 6.4: Design data collection practices to measure capacity and impact as new support and crisis services are
developed. Measures should be consistent with how other communities are measuring support and crisis services.

Why this recommendation?

National and state trends point towards transformation efforts that change the paradigm in how healthcare is delivered and managed. In
order to achieve the goals of the Triple Aim, service continuum designs are being reinvented to optimize the use of community-based
services as an alternative to high cost, facility-based continuum. In order to address the national and local paradigm shifts the Lake
County behavioral health community will need to expanded support services and crisis services at the community level.

Further, the national research shows that there are best practices for identifying and collecting data for the full continuum of services

including support and crisis services. The Lake County behavioral health community can adapt and utilize some of these promising
data collection and reporting practices.
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SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS
EXPAND THE BEHAVIORAL HEALTH SERVICES CONTINUUM

Background

As discussed in 3.1.2 National and Local Trends Impacting Behavioral Health, national and local healthcare systems are transforming
to address the needs of individuals and families while slowing the rate of unsustainable and escalating healthcare costs and improving
clinical outcomes. Many communities are employing various strategies to address these aims including expanding support services
and crisis services. Further, based on information gathered through the Current Data Sharing Assessment, there is minimal
aggregated data readily available within the behavioral health community to inform crisis service capacity development nor is there
organized aggregated data from system partners who could provide demand data such as 911 dispatch and law enforcement
responses within the community related to behavioral health and emergency department utilization for behavioral health conditions.
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SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS
INFLUENCE FEDERAL AND STATE LAWS

Recommendation 7: Influence federal and state laws that support the active sharing of information to coordinate care, while also
safeguarding privacy.

Recommendation 7.1: Engage state lawmakers to either amend or repeal 740 ILCS 110 to support the active sharing of
information to coordinate care while also safeguarding privacy in alignment with federal laws including HIPAA and HITECH laws.

Recommendation 7.2: Identify strategies to engage the federal lawmakers on current initiatives to amend laws (42 CFR Part 2)
to support the active sharing of information to coordinate care while also safeguarding privacy.

Why this recommendation?

North Highland heard stakeholders convey some valid data sharing concerns due to legal barriers. To overcome such barriers, the
Coalition should pursue influencing federal and state laws to increase data sharing potential in a respectful and secure way. The
research conducted showed that many states currently have or are in the process of creating more flexible laws that enable data
sharing, and the federal trend is increasing data sharing to improve the quality of care and care coordination while securing the data
and safeguarding privacy.
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SECTION 5.2

INFLUENCE FEDERAL AND STATE LAWS
IMPACTING MENTAL HEALTH AND DEVELOPMENTAL DISABILITY CONFIDENTIALITY ACT

Below are the detailed recommendations for impacting the Mental Health and Developmental Disability Confidential Act (740 ILCS
110).

Specific language recommendations

CURRENT LANGUAGE IN 740 LANGUAGE RECOMMENDATION

“HIE" is defined broadly as an exchange or Add language to support a continuum of data
organization overseeing and governing sharing practices beyond the “point-to-point”
electronic exchange of health information method implicit in 740

pursuant to 20 ILCS 3860.
Amend 740 to make potential electronic consents

“Written” and “in writing” appear more explicit to prevent organizations

frequently without specific reference to establishing less than optimal data sharing and

paper or electronic media. release precedents ill-aligned with serving the
population

Broader recommendations

* Repealing the law would help eliminate a state privacy law more strict than HIPAA and promote data sharing

* Amending the law to address the current vernacular that lends itself to conservative interpretation and include additional
language to protect non-paper-based media as well as partnerships with more effusive sharing practices than mere “point-to-point”
interactions.

» The additional fields mandated on the release of information forms required by 740 ILCS 110 extend beyond HIPAA'’s limitations and
curtail sharing practices between providers. This issue could be helped by allowing an electronic “accept all” option.

» Research and provide education around the intent of the law and the interpretation continuum for the law to help get
organizations practicing the same interpretation.
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SECTION 5.2

INFLUENCE FEDERAL AND STATE LAWS
IMPACTING 42 CFR — CONFIDENTIALITY OF SUBSTANCE USE DISORDER PATIENT RECORDS

Engaging with federal lawmakers and other interested stakeholders to address aspects of 42 CFR Part 2 could make a difference in
appropriate sharing of critical treatment information while also safeguarding from inappropriate use of information.

There is current dialog at the national level and some initial legislation being drafted that is focused on amending federal regulations
related to substance use health records (42 CFR Part 2), which currently prohibit widespread sharing of patients’ addiction treatment
history. This has been sparked by the need to address the national epidemic of opioid abuse.

Specifically, Rep. Murphy and other bill sponsors and supporters have drafted the Overdose Prevention and Patient Safety Act (OPPS
Act). Originally, 42 CFR Part 2 was meant to protect confidentiality and encourage those living with addictions to seek treatment. Rep.
Murphy and colleagues believe that the unintended consequences of this regulation led to doctors prescribing and making treatment
decisions without information about their patients’ history with substance use disorders. The OPPS Act would bring 42 CFR Part 2 in
line with the Health Insurance Portability and Accountability Act (HIPAA) as it pertains to substance use disorder information.

Of importance to many providers and individuals that use addiction treatment services, is that the legislation makes it clear that these
records are prohibited from being used as evidence or a basis to press charges in criminal cases against patients.

“You cannot treat the whole patient with half of their medical record. In order to help turn the tide on this crisis and prevent more drug
overdose deaths, physicians must have access to their patient’s entire medical history,” said Rep. Murphy. “The Overdose Prevention
and Patient Safety Act will allow doctors to deliver optimal, lifesaving medical care while maintaining the highest level of privacy for the
patient.”

Information was obtained through the National Council for Behavioral Health
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SECTION 5.2

NORTH HIGHLAND RECOMMENDATIONS
EXPLORE POTENTIAL FUNDING MECHANISMS

Recommendation 8: Explore potential funding mechanisms to establish a financially sustainable data sharing program.

Recommendation 8.1: Research federal funding opportunities through the Center for Medicare and Medicaid Services (CMS) —
the Medicaid funding and oversight body.

Recommendation 8.2: Research local and private funding opportunities.

Recommendation 8.3: Based on research, develop a financially sustainable data sharing program.

Why this recommendation?
Federal funding is available to entities involved in sharing data. Lake County could explore obtaining such funding in cooperation with
the MCOs and/or Medicaid. Additional research may also include understanding if and how organizations can fund shared resources.
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6. Coalition Preferred Action Plan
Go First Strategies



GO FIRST STRATEGIES SEeTone
INTRODUCTION Wl

The Coalition is committed to advancing sustainable community-level change through collaborative efforts, such as enhanced systeml ;
wide data sharing, coordination, and collaboration, in order to better leverage existing limited resources and maximize the impact.

Having a guiding Data Sharing Vision can subsequently enable broad strategies to progress towards that vision and action towards its
purpose and design in alignment with these principals. As observed in other communities, once a vision is recognized, stakeholders
get started in prototyping and testing efforts that move the community closer to that vision. If channeled in alignment with the

recommendations, this action can help the Lake County behavioral health community to begin recognizing progress towards this vision
as well as small wins through data sharing.

To translate this vision into action, the eight distinct recommendations and corresponding actionable “Go First” strategies were
developed.

Go First Strategies are tangible, next step actions that are in alignment with the broad Recommendations and can be acted upon
concurrently to guide the Lake County behavioral Health community in their efforts to “just get started.” These strategies are intended
to be directional in nature, with more detailed project plans to be developed. The success metrics are a guide for moving in the right
direction and should be refined during the implementation planning phase. The below compass is a symbolic reminder that, like the
recommendations, these strategies can adapt to meet the needs of the Lake County behavioral health community while moving the
community in the right direction, towards its vision and goals.

Below is a list of the Go First Strategies recommended for the Lake County behavioral health community and these are described in
greater detail in the following materials. These are listed in no particular order as they are intended to start simultaneously.

Implement a Data Sharing Pilot Project

Develop and Mobilize on Data Governance Structures and Activities
Formalize Change Management Structures

Engage with Medicaid Managed Care (MCO) Organizations

Identify Knowledge Opportunities for Behavioral Health Providers
Support Expanding the Behavioral Health Services Continuum
Influence Federal and State Laws

Explore potential funding mechanisms

The Coalition can adopt these eight Go First Strategies as a first step towards eventually achieving its future vision for data sharing.
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GO FIRST STRATEGIES SECTIONG
IMPLEMENT A DATA SHARING PILOT PROJECT

1. Implement a Data Sharing Pilot Project

Activities Anticipated Benefits
A. Design a Data Sharing Pilot Project engaging early adopters | A pilot project will:
from several cross system partners including behavioral health
providers, Emergency Departments, Lake County Jail and Lake | = Afford the Coalition an opportunity to test initial data
County Probation. collection and reporting strategies that can then be used to
inform a future larger scale data sharing plan.

B. Plan and design a simple and low tech solution for collecting
aggregated data and preparing reports. = Support the initial collection of some crucial information that
can be used for planning and oversight purposes.

Why this Go First Strategy? A Pilot project will support the overall understanding of what needs to happen to develop a framework
to support decision making, including what data is needed to answer what questions, the data governance that needs to be in place,
and what technical systems and applications will be used. As a result, Memorandum of Understandings (MOUs), Data Sharing
Agreements and General Release of Information forms can be designed and developed for the pilot, while also aiming towards the
vision. Additionally, a Pilot will provide what worked, what needs improvement, and understanding and realization of the anticipated
benefits.

Success = Initial report/visualization/dashboard of key aggregated data and lessons learned.
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GO FIRST STRATEGIES SECTIONG
DEVELOP AND MOBILIZE ON DATA GOVERNANCE STRUCTURES AND ACTIVITIES

2. Develop and Mobilize on Data Governance Structures and Activities

Activities Anticipated Benefits
A. Design and implement Data Governance Structures and Activities. Structures should Any data sharing process must have the
consider some of the short and long-term needs of data sharing initiative. Data Steward appropriate structures and processes in
Workgroups should be mobilized to focus on the plans for the Data Sharing Pilot Project order to safeguard the success of data
and prioritize data that supports answering questions such as: sharing.
= Who is accessing behavioral health services in community settings and some basic
information about their needs and life functioning abilities? The prioritized initial data to collect can
= Are services being provided in a timely manner to address individual and family be used for planning and oversight
service needs? purposes.
= How many individuals are accessing behavioral health services in Emergency
Departments, what are their needs and where are they dispositioned to and how The focus of the initial data can offer
long does that take? some information about the overall
= How many individuals who are booked into jail that have a behavioral health need? behavioral health population while also
Where are they referred for services and how long does it take to access care? learning about those who use
= How many individuals who are on Probation have a behavioral health need? Where | Emergency Departments, are booked
are they referred for services and how long does it take to access care? into jail and/or are on Probation.
B. Develop and execute MOUs for all Lake County behavioral health community | Development and execution of MOUs
stakeholders who are willing to commit their efforts toward a data sharing initiative. The | advance the level of engagement and
content of the MOU could include but not be limited to committing to engage and explore | commitment on the part of the Signors
how they can participate in the future of data sharing, participation on Data Governance | improving the likelihood of achieving the
Committee(s) and regular engagement in the overall processes and strategies. agreed upon goals.

Why this Go First Strategy? Just as a framework for sharing data needs to be established, the rules, processes, and procedures to
share data need to be established. In conjunction with the Pilot in the first Go First Strategy, developing data governance structures
and activities will result in participants clearly understanding what’s being shared and why through MOUs, Data Sharing Agreements
and General Release of Information forms. As a result, the agreements be designed and developed for the pilot, with the future state
vision in mind and taking steps toward that vision.

Success = Established data governance groups, data governance for the Pilot project, and signed MOUs.
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GO FIRST STRATEGIES SECTIONG
FORMALIZE CHANGE MANAGEMENT STRUCTURES

3. Formalize Change Management Structures

Activities Anticipated Benefits
A. Develop mechanisms to engage all data sharing initiative | Change management strategies are critical to the success of any
stakeholders throughout the data sharing initiative stages, | project. Given the complexities of the Lake County data sharing
regardless of when and how they participate. initiative, it is even more important that strategies are developed to
accommodate the varied needs of the diverse stakeholders.
B. Develop and formalize processes to identify, understand, | Implementing change management strategies will enable the
document, and respond to sponsor and stakeholder needs. success of the initiative.

Why this Go First Strategy? Projects generally fail due to the lack of effective change management and communication. To give the
data sharing project the greatest chance of success, Lake County should include the ADKAR concept: A — Awareness of the need for
change, D — Desire to support the change, K — Knowledge of how to change, A — Ability to demonstrate new skills and behaviors, and
R — Reinforcement to make the change stick (PROSCI®©)

Additionally, communication and clear understanding of these roles: Responsible (who needs to do what), Accountable (ultimately
answerable for a decision or activity), Consult (who needs to be consulted before a decision is made; input is required), and Inform
(who needs to be informed after a decision is made) — also known as a RACI Matrix.

Success = Invested stakeholders and buy-in; ultimately leading to a successful Pilot project.
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GO FIRST STRATEGIES SECTIONG
ENGAGE WITH MEDICAID MANAGED CARE MCO ORGANIZATIONS

4. Engage with Medicaid Managed Care (MCO) Organizations

Activities Anticipated Benefits
A. Understand the MCO plans outlined in their Medicaid A partnership with the Medicaid MCOs can accelerate solutions
proposals that are in alignment and can support data sharing in | and foster mobilization on many of the priorities outlined by the
Lake County. Lake County behavioral health community which are in alignment
with the lllinois Health and Human Service Transformation Initiative
B. Understand and foster partnerships with MCOs on lllinois that MCOs are responsible for carrying out.
Medicaid initiatives such as:
= Implement health homes; Some of the commonalities include:
= Expand the use of support services (peer and family = Fostering a system that utilizes a person-centric approach to
support, living skills, employment and supported housing); services that meet the physical, behavioral and social support
= Develop community-based crisis services; and needs of individuals and families;
= Identify and address high need individuals such as those = Designing a delivery system that addresses the full continuum
with extremely poor functioning, who access ED or are of care needs including crisis and support services;
booked into jail. = Realigning financial resources that result in better care, better
outcomes and better experience of care;
= Utilizing technology-enabled solutions; and
= Utilizing analytics and reporting.

Why this Go First Strategy? Leveraging projects and initiatives in lllinois that align to the Data Sharing vision, whether in supporting
data collection, improving behavioral health outcomes, or improving the individual experience are steps that can advance the
Coalition’s goals and timetable. For example, getting claims data from Medicaid or the MCOs would go a long way in collecting data to
be used to answer key questions.

Success = Access to and receipt of Medicaid participant level claims data; initial engagements and partnerships established to
understand the Medicaid/MCOs plans to share data and improve behavioral health access, care and services.
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GO FIRST STRATEGIES SECTIONG
IDENTIFY OPPORTUNITIES FOR BEHAVIORAL HEALTH PROVIDERS

5. Identify Knowledge Opportunities for Behavioral Health Providers

Activities Anticipated Benefits
A. Identify and communicate to behavioral health The ultimate purpose of the Coalition is to enable individuals and families
providers national and other local learning opportunities with behavioral health needs to have access to a coordinated, integrated,

that are focused on health care transformation initiatives well-funded mental health system that promotes recovery and social
that support the acceleration of clinical best practices and | inclusion through timely access to prevention, treatment, and recovery
business operations such as data sharing and support services. (Coalition Charter)
interoperability.
As such, in order to realize the aforementioned vision, it is imperative that
B. Develop learning opportunities that are targeted to the | those who are entrusted to be the providers of behavioral health services
specific needs of behavioral health providers within Lake are exceptional in delivering clinical best practices and business
County. The following are examples of learning operations.
opportunity topics:
= Developing or consolidating back-office operations Further, efforts by individual organizations must be made in concert with
that increase a behavioral health providers’ ability to | the behavioral health delivery system as a whole in order to realize the
perform in the new era of healthcare delivery (e.g. principles of the Coalition as well as fulfill their own vision, mission, and
use of electronic systems, data collection, analysis, goals.
and reporting); and

= Using clinical and operational best practices for Through individualized and collective learning opportunities the
supporting, achieving and documenting clinical behavioral health provider community can accelerate their journey
outcomes (e.qg. risk stratification). towards exceptional service provision and business operations.

Why this Go First Strategy? In order to position behavioral health providers to become exceptional in delivering clinical best
practices and business operations, they must be able to access knowledge from others and from best practices as defined in the field.
While many already seek out learning opportunities, Lake County providers can benefit from individual and collective learning
opportunities that take them to the highest level obtainable.

Success = Behavioral health providers will be aware of and engaged in additional learning opportunities.
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GO FIRST STRATEGIES SECTIONG
SUPPORT EXPANDING THE BEHAVIORAL HEALTH SERVICES CONTINUUM

6. Support Expanding the Behavioral Health Services Continuum

Activities Anticipated Benefits

A. Develop strategies for expanded support services and crisis Expanding the behavioral health services continuum will support

services. the Coalition and Lake County behavioral health community in
achieving conveyed priorities and Guiding Principles such as

The strategies should include an emphasis on the most delivering care that is:

contemporary clinical and operational best practices that = Person-centered;

support individuals and families in community settings. = Strengths-based;
= Evidence-based, evidence-informed, best, and emerging

The focus of the work should be done in tandem the work of promising practices;

collaborating with MCO’s. = Community-based and provided at the most appropriate level to

meet the presenting needs; and
The focus of strategies should include a focus on services such | = Collaborative and address the service response needs of

as crisis call command center, crisis mobile teams operating in system partners such as emergency departments and the

the community, crisis walk in that can accept individuals with justice system partners.

mild to acute crisis needs, crisis follow-up through phone calls,

community response, peer and or family support and Additionally, expanding the behavioral health services continuum
appointments to on-going service providers. will support the Coalition and Lake County behavioral health

community in aligning with national and local health and human
service transformation initiatives.

Why this Go First Strategy? National trends point to person-centered care. In order to meet the needs of the Lake County
community, there is a need to expanded support services and crisis services at the community level.

Success = Collaboration established with the MCOs to plan and develop strategies to expand support services and crisis services.
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GO FIRST STRATEGIES
INFLUENCE FEDERAL AND STATE LAWS

SECTION 6

7. Influence Federal and State Laws that can support the active sharing of information to coordinate care while also safeguarding

privacy.

Activities

Anticipated Benefits

A. Develop strategies to either amend or repeal 740 ILCS 110 to
support the active sharing of information to coordinate care
while also safeguarding privacy in alignment with federal laws
including HIPAA and HITECH laws.

B. Identify strategies to engage lawmakers about current
initiatives to amend laws (Confidentiality of Substance Use
Disorder Patient Records (42 CFR Part 2)) to support the active
sharing of information to coordinate care while also
safeguarding privacy (i.e., sending letters to
senators/representatives, and thereby taking an active role in
the federal dialogue).

Upon agreement of strategies by the Coalition, engage with
applicable state or federal lawmakers.

Amending or repealing laws will support the active sharing of
information to coordinate care while also safeguarding privacy.

Why this Go First Strategy? Changes to laws to contain more data sharing friendly language increases the chance of successful

data sharing by reducing real or perceived barriers.
Success = Strategies developed to engage lawmakers.
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GO FIRST STRATEGIES SECTIONG
EXPLORE POTENTIAL FUNDING MECHANISMS

8. Explore potential funding mechanisms to establish a sustainable data sharing program.

Activities Anticipated Benefits
A. Research federal funding and local and private funding Coalition is aware of potential funding mechanisms to build on
opportunities. investments already made.

Why this Go First Strategy? As we've seen in the comparable communities, several rely on a breadth of resources to reach their

goals. Funding that builds upon investments already made by Lake County for the Data Sharing Project is important for both short and
long-term success.

Success = Compilation of funding possibilities.
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Appendix 7.1: Lake County Mental Health Coalition Charter

LAKE COUNTY MENTAL HEALTH COALITION
CHARTER

OVERVIEW

Lake County recognizes that the national and local mental health crisis impacts everyone. To
address this crisis, the Lake County Mental Health Coalition (LCMHC) was convened. The
LCMHC is a community-based initiative made up of a diverse group of stakeholders
representing government, hospitals, public health, spiritual/clergy/religious/pastoral care,
housing/homeless assistance, law enforcement, justice partners, community health providers,
and private philanthropic funders who are focusing on data-sharing and evidence-based
practices to address gaps in Mental, Emotional, and Behavioral (MEB) health services, and

development of a connected sustainable continuum of care for this vulnerable population.

VISION

The lllinois Mental Health Services Strategic Planning Task Force, as established by the Illinois
State Legislature in August 2011 (Pub. Act 097-0438) published the /llinois Mental Health
Strategic Plan, which is a strategic plan for the delivery of mental health services in lllinois
during 2013-2018. The plan identifies a Vision to achieve an efficient, effective, high-quality
mental health service delivery system. The LCMHC's vision can mirror the State of Illinois,

which states:

In lllinois, we envision: All adults with a diagnosis of, or at risk for developing, a mental
illness will have access to a coordinated, integrated, well-funded mental health system
that promotes recovery and social inclusion through timely access to prevention,

treatment, and recovery support services.

PURPOSE



The purpose of the Lake County Mental Health Coalition is to advance sustainable community-
level change through collaborative efforts, such as enhanced system-wide data sharing,
coordination, and collaboration, in order to better leverage existing limited resources, and
maximize the impact. Additionally, the LCMHC will work collaboratively to develop a positive
public awareness campaign to decrease stigma and increase an awareness of available

resources for mental, emotional and behavioral (MEB) health needs.
Coalition members will strive to answer these questions:

e How to better understand the mental health needs of the Lake County population as a
whole across organizations and systems

e How to communicate and share throughout the community that MEB illness is
preventable and treatable?

e How to enhance programs to prevent MEB illness?

e How to share data to track persons’ intercept with systems and make connections
between the different services?

e How individuals access the optimal service regardless of where they enter the system?

e How to enhance the network of services to improve the continuum of care for MEB
health?

e How to connect the multiple systems to provide better care coordination?

Studies reveal there is a greater chance of success when different groups collaboratively
organize around outcomes, especially when tackling social issues. While there are many
successful programs in Lake County, they are too often doing this good work in silos. There
needs to be more coordination and a systematic solution to support the alignment of resources
to make a significant, ongoing collective impact. The LCMHC will explore and identify the
common goals and mutual benefits for all stakeholders (government, hospitals, police,

community partners, and more).

OBJECTIVES

N ‘



The ultimate objective of the Coalition is to prevent and reduce MEB health illness, including

substance use disorders among adults through data-sharing and researched-based best

practices designed specifically for Lake County to form stronger prevention, build capacity,

address gaps, and enhance services.

To accomplish this, the Coalition will:

Actively collect, share, and review the various disparate data sets to understand the
prevalence of MEB health illness, and breadth of existing services and programs in Lake
County.

Build connections through improved data-sharing among fragmented and siloed
services in order to align the services with the needs, at the appropriate level, and the
optimal time.

Address the factors in a community that increase or contribute to the risk of MEB
health illness/crisis, promote the factors that minimize the risk, support, expand, and

enhance preventative strategies.

OUTCOMES

Collect and share data and analysis on local MEB health, including current services and
demand need for service;

Develop a framework and systems to consistently share data across communities and
use that data to inform and create more efficient services;

Use data to identify needs and gaps in service and then align and prioritize that list;
Recommend policy and practices necessary to build capacity, address gaps, and
enhance services;

Build upon existing bodies of research regarding best practices and evaluate them for

their applicability in Lake County;



e Design and implement a positive public awareness campaign to decrease stigma and
improve health literacy by increasing an awareness of available resources for behavioral

health needs, and coordinate existing community awareness efforts.

GUIDING PRINCIPLES

The State of lllinois uses the following principles to guide the design, delivery, and evaluation
of all MEB health illness prevention, treatment, and recovery support services in lllinois. The

LCMHC's efforts align with these principles:

e Services for adults with MEB health conditions are person centered, strengths based,
trauma informed, and culturally competent. Services are founded on evidence-based,
evidence- informed, best, and emerging promising practices.

e Services are flexible, tailored, and provided in the least restrictive setting appropriate to
the individual’s needs.

e Adults with MEB health illnesses are provided with the support and housing, and when
applicable supportive employment. Children with emotional disorders have accessto a
broad, flexible array of effective community-based services and supports that are
integrated at the system level and individualized to each child’s and family’s needs.

e Thedirect and immediate involvement of individuals with lived experience of MEB
health illnesses to better understand and access the available continuum of care.
Individuals with MEB health, health conditions are served wherever and whenever they
present for care (*no wrong door”).

e Services are integrated, to the greatest extent possible, across MEB health and primary
care settings. Individuals involved with the criminal justice system are diverted to MEB
health treatment and services as appropriate to their situation and with regard for
public safety. Individuals in crisis are deflected from the criminal justice system when
public safety deems the MEB health system is a more appropriate alternative.

e Qutcomes are standardized and measured at the individual, provider, and service

system level. Outcome data drives quality improvement efforts.



e The MEB health workforce is sufficiently sized, appropriately trained, and properly
credentialed.

e Funding for MEB health services is appropriate to meet identified needs and priorities
within budgetary constraints. All additional sources of funding (federal, state, private,

insurance, etc.) are maximized.

RESPONSIBILITIES & GENERAL PRINCIPLES OF COLLABORATION

Members are asked to represent the interests of their respective groups and audiences and
serve as advocates for the Coalition’s charge. As such, members’ responsibilities include, but

are not limited to:

e Attend meetings, actively engage in discussion, and come prepared to advance
meeting outcomes.

e Honor the knowledge in the room.

e Ask questions and seek clarification to ensure understanding of other’s interests,
concerns and comments.

e Listen and be open to viewpoints that may be different from your own and critical
feedback.

e Develop reports, presentations, and other documents, as requested.

e Share data, information, and resource materials to represented groups and
organizations.

e Invest time, energy and organizational resources necessary to carry out the LCMHC's
objectives and encourage other colleagues and community members to do the same.

e Regard disagreements as problems to be solved rather than battles to be won.

e Be prepared to “think outside the box” and develop creative solutions to address the

many interests that will be raised throughout the Coalition’s deliberations.



e The LCMHC's mission will be best achieved by relationships among the members
characterized by mutual trust, responsiveness, flexibility, and open communication.

e Work toward the LCMHC’s common goals.

MEMBERSHIP

The Committee membership is listed in Attachment A. The term is for the duration of the

committee’s work.
*Portions adopted from:

e (California DHCS, Healthcare Reform Committee

http://www.dhcs.ca.gov/services/MH/Documents/osb%20Healthcare%20Reform_Char

ter v3%2o0sr 2011-03-26.pdf

¢ lllinois Mental Health Strategic Plan (2013-2018)


http://www.dhcs.ca.gov/services/MH/Documents/05b%20Healthcare%20Reform_Charter_v3%20sr_2011-03-26.pdf
http://www.dhcs.ca.gov/services/MH/Documents/05b%20Healthcare%20Reform_Charter_v3%20sr_2011-03-26.pdf

Appendix 7.2: Glossary of Terms

Glossary of Terms

At Rest — Refers to the condition of data. Data at rest refers to data that is not "moving” through
networks.

Behavioral Health — Includes mental health and substance abuse conditions and/or treatment. This
terminology is in uniform with other developing national language consistent with integrated treatment
approaches. Behavioral health as it reads in this report is inclusive of mental, emotional, and behavioral
health as described in the Lake County Mental Health Coalition’s Charter.

Break the Glass — Break the glass (which draws its name from breaking the glass to pull a fire alarm)
refers to a quick means for a person who does not have access privileges to certain information to gain
access when necessary.

Change Management — Refers to the discipline that guides how we prepare, equip and support
individuals to successfully adopt change in order to drive organizational success and outcomes. While
all changes are unique and all individuals are unique, decades of research shows there are actions we
can take to influence people in their individual transitions. Change management provides a structured
approach for supporting the individuals in your organization to move from their own current states to
their own future states.

Coalition — Refers to the Lake County Mental Health Coalition. The Coalition consists of representatives
from a diverse group of impacted organizations:

* Government

* Hospitals

*  Public health

» Spiritual/clergy/religious/pastoral care
* Housing/homeless assistance

* Law enforcement

* Justice partners

*  Education

* Advocacy organizations

*  Community health providers, including behavioral healthcare, and
*  Private philanthropies

Data Owners — Refers to the organization that have the legal rights and complete control over a single
piece or set of data elements, as well as owns the policies and practices of sharing that data.

Data Sharing Project — Refers to all tasks, activities, and outcomes related the data sharing engagement
with North Highland to date. The term data sharing initiative refers to the overall work of the intuitive
and data sharing goal of the Lake County behavioral health community



Appendix 7.2: Glossary of Terms

Hot Spotting — Refers to a data-driven process for the timely identification of extreme patternsin a
defined region of the healthcare system. It is used to guide targeted intervention and follow-up to
better address patient needs, improve care quality, and reduce cost.

Lake County behavioral health community — Includes the network of entities across healthcare
organizations, the justice system, and community organizations that are involved in or impacted by
behavioral health.

Lake County Government — Refers to individuals employed by Lake County.

Metadata — Metadata is data about data. In other words, it is data that is used to describe another
item's content.

R-code — term used to describe the lllinois Uniform Crime Reporting (IUCR) codes. These codes are four
digit codes that law enforcement agencies use to classify criminal incidents when taking individual
reports.

Recidivism — Refers to a tendency to relapse into a previous condition or mode of behavior.

Service Point — ServicePoint is used by more than 70% of the U.S. Department of Housing and Urban
Development’s (HUD) Continuum of Care (CoC) communities. So much more than just an HMIS
(Homeless Management Information System), ServicePoint is a flexible, web-based software system
used by human services organizations to easily manage and coordinate services, guide resource
allocation, and demonstrate effectiveness.

Speed of Trust — is a phrase used within change and data sharing literature to describe the pace at
which a change and/or the sharing of data with move. Building trust is critical and the following
strategies are recommended to support the development, and ultimate signing of, data sharing
agreements across stakeholders and enable a data sharing initiative

System partners — Refers to a working relationship between entities within the behavioral health
community, such as service providers.

Triple Aim — Refers to the goals of improving the patient experience and the health of populations while
reducing the cost of care. The goals of the Triple Aim are to 1) Improve the experience of care, 2)
Improve the health of populations, and 3) Reduce the per capita cost of healthcare.



Interviewee List

Appendix 7.3: Current Data Sharing Assessment Interviewee List

Below are stakeholders across the Lake County behavioral health community that the North Highland team
interviewed during the Current Data Sharing Assessment research process. These contacts were provided or
recommended by Coalition and community members and by interviewees.

First Name Last Name Title Organization
Senior Clinical Program
Betsy White Manager, Outpatient Psychiatry|Northshore University Health System
Continuum of Care Program
Brenda O Connell Coordinator Lake County Government
Bruce Johnson CEO NICASA
Cindy Guerra IT A Safe Place
Clinton Herdegen Police Chief Libertyville Police Department
Lake Forrest Hospital (Northwestern
Collins Seamus Vice President Operations Memorial Healthcare)
Chief Nuclear Medicine
Danielle Meyer Technologist North Shore Community Health System
David Hare Chief of Operations Lake County Sherriff Office
David Wathen Chief of Corrections Lake County Sherriff Office
Administrative Director,
Deborah Taber Psychiatry NorthShore University Health System
Vice President of Medical
Debra Susie Lattner Management Advocate Condell Medical Center
Dominica Tallarico President Advocate Condell Medical Center
Arden Shore Child Family Service - Mental
Dora Maya President and CEO Health Collaborative
Doug Kasamis IT Manager Lake County Health Department
Doug Kasarnis Director of IT Lake County Health Department
Director of Behavioral Health
and Therapeutic Support Arden Shore Child Family Service - Mental
Emperatriz Guerra Services Health Collaborative
Eric Guenther Police Chief Mundelein Police Department
Community Development
Planner/Granter Administrator
Eric Foote Specialist Lake County Government
Gail Weil Executive Director Community Youth Network
Harry Kromer Director of Information Systems|Advocate Condell Medical Center
Janelle Moravek Executive Director Youth and Family Counseling
Jennifer Harris President CR Search Inc.
Director Workforce
Jennifer Serino Development Department Workforce Development Department
President Highland Park Highland Park Hospital (Northshore
Jesse Peterson Hall Hospital University Health System)
Jim McFatridge Sr. Director, EMR IT Operations [Thresholds
Jodi Gingiss Administrator Community Development




Joel Williams Executive Director PADS

John Wurl Manager, HIE Interface Thresholds
Kathy Pierson Steering Team Lake County United
Keith Kaiser Sgt. and Director of Training Lake County Sherriff Office
Assistant CEO for Vista Health
Kim Needham System Quorum Health/Vista Health System
Lee Francis President and CEO Erie Family Health Center
Linda Snelton Chief Operating Officer NICASA
Director of Information
Lonnie Renda Technology Lake County State's Attorney Office
Loretta Dorn Chief Operations Officer Lake County Health Department
Lorrie George-Baskin Director of Development NICASA
Mark Curren Sheriff Lake County Sherriff Office
Executive Director Lake County
Mark Pfister Health Department Lake County Health Department
Mary Hillard Vice President Advocate Condell Medical Center
Mary Jouppi President NAMI Lake County

Lake County Residential Development
Mary Ellen Tamasy President Corporation (LCRDC)

Deputy Director, Chair of the
System Coordination & Entry

Megan Powell-Filler Committee Additional Housing Contact

Michelle Vance Clinical Nurse Manager NorthShore University Health System
Director of Information
Technology and

Mike Hartman Telecommunications Quorum Health/Vista Health System

Program Coordinator Child and
Adolescent Behavioral Health

Nick Caputa Services Lake County Government
Norman Stephens Interim CEO Quorum Health/Vista Health System
Pam Cairns President Leading Healthy Futures
Director External Affairs and
Posh Charles Community Health Northwestern Memorial Healthcare
Director, Medical Group
Rachel Greenspan Operations, Psychiatry NorthShore Medical Group
Raman Jathar Data Architect NorthShore University Health System
Rose Gray Director of Adult Probation Lake County Circuit Court
Roxanne Garza Probation Officer Lake County Circuit Court
Rudy Martin Probation Officer Lake County Circuit Court
Associate Director Behavioral
Sam Johnson Murello [Health Lake County Health Department

Assistant Director of Lake
County Specialty Courts,

Steve Fabbri Surveillance and IPS Lake County Circuit Court

Steve Husak Police Chief Lake Zurich Police Department

Steve Balinski Police Chief Kildeer Police Department
Senior Director of Mental

Tilisha Harrison Health NICASA

Tina Johnston Probation Officer Lake County Circuit Court

Arden Shore Child Family Service - Mental
Vicky Tello VP of Operations Health Collaborative




Winnie Webber IT Director Lake County Circuit Court
Administrative Assistance at
Yareli Facundo Cool Learning Experience Lake County Health Department




Appendix 7.4: Current Data Sharing Assessment Interview Guide

Lake County Mental Health Coalition Facilitation:
Current Data Sharing Assessment

Obijective: To research the current data sharing practices across representative entities within Lake County to understand the strengths and
weaknesses within the functional practices and technical capabilities with sharing data. The purpose of this research is to inform a future state
data sharing framework in which organizations involved with mental, emotional, and behavioral health can recognize improved care coordination
and better results for the individuals in the system through data sharing.

The purpose of the interviews are to understand and document the current state of:
® Care coordination between system partners

 Data / information shared during care coordination

* Data available for reporting

* Technological systems used

Type of Question
Technical Functional
# Stakeholder Questions Question Question LGBV

Name

Company

Title

PROCESS

1.00 |How do you determine the individuals need for behavioral health services and severity of need? X
2.00 |What other organizations does your organization coordinate for referral and care coordination? X
3.00 |What is the benefit to you for coordinating with these organizations? X
4.00 Are you able to attain access the behavioral health care on behalf the individuals you serve need X
5.00 What would help to improve access and timeliness X
6.00 Are there any measurements for the timeliness of that access X
7.00 |Once you refer someone to a behavioral health service, do you have a need for on going coordination? X
8.00 |What does that care coordination look like today X
9.00 [If so, what would the ideal level of care coordination look? X
10.00 Are there any written instructions, requirements about how to collaborate or coordinate care between your X

organizations?
11.00 If yes, X
12.00 May we receive a copy X
13.00 what are the documents X
14.00 What information is outlined in the documents? X
15.00 Scale 1 to 10 — 1 being not effective at all, 10 being most effective, how would you rate the effectiveness of the X

coordination between your organizations

16.00 |What two actions would improve your effectiveness in coordinating care? X

Lake County Mental Health Coaltion concepts incude a "No wrong door mentality"- what pain points do you find in

18.00 X
faciliating individuals entry into the system?
19.00 Lake County Mental Health Coaltion concepts includes the idea that "individuals access care at the least restrictive X
appropriate setting" - what is your experince with this?
50.00 Lake County Mental Health Coaltion concepts/vision incudes that "outcomes are measured at the individual, provider X
and services system level" - what measures would you propose for a go forward strategy?
DATA SHARING (Only If sharing data)
Data collected from participant
21 [Does your organization have an electronic system to capture your service delivery with your clients? X
22 If no, how do you capture this information? X X
23 If yes, what is the name of the system? X X
24 [What types of data you collect from the individual? X X
25 [What data element do you use to identify an individual? X X
26 [What is the language (code) you use to document behavioral health service need? (i.e. ICD 10) X X
Do you document or have : Demographic, severity/risk, service notes, census, transfer information, encounter/service X X
27 |codes, cost data?
28 [Who is responsible for entering the data? X X
29 [Who if any is the data analyst who analyzes the data? X X
Sharing (Data Sent to others)
30 |Do you have data sharing agreements with any organizations within Lake County? X X
31 If yes, may we have a copy? X X
32 What data is shared when coordinating care? X X
33 |How do you verify that you are ALLOWED to share patient data with another entity? X X
34 |Who is responsible for sending the data? X X
35 |Any organization you do not share data with — why? X X
36 |Which organizations do you send data to? X X
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Lake County Mental Health Coalition Facilitation:
Current Data Sharing Assessment

37 |What data points do you send ? X X
38 |How is that data sent? X X
Receive (Data received from others)
39 |Does your organization receive any reports from other system partner organizations? X X
40 |Which organizations send you information? X X
41 |What data points do you receive ? X X
42 |How is that data sent ? X X
43 |What data do you want but are not getting? How would this help you? Why are you not getting it? X X
44 |Can we have a sample of what is provided? X X
X
OTHER X
45 |What data do you aggregate? X X
46 |Do those reports include information on the availability or timeliness of services? X X
47 |May we have a copy? X X
Does your organization have any current initiatives (planned or under way) regarding data collection or data system X X
48 |enhancements for the purpose of care coordination?
49 |If yes, please describe the initiative and the goals X X
50 |Have there been any past attempts to improve coordination and data shared? Describe them. X X
51 |Do you have any recommendations about how to improve how data is shared? X X
52 |Do you have a Chief Security/Privacy Officer? X
53 If yes, who is it? X
54 |Do you have a standard set of privacy/security policies? X
55 |May we have a copy of it? X
How do you assess the availability of subsequent services on behalf of the individual with mental health needs?
Availability may also refer to the lack of services available. If this is a calculation please indicate the formula or who can
56 |share the formula with us. X X
What data points do you use to measure the care coordination with your organization? Do you have any data that you
57 |can share? X X
58 |What Key Performance Metrics are you measured by as it pertains to Individuals with mental health needs? X X
TECHNICAL
59 |Describe your role within the organization? X
What are the primary business areas that you support and what are the main types of information / data in your
60 [systems? (Patient, etc.?) X
Are the data for your systems maintained within your organization or are they maintained outside of your organization
61 |bya 3™ party? X
62 |Do you have access and ownership to all of the detailed data within your systems? X
63 |Do you have logical data flows and logical data diagrams of data within your systems? X
64 |Do you have a medical billing/claims system? If so, which one? X
65 |Do you submit your claims (837’s) to a central exchange? If so, which one? X
66 |Do you have a Electronic Medical Record (EMR)/Electronic Health Record (HER) system? If so, which one? X
67 | What other system(s) do you have that contain patient/individual information? X
68 |Do you send out Admit/Discharge/Transfer (ADT’s) messages? If so, to who? Using what method (HL7, CCDA, etc.)? X
Do you currently participate in a Health Information Exchange (HIE)? If so, which ones? Which of your systems are
69 |connected to that HIE? X
Do you currently exchange information with other organizations? (What information do you send? What information
70 |do you receive?) X
How do you exchange information with other organizations outside of your organization? How do you send
71 |information? How do you receive information? (E.g., Service Oriented Architecture, email, manual, etc.?), X
72 |How old/current is the data when you share or receive with other organizations? X
73 |Do you archive some of your data? Is this data retrievable for reporting or sharing? X
At what level of detail is the information that you share or receive? (Aggregated information or detail level of
74 |information? X
75 |Do you have separate systems for reporting and analytics? (E.g., Data Warehouse Systems) X
76 |On what database platform(s) do your operational systems reside? (Oracle, MS SQL Server, Etc.) X
77 |On what database platform(s) do your analytical systems reside? (Oracle, MS SQL Server, Etc.) X
78 |How would you rank the quality of data within your organization? (Excellent, Average, Poor) X
79 |What is the granularity of data that is maintained and shared? X
80 |How do you apply security to your information / data? At the database or application level? X
Do you store Pl (Personally identifiable information) data in your systems? What are some examples of this PIl data? Is
81 |all of this data HIPAA related? X
82 |What data elements do you use to identify an individual? X
83 |Do you use a secure messaging (email, text, etc.) system within your organization? External to your organization? X
84 |How do you verify that you are ALLOWED to share patient data with another entity? X
85 |Do you have any data sharing agreements in place? With which organizations? X




Appendix 7.4: Current Data Sharing Assessment Interview Guide

Lake County Mental Health Coalition Facilitation:
Current Data Sharing Assessment

86 |Do you have a Chief Security/Privacy Officer? X
87 |Are there any Data Governance initiatives currently in place? X
88 [tools? X

What are the current IT initiatives and priorities in your area? What significant projects are upcoming that may impact
89 |data sharing, e.g. systems that are: New Systems, Systems Being Replaced, Systems in Decline. X

BARRIERS TO DATA SHARING
90 |Why do you not share data? X X
91 |What is the legal reason for not sharing data? X X
92 |Other than legal, are there other process barriers to sharing data? X X
93 |Are there technical barriers that prevent data sharing? X X
94 |Are there political reasons for not sharing data? X X
95 |Are there proprietary/competitive reasons for not sharing data? X X
96 |lIs there is reason for not sharing information / data? Explore deeper based on response. X X
97 |Do you see potential value in sharing information/data? X X
98 |If yes, explore value and what barriers exist for not sharing data. X X
99 |If no, what would need to change for it to add value for you? X X
Public Awareness Campaign

A barrier to individuals accessing the services they need is the stigma around mental, emotional and behavioral health.

Lake County has an opportunity as a community to change that perception. If Lake Conty were to support a campaign,

how do you see your organization taking part in the campaign? (Funding, profile identification, resources, message
100 |creation, process/inserts)

WRAP UP
101 Do you have any other thoughts pertaining to this topic that you would like to share? X X
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The following are from slides from the lllinois HHS Medicaid Waiver Advisory Committee Discussion

discussion document.

Health and Human

Services Transformation

lllinois HHS Medicaid Waiver Advisory
Committee Discussion

Discussion document

January 19, 2017
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DRAFT - Confidential and Proprietary

Medicaid individuals with diagnosed behavioral health needs make up
~25% of the population, but ~56% of the total spend

FY2015 members and spend

Annualized members (millions), dollars (billions)

100% = 3.1 105
Behavioral health core spend

Individuals with diagnosed
behavioral health needs

25%

Medical spend

Individuals with no diagnosed 62%
behavioral health needs
Spend for non-behavioral
Individuals with only care health members

coordination fee spend :
Individuals with no claims 7%

Spend for members with only

— RY /
6% - / care coordination fee spend

Members Spend

SOURCE: FY15 State of lllinois DHFS claims data 7
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DRAFT - Confidential and Proprietary

Objectives of the lllinois HHS Transformation to address these

challenges
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DRAFT - Confidential and Proprietary

The State will also pursue initiatives outside the waiver to advance its
behavioral health strategy Non-waiver initiatives covered here

Other initiatives

= State Plan Amendments (SPAs),
including, but not limited to:
— Integrated physical and
Advance behavioral health homes

_ Planning — Crisis stabilization and mobile
waivers Documents crisis response

State Plan Other
Amendments

— Medication-assisted treatment
(MAT)

— Uniform Child and Adolescent
Other Needs and Strengths (CANS)
demon- General and Adult Needs and
stration r?cvegue Strengths Assessment (ANSA)
grants Hnas = Advance Planning Documents

(APDs)

— Data interoperability through
360-degree view of behavioral
health member
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€) Member inclusion and engagement: Introduction to

discussions

suggested approach

High

Level of
behav-
ioral
health
needs

Low

Low

Low needs
members

Moderate
needs
members

Level of physical health needs

DRAFT -

Confidential and Proprietary

ILLUSTRATIVE

Are there
demographic
characteristics you
feel ought to qualify
a member for entry
into the highest tiers
of need (e.g.,
children in DCFS
care)

Are there any
members of the
Medicaid population
that should be
excluded from
Integrated Health
Home membership
(e.g., those already
receiving
wraparound support
from other
programs?)

High

Approach to tiering adopted to ensure members with similar needs receive

comparable care coordination support, and to focus resources on those

members who need greatest support

24
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Appendix 7.6: Public Awareness Campaign Socialization

Public Awareness Campaign Socialization

Data Sharing is one of the Coalition’s initiatives as outlined in their charter. Another task the Coalition
has discussed is a public awareness campaign. North Highland explained the purpose behind a public
awareness campaign, potential approaches and asked for a description of interviewee’s potential
participation in a public awareness campaign in every interview to begin socializing this initiative on
behalf of the Coalition. Messages were framed using the respective sector’s “What’s in it for me”
messaging and tailored per organization based on the needs and anecdotal stories shared during the

technical and functional interviews.

Communicating the below goals of the public awareness campaign in particular resulted in improved

enthusiasm for the campaign:

* Encouraging people to access care, particularly those not already accessing

services

e Qvercoming the stigma of behavioral health

* Equipping behavioral health individuals and families with the information

needed to get services

HEALTHCARE JUSTICE SYSTEM

= Mitigating misuse of ED resources and = Jail diversion
increasing use of less acute settings to treat » Less calls to police and more
less acute cases to the appropriate service
- With more individuals accessing services, provider for behavioral health
the data available dn the real need across incidents
the Lake County and across services will
improve.
Would need to get approval and see whether Needs to be a combined effort
messaging is aligned with their internal across agencies to be effective
marketing

COMMUNITY {EF%

The ability to address needs earlier so
health issues have less of a
compounding impact on societal
factors of health, such as maintaining
employment and stable housing

Would need to prepare to ramp up
organizations to support an
increased demand
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User Policy, Responsibility Statement &
Code of Ethics

For Lake County’s ServicePoint®

User Policy

Partner Agencies shall share information for the purposes of coordinating services to individuals
enrolled in ServicePoint®. Aggregate non-identifying data may also be used for reporting unduplicated
counts to state, federal and other funding sources. Lake County seeks to establish a uniform, consistent,
and accurate source of data for all member participants and stakeholders.

It is a Client's decision about which information, if any, entered into the ServicePoint® system shall be
shared and with which Partner Agencies. The Consent To Use ServicePoint® must be signed if the Client
agrees to share basic information with Partner Agencies. A separate Release of Information form must
be signed if the Client agrees to share anything other than basic identifying information.

The ServicePoint® system is a tool to assist agencies in focusing services and locating alternative
resources to help clients. Therefore, agency staff should use the Client information in the
ServicePoint® system to target services to the Clients’ needs.

To the greatest extent possible, data necessary for the development of aggregate reports of homeless
services, including services needed, services provided, referrals and client goals and outcomes should be
entered into the system in a timely and accurate manner.

Users Code of Ethics
A. The ServicePoint User has primary responsibility for his/her Client(s).
B. Each ServicePoint User should maintain high standards of professional conduct in the capacity
as a ServicePoint User.
C. ServicePoint Users must treat Partner Agencies with respect, fairness and good faith.
D. ServicePoint Users have the responsibility to relate to the Clients of other Partner Agencies with
full professional consideration.

Strong Password Protocols
Minimum length of eight characters which:
e Are not based on anything somebody else could easily guess or obtain using person related
information, e.g. names, telephone numbers, dates of birth, etc.
o Are free of consecutive identical characters or all-numeric or all-alphabetical groups
e Are free of word or number patterns
e Are not names or words in any dictionary including English, foreign languages, and technical
dictionaries (legal, medical, etc.)
e Contains at least one uppercase letter, one lowercase letter, and 2 numbers

User Responsibility
Your User ID and Password give you access to the Lake County ServicePoint® system. Initial each item
below to indicate your understanding and acceptance of the proper use of your User ID and password.

Revised 9/25/13


bkerr
Text Box
Appendix 7.7: Example Data Sharing Agreements


Failure to uphold the confidentiality standards set forth below is grounds for immediate termination
from the ServicePoint® system.

— My User ID and Password are for my use only and must not be shared with anyone.
— | must take all reasonable means to keep my password physically secure.

— | understand that the only individuals who can view information in the ServicePoint system are
authorized users and the Clients to whom the information pertains.

— | may only view, obtain, disclose, or use the database information that is necessary to perform my
job.

— | am required to understand and obey all requirements indicated in the Service Point® Business
Agreement and Notice of Privacy Practices.

— Each client must be informed of their privacy rights and sign the Consent to Use ServicePoint® before
their information is entered in to the database.

— Client information will only be shared in a manner consistent with the signed consents and releases
of information by the client.

— If I am logged Into ServicePoint® and must leave the work area where the computer is located, |
must log-off of ServicePoint® before leaving the work area.

— A computer that has ServicePoint® open and running shall never be left unattended.

— Failure to log off ServicePoint® appropriately may result in a breach in client confidentiality and
system security.

— Hard copies of ServicePoint® information must be kept in a secure file.

— When hard copies of ServicePoint® information are no longer needed, they must be properly
destroyed to maintain confidentiality.

— If | notice or suspect a security breach, | must immediately notify the Agency Administrator for
ServicePoint® or the Lake County System Administrator at 847-377-2331.

| understand and agree to comply with all the statements listed above.

ServicePoint User — Print Name & Sign Date

Agency Administrator — Print Name & Sign Date

Note: Forms should be signed by the User & Agency Administrator, a copy kept on site and a copy delivered to the
Lake County ServicePoint Administrator.

Revised 9/25/13
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PATIENT AUTHORIZATION FORM FOR DISCLOSURE OF HEALTH INFORMATION

AND/OR BEHAVIORAL HEALTH INFORMATION
**#*PLEASE READ THE ENTIRE FORM, ALL FIVE PAGES, BEFORE SIGNING BELOW***

Information of person whose health information is being disclosed:
Name (First Middle Last): Date of Birth (mm/dd/yyyy):

Address: City: State: Zip:

South Florida Behavieral Health Network {SFBHN) has developed a coordinated system of care to provide behavioral heaith {mental health and
substance abuse) treatment services. This care is provided through entities that are part of SFBHN's Network of Providers. To promote quality of
care and efficient and coordinated services, as well as to communicate with the Florida Department of Children & Families (DCF) and the Florida
Medicaid Program to obtain payment for your care, $FBHN must be able to share certain information about you with members of its Network and
others that help SFBHN operate. Please read this form, and fet us know whether you give permission for us to share your information for these

purposes.

By signing this form, you are voluntarily giving your permission to allow the use and disclosure (including paper, oral, and electronic sharing):
OF WHAT: ALL MY HEALTH INFORMATION, including information about sensitive conditions (if any).
This includes health information created before or after the date | signed this form. Health information includes, but is not limited to, my
demographic information (name, address, date of birth, Social Security Number, race/ethnicity), and location of intake, treatment site and case
management. It includes all records and other information regarding my heaith history, treatment, hospitalization, tests, residential and outpatient care,
including medical history, physical exams and test results. This also includes my specific permission to release any and all of the following information:
a. Drug, alcohol, or substance abuse;
b.  Psychological, psychiatric or other mental impairment(s), mental condition or developmental disabilities
{excludes “psychotherapy notes” as defined in HIPAA at 45 CFR 164,501);
Sickle cell anemia;
. Birth control and family planning;
@.  Records which may indicate the presence of a2 communicable disease or noncommunicable disease; and tests for or records of
HIV/AIDS or sexually transmitted diseases or tuberculosis;
f.  Genetic (inherited) diseases or tests.

oo

Additionally, Medicaid eligibility information may be shared with SFBHN.

EROM WHOM: All informaticn sources.

This includes, but s not limited to, medical and clinical sources {hospitals, clinics, labs, pharmacies, physicians, psychologists, ete.) including mental
health, correctional, addiction treatment, and Veterans Affairs health care facilities, state repistries and other state programs, social workers,
rehabilitation counselors, insurance companies, health plans, health maintenance organizations, employers, pharmacy benefit managers, worker's
compensation programs, the Florida Department of Children and Families, state Medicaid, Medicare and any other governmental pragram.

TO WHOM: (please check one)

NOTE: Your basic demographic information {name, address, year of birth, and last four digits of social security number) may stifl be shared with network
providers, SFBHN and its business associates, service providers, and payors listed in Attachment 1 to facifitate SFBHN operations. It will also be visible in

the consumer search screen.

Bl SFBHN its payors, trusted business associates, and service providers and ALL participating Network Providers of South Florida
Behavioral Health Network listed in Attachment |1,

O ONLY SFBHN and my current SFBHN treating Provider.

Current Treating Provider Name: Phone: { )

Address; Fax: { )
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£1 SFBHN, my current SFBHN treating Provider, AND the specific organization(s) permitted to receive my information as listed below.

Current Treating Provider Name: Phone: { )
Address; Fax: { }
Person/Organization Name: Phone: { )
Address: Fax: { }
Person/Organization Name: Phone: | }
Address: Fax: { )
Person/Organization Name: Phone: { )
Address: Fax: { )

Please use the back of the form to identify additional providers,

PURPOSE: To allow aceess to your information as heeded for the following (see page 4 of this form for more information):
* To provide you with medical treatment
s To abtain payment for your care
s For health care operations purposes, including disclosures to business associates
s To provide you with treatment-related services and products
¢ To make it easier to coordinate your care and schedule follow up services
* To evaluate and improve patient safety and the quality of medical care provided to all patients
s To create de-identified information to be used for any lawful purpose
s To create limited data sets to be used for research, public health, or health care operations
» To create aggregated data reports for group statistical research and analysis. The research and analysis will not contain any information that
could be used to contact or identify you

Note: If you have not allowed full access to your information:
1. You may not be able to receive cartain care coordination services, which require the sharing of your information; and
2. Your demographic information will still be shared with SFBHN and its business associates, service providers and payors. Your basic
demographic information will also be visible in the cansumer search screen.

EFEECTIVE PERIOD: This authorization/permission form will remain in effect until the day you withdraw your permission, the date of your death,
or one year from the date signed betow, whichever is sooner.

REVOKING YOUR PERMISSION; Your consent can be revoked at any time except to the extent that the organization which is to make the
disclosure, has already taken action in reliance en it. You can revoke your permission at any time by giving written notice to the person or

organization to which you originally gave this form.

EFFECT OF REVOCATION OR EXPIRATION: Even if your consent expires or is withdrawn, you will still be able to receive services from SFBHN.
Revocation or expiration of your permission will not affect actions taken while your permission was in effect. If your information can no longer be
shared, it will affect your ability to take full advantage of care coordination services provided by SFBHN.

PHOTOGRAPHIC CONSENT AND RELEASE:

You acknowledge that you have been advised that a photograph will be taken of you for the purpose of assisting in your care, documenting your
treatment for payment reasons, and assisting in health care operations.

Please initial one of the following:

| consent to have my photograph taken and shared with South Florida Behavioral Health Network, its Network Providers, and its trusted
business associates and service providers. | authorize the release of my image for the purposes explained in this form. | understand that my most
recent photograph will be shared in the SFBHN system.

{ do not consent to have my photograph taken,
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AGREEMENT:

* 1authorize the use of a copy (including efectronic copy) of this form for the disclosure of the information described above.

* lunderstand that there are some circumstances in which this information may be disclosed to other parties, like SFBHN's
business associates, service providers and payors , and other network providers (see page 4 for details).

* | understand that refusing to sign this form does not stop disclosure of my health information that is otherwise permitted by
{aw without my specific authorization or permission.

* | have read all pages of this form and agree to the disclosures specified above from the sources listed.

X

Sighature of Patient bate Signed (mm/dd/yyyy)
X

Signature of Patient’s Legat Representative (if applicable) Date Signed {mm/dd/yyyy)

Print Name of Legal Representative (if applicable)

Check one to describe the relationship of Legal Representative to Patient {if applicable):
O parent of minor
[ Legal Guardian
L1 Other personal representative {explain: }

This form shal be valid for 12 months unless revoked as indicated in the “Effective Period” section above.
You are entitled to get a copy of this form.
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Explanation of “Patient Authorization Form for Disclosure of Health Information”

PLEASE READ AND INITIAL THIS PAGE BELOW

Laws and regulations require that some sources of persanal information have a signed authorization or permission form
before refeasing it. Also, some laws require specific authorization for the release of information about certain conditions.

Why Your information is Used and Disclosed: The South Florida Behavioral Health Network (SFBHN) works with the Florida
Department of Children and Families to administer and manage a coordinated system of care for adults and children. The
SFBHN Providers need to exchange information with each other to better manage your care. Trusted business associates
and servige providers of SFBHN are working to develop ways to better coordinate care and to improve quality and
outcomes. As part of its efforts, these trusted business associates and service providers have developed utilization
management software that is used by SFBHN and the Providers in its network. The business associates and service
providers use and analyze de-identified information from that system for statistical research and analysis. Anything that
identifies you will be removed from the information. This de-identified information will also be used by the trusted business
associates and service providers to develop new commercial products.

Definitions: In this form, the term “treatment,” “heaithcare operations,” "psychotherapy notes,” and “protected health
information” are as defined in HIPAA (45 CFR §%§ 160.103 and 164.501).

“To_Whom":

« If you specified a healthcare provider in the “TO WHOM" section above, this permission would also include
physicians, other health care providers (such as nurses) and medical staff who are involved in your medical care at
that organization’s facility or that person’s office, and health care praviders who are covering or on call for the
specified person or organization, and staff members or agents (such as business associates, subcontractors or
gualified services organizations} who carry out activities and purpose(s) permitted by this form for that
organization or person that you specified.

e« Ifyou specified an organization other than a healthcare provider in the “TO WHOM”" section above, this permission
would also include that organization’s staff or agents, business associates and subcontractors who carry out
activities and purpose(s) permitted by this form for that organization that you specified.

Revocation: You have the right to revoke this authorization and withdraw your permission at any time regarding future uses
by giving written notice. You should understand that organizations that had your permission to access your health
information may copy or include your information in their own recerds. These organizations, in many circumstances, are nof
required to return any information that they were provided nor are they required to remaove it from their own records.

Re-disclosure of Infarmation: Any health information about you may be re-disclosed to others only to the extent permitted
by state and federal laws and regulations. You understand that once your information Is disclosed, it may be subject to
lawful re-disclosure, in accordance with applicable state and federal law, and in some cases, may no longer be protected by
federal privacy law.

Limitations of this Form: This form does not obligate your health care provider or other personforganization listed in the
“From Whom” or “Ta Whom” section to seek out the information you specified in the “Of What” section from other
sources.

Initials
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Attachment |

South Florida Behavioral Health Network Providers

Banyan Health Systems, Inc.

Behavioral Science Research Institute, Inc.

Better Way of Miami, Inc.

Camillus House, inc.

Catholic Charities of The Archdiocese of Miami, Inc.

Citrus Health Network, Inc.

Community AlDS Resource, Inc. {d.b.a.} CARE Resource
Cemmunity Health of South Florida ine. (CHI)

Concept Health Systems, Inc.

Douglas Gardens Community Mental Heaith Center of Miami Beach, Inc.
Family & Children Faith Coalition, Inc. d/b/a Hope for Miami
Federation of Families/ Miami-Dade Chapter, Inc.

Fresh Start of Miami-Dade, Inc.

Gang Alternative, Inc.

Guidance Care Center, Inc, (GCC)

Here's Help, Inc.

Institute for Child and Family Health, tnc. {ICFH)

Jessie Trice Community Health Center, Inc.

Key West HMA LLC (d.b.a.) Lower Keys Medical Center

King David Foundation, Inc./CLAPA

MDC-Community Action and Human Services Dept. (MDC-CAHSD)
Miami-Dade County fuvenile Services Department (MD-JSD}
Miami-Dade Homeless Trust (MDHT)

Monroe County Coalition, Inc.

New Hope CORPS, Inc.

New Hope Drop-tn Center, Inc.

New Horizons Community Mental Health Center, inc.
Passageway Resitlence of Dade County, Inc.

Psychosocial Rehabilitation Center, Inc., d.b.a, Fellowship House
Public Heaith Trust of Miami-Dade County, Florida (PHT)

South Florida Jail Ministries, Inc. (d.b.a.) Agape Family Ministries
Switchboard of Miami, Inc.

The Center for Family and Chitd Enrichment, Inc. (CFCE)

The Key Clubhause of South Florida, Inc.

The Miami Coalition For a Safe and Drug-Free Community, Inc.
The Village South, Inc.

NOTE: SFBHN's business associates include, but may not be limited to, IBM Global Business Services and Otsuka America
Pharmaceutical, Inc. SFBHN also has service providers, such as FireHost and CapGemini. SFBHN’s payors include Florida
Department of Children and Famities and the Florida Medicaid Program.
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JAN € 7

MEMORANDUM OF AGREEMEN " {2 - ..
AMONG R
COMMUNITY REACH CENTER _
ADAMS COUNTY SHERIFF’S OFFICE i
AND
ADAMS COUNTY CRIMINAL JUSTICE COORDINATING COMMITTEE

1
o

Py
I B
Nonvipoe
Ve diig

Agreement made among the Community Reach Center (hereinafter referred to as CRQ), acting
by its Chief Executive Officer, the Adams County Sheriff’s Office (hereinafter referred
to as ACS0O), acting by its Sheriff, and the Adams County Criminal Justice Coordinating
Committee (hereinafter referred to as CJCC), acting by its Chairman,

WHEREAS, Title 42, Code of Federal Regulations, Part 2 provides federal regulations
governing the confidentiality and disclosure of Alcohol and Drug Abuse Patient Records for
individuals receiving substance abuse treatment; and,

WHEREAS, the Health Insurance Portability and Accountability Act, Title 45, Code of
Federal Regulations Parts 160, General Administrative Requirements, 162, Administrative
Requirements and 164, Security and Privacy establish regulations governing the confidentiality
and disclosure of Protected Health Information, including that the release of psychotherapy
notes must be requested on a separate form from any other health information; and,

WHEREAS, to facilitate the sharing of substance use, behavioral health, and criminal justice
information, in compliance with federal and state laws and regulations; and,

WHEREAS, CRC, ACSO and CICC have identified the sharing of behavioral health and
substance use information in the custoday and control of CRC and ACSO, as important to the
coordination of quality care for individuals treated in the various Adams County criminal
justice agencies and behavioral health care system; and,

WHEREAS, the CJCC was competitively selected by the Open Justice Broker Consortium
(OJBC), to develop analytic capabilities (for strategic decision-making) beyond the federated
query portal (for tactical decision-making) currently being developed by OJBC; and,

WHEREAS, OJBC received a grant from the Laura and John Amold Foundation to develop this
capability for three states or local jurisdictions; and,

WHEREAS, CRC, ACSO and CJCC agree a “data store” is defined as a repository for storing
and managing data sets on an enterprise level; and,

WHEREAS, CRC, ACSO and CICC agree a “dashboard” is defined as an easy to read, real-time
user interface, showing a graphical presentation of the current status (snapshot) and historical
trends of key performance indicators to enable instantaneous and informed strategic decisions to
be made at-a-glance; and,
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WHEREAS, CRC, ACSO and CJCC desire to create a data store and related dashboards to
enable interagency data sharing in order to:

o Develop lawful and effective justice and behavioral health information exchanges
between and among law enforcement, criminal and juvenile justice, health and mental
health providers, human/social services agencies, including substance abuse treatment
agencies, and other government and community organizations that desire ammonized
level data to ensure continuity of care and to apply resources based on evidence; and,

o To support the administration of justice, public safety, and public policy decisions across
key decision points with local, state, and national agencies; and,

+ Improve collaboration and information sharing between justice and health systems within
Adams County; and,

¢ Ensure immediate availability of complete, accurate and timely data and information for
quality decision-making, reporting, analysis and research; and,

+ Build upon, leverage and enhance the existing criminal justice information systems
currently deployed by each Member; and,

» Use best practices and adopt the use of national justice information sharing standards
(e.g. NIEM, GRA, GFIPM), where applicable; and,

» Reduce recidivism by helping to ensure that offenders — whether in a community or
incarceration setting — receive educational, vocational, rehabilitation and/or treatment
services matched to evidence; and,

« Improve and sustain continuity in services provided to offenders as they move between
arrest and re-entry.

WHEREAS, each party agrees to participate in periodic meetings of all parties, not less
than quarterly, for the purpose of reviewing the status of the development and
implementation of dashboard(s) under the auspices of this agreement. Special meetings may be
convened at the request of any party based upon changes in federal and/or state laws or
regulations.

Now, therefore be it resolved, that CRC, ACSO and CJCC agree:

» To develop a Project Charter that outlines business rules, policies, procedures, regulations
or standards that describe each agency's role and responsibility relative to sharing
information to ensure continuity of care for persons in need of behavioral health and
substance abuse treatment services; and,

¢ To build a web-based application to access one or more dashboards that allows for
distributed user management. The system must allow authorized users to login to the
web-based application using credentials supplied by the user’s “native” agency — i.e. no
agency will be required to provision new credentials to use the system; and,

» The system must define and enforce rules for access to ensure that individuals only
access that information to which they are authorized; and,

» The system must maintain query and search response transaction logs sufficient to allow
for audit and investigation capability; and,
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¢ The data store must be secured to prevent inappropriate access and prevent intrusions;
and,

e The data store must not capture or contain Personal Identifiable Information (PII) or
Personal Health Information (PHI); and,

e The application must allow consumers with appropriate permission to access and
analyze aggregate data; and,

o Ensure that agency personnel and appropriate contractual staff participate in cross-
training or educational events to improve each agency's knowledge and understanding of
Adams County’s criminal justice and behavioral systems' roles and responsibilities.

This Agreement may be modified only by a written document that is signed by the duly
authorized representatives of any involved parties. Any party may withdraw from this
Agreement after giving thirty (30) days written notice to all other parties. The thirty
(30} day notice provision will not apply if, in the opinion of a signatory to this Agreement,
the health, welfare or safety of the public, the staff of any signatory, or clients is in jeopardy.
In such case, written notice of the termination will be forwarded to each other party and will
set forth the reasons why the health, welfare or safety of the public, the staff of any signatory,
or clients was jeopardized and be effective immediately.

This Agreement is effective for one year beginning on January 8, 2016 and effective to
January 8, 2017,

The undersigned acknowl . reviewed and agree to this MOA,

Date: /ol /Olg’//s

Signature:
Name/Title: unity Reach Center
Signature: Date: Dit [ié (A

Name/Title:  Sheri dams County Sherlff’s s Office

Signature: / / C// Date: i//S-'//G

Name/Title: Chairman, Adams ounty TI@JUSUCE Coordinating Committee
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Appendix 7.7: Example Data Sharing
Agreements

County Police Access to DHS Data

Allegheny County Department of Human Services (DHS)
9/23/2016 (revised: 10/25/2016)

Summary

This document discusses what DHS client information may be shared with law enforcement to support
enforcement activities. It considers HIPAA’s privacy rule, the PA substance abuse regulations which in
this instance preempt the federal substance abuse regulations, and the PA Mental Health Procedures
Act. In general, all of these regulations preclude the sharing of health, mental health and substance
abuse information without the client’s consent. HIPAA provides a comprehensive list of exceptions for
law enforcement. The substance abuse regulations and MH Procedures Act provide far fewer
exceptions.

Based on these prevailing regulations, DHS believes it can share the following client information with
law enforcement given the circumstances and limitations provided below:

1. Without client authorization, DHS can share name, address, date and place of birth, social
security number, services provided (exact language is “type of injury;” MH and Substance Abuse
prohibits this sharing), date and time of service for the purposes of identifying or locating a
suspect, fugitive, material witness or missing person.

2. Without authorization to a law enforcement official reasonably able to prevent or lessen a
serious and imminent threat to the health or safety of an individual or the public, DHS may
provide a client’s treatment information excluding Substance Abuse and Mental Health records.

3. With court order, or court ordered warrant, a subpoena or summons issued by a judicial officer
or a grand jury subpoena, DHS may provide a client’s treatment information excluding
Substance Abuse (no exception) and Mental Health (Requires court order; subpoena and
summons does no authorize release) records.

4. With victim’s agreement or (without agreement for incapacitated victims as long as assurances
are provided by law enforcement that the information will not be used against victim), DHS may
share treatment information excluding Substance Abuse and Mental Health records.

HIPAA — PHI Disclosure Allowances

The Rule permits covered entities to disclose protected health information (PHI) to law enforcement
officials, without the individual’s written authorization, under specific circumstances summarized below.

e To comply with a court order or court-ordered warrant, a subpoena or summons issued by
a judicial officer, or a grand jury subpoena. The Rule recognizes that the legal process in
obtaining a court order and the secrecy of the grand jury process provides protections for
the individual’s private information (45 CFR 164.512(f)(1)(ii)(A)-(B)).

e Torespond to an administrative request, such as an administrative subpoena or
investigative demand or other written request from a law enforcement official. Because
an administrative request may be made without judicial involvement, the Rule requires all
administrative requests to include or be accompanied by a written statement that the
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information requested is relevant and material, specific and limited in scope, and de-
identified information cannot be used (45 CFR 164.512(f)(1)(ii)(C)).

To respond to a request for PHI for purposes of identifying or locating a suspect, fugitive,
material witness or missing person; but the covered entity must limit disclosures of PHI to
name and address, date and place of birth, social security number, ABO blood type and rh
factor, type of injury, date and time of treatment, date and time of death, and a description
of distinguishing physical characteristics. Other information related to the individual’s DNA,
dental records, body fluid or tissue typing, samples, or analysis cannot be disclosed under
this provision, but may be disclosed in response to a court order, warrant, or written
administrative request (45 CFR 164.512(f)(2)).

This same limited information may be reported to law enforcement:

About a suspected perpetrator of a crime when the report is made by the victim who is a
member of the covered entity’s workforce (45 CFR 164.502(j)(2));

To identify or apprehend an individual who has admitted participation in a violent crime
that the covered entity reasonably believes may have caused serious physical harm to a
victim, provided that the admission was not made in the course of or based on the
individual’s request for therapy, counseling, or treatment related to the propensity to
commit this type of violent act (45 CFR 164.512(j)(2)(ii)(A), (j)(2)-(3)).

To respond to a request for PHI about a victim of a crime, and the victim agrees. If,
because of an emergency or the person’s incapacity, the individual cannot agree, the
covered entity may disclose the PHI if law enforcement officials represent that the PHI is not
intended to be used against the victim, is needed to determine whether another person
broke the law, the investigation would be materially and adversely affected by waiting until
the victim could agree, and the covered entity believes in its professional judgment that
doing so is in the best interests of the individual whose information is requested (45 CFR
164.512(f)(3)).

Where child abuse victims or adult victims of abuse, neglect or domestic violence are concerned, other
provisions of the Rule apply:

Child abuse or neglect may be reported to any law enforcement official authorized by law
to receive such reports and the agreement of the individual is not required (45 CFR
164.512(b)(1)(ii)).
Adult abuse, neglect, or domestic violence may be reported to a law enforcement official
authorized by law to receive such reports (45 CFR 164.512(c)):
o Ifthe individual agrees;
o Ifthe report is required by law; or
o If expressly authorized by law, and based on the exercise of professional judgment,
the report is necessary to prevent serious harm to the individual or others, or in
certain other emergency situations (see 45 CFR 164.512(c)(1)(iii)(B)).
o Notice to the individual of the report may be required (see 45 CFR 164.512(c)(2)).



To report PHI to law enforcement when required by law to do so (45 CFR 164.512(f)(1)(i)). For
example, state laws commonly require health care providers to report incidents of gunshot or
stab wounds, or other violent injuries; and the Rule permits disclosures of PHI as necessary to
comply with these laws.

To alert law enforcement to the death of the individual, when there is a suspicion that death
resulted from criminal conduct (45 CFR 164.512(f)(4)).

Information about a decedent may also be shared with medical examiners or coroners to assist
them in identifying the decedent, determining the cause of death, or to carry out their other
authorized duties (45 CFR 164.512(g)(1)).

To report PHI that the covered entity in good faith believes to be evidence of a crime that
occurred on the covered entity’s premises (45 CFR 164.512(f)(5)).

When responding to an off-site medical emergency, as necessary to alert law enforcement
about criminal activity, specifically, the commission and nature of the crime, the location of the
crime or any victims, and the identity, description, and location of the perpetrator of the crime
(45 CFR 164.512(f)(6)). This provision does not apply if the covered health care provider believes
that the individual in need of the emergency medical care is the victim of abuse, neglect or
domestic violence; see above Adult abuse, neglect, or domestic violence for when reports to law
enforcement are allowed under 45 CFR 164.512(c).

When consistent with applicable law and ethical standards
o To alaw enforcement official reasonably able to prevent or lessen a serious and
imminent threat to the health or safety of an individual or the public (45 CFR
164.512(j)(1)(i)); or
o To identify or apprehend an individual who appears to have escaped from lawful
custody (45 CFR 164.512(j)(1)(ii)(B)).

For certain other specialized governmental law enforcement purposes, such as:

o To federal officials authorized to conduct intelligence, counter-intelligence, and other
national security activities under the National Security Act (45 CFR 164.512(k)(2)) or to
provide protective services to the President and others and conduct related
investigations (45 CFR 164.512(k)(3));

o To respond to a request for PHI by a correctional institution or a law enforcement
official having lawful custody of an inmate or others if they represent such PHI is
needed to provide health care to the individual; for the health and safety of the
individual, other inmates, officers or employees of or others at a correctional institution
or responsible for the transporting or transferring inmates; or for the administration and
maintenance of the safety, security, and good order of the correctional facility, including
law enforcement on the premises of the facility (45 CFR 164.512(k)(5)).



Except when required by law, the disclosures to law enforcement summarized above are subject to a
minimum necessary determination by the covered entity (45 CFR 164.502(b), 164.514(d)). When
reasonable to do so, the covered entity may rely upon the representations of the law enforcement
official (as a public officer) as to what information is the minimum necessary for their lawful purpose (45
CFR 164.514(d)(3)(iii)(A)). Moreover, if the law enforcement official making the request for information
is not known to the covered entity, the covered entity must verify the identity and authority of such
person prior to disclosing the information (45 CFR 164.514(h)).

Substance Abuse Treatment Records

§ 255.5. Projects and coordinating bodies: disclosure of client-oriented information.

(a) Disclosure. Information systems and reporting systems shall not disclose or be used to disclose
client oriented data which reasonably may be utilized to identify the client to any person, agency,
institution, governmental unit, or law enforcement personnel. Project staff may disclose client oriented
data only under the following situations:

[No exception are provided for law enforcement personnel.]

PA Mental Health Procedures Act

§ 5100.32. Nonconsensual release of information.

(a) Records concerning persons receiving or having received treatment shall be kept confidential and
shall not be released nor their content disclosed without the consent of a person given under § 5100.34
(relating to consensual release to third parties), except that relevant portions or summaries may be
released or copied as follows:

(1) To those actively engaged in treating the individual, or to persons at other facilities, including
professional treatment staff of State Correctional Institutions and county prisons, when the person is
being referred to that facility and a summary or portion of the record is necessary to provide for
continuity of proper care and treatment.

(2) To third party payors, both those operated and financed in whole or in part by any governmental
agency and their agents or intermediaries, or those who are identified as payor or copayor for services
and who require information to verify that services were actually provided. Information to be released
without consent or court order under this subsection is limited to the staff names, the dates, types and
costs of therapies or services, and a short description of the general purpose of each treatment session
or service.

(3) To reviewers and inspectors, including the Joint Commission on the Accreditation of Hospitals (JCAH)
and Commonwealth licensure or certification, when necessary to obtain certification as an eligible
provider of services.

(4) To those participating in PSRO or Utilization Reviews.

(5) To the administrator, under his duties under applicable statutes and regulations.



(6) To a court or mental health review officer, in the course of legal proceedings authorized by the act or
this chapter.

(7) In response to a court order, when production of the documents is ordered by a court under §
5100.35(b) (relating to release to courts).

(8) To appropriate Departmental personnel § 5100.38 (relating to child or patient abuse).

(9) In response to an emergency medical situation when release of information is necessary to prevent
serious risk of bodily harm or death. Only specific information pertinent to the relief of the emergency
may be released on a nonconsensual basis.

(10) To parents or guardians and others when necessary to obtain consent to medical treatment.
(11) To attorneys assigned to represent the subject of a commitment hearing.

(b) Current patients or clients or the parents of patients under the age of 14 shall be notified of the
specific conditions under which information may be released without their consent.

(c) Information made available under this section shall be limited to that information relevant and
necessary to the purpose for which the information is sought. The information may not, without the
patient’s consent, be released to additional persons or entities, or used for additional purposes.
Requests for information and the action taken should be recorded in the patient’s records.



Appendix 7.7: Example Data Sharing
Agreements

Memorandum of Understanding
By and Between the County of Camden (Department of Police Services) and the
Camden Coalition of Health Care Providers

The Camden Coalition of Healthcare Providers (CCHP) and the Camden County Police
Department (CCPD) enter into this Memorandum of Understanding (“Agreement”), effective
November _, 2014, and commit to each other as set forth below.

Background and Purpose

The Camden Coalition of Healthcare Providers (CCHP) is building an integrated data system
(IDS) in Camden, NJ. Linking administrative data from healthcare, criminal justice, and other
social service systems, the IDS will allow for research into overlapping issues in the delivery
of healthcare and criminal justice services. The goal of the project is to identify common
individuals and households across each data set, understand the predictors of recidivism,
hospital readmissions and other poor outcomes, and, ultimately, identify opportunities for
multi-sector collaboration.

Roles and Responsibilities

The Camden County Police Department (CCPD) is a key participant in the IDS project. CCPD
will deliver data extracts for inclusion in the IDS and make available a modest amount of time
from knowledgeable staff to provide technical and program support to help understand the
data elements, interpret the data analysis, and begin to develop ideas for multi-sector
responses to overlapping issues identified through the data analysis.

The Camden County Police Department will perform the following activities:

1. Provide data regarding incidents, arrests, and such other data collected by the CCPD
as agreed to by the parties (“Police data”) for Camden city for all available years since
2010. The data extracts will include individual identifiers, such as name, date of birth,
and any other fields agreed upon by the parties, and will be in a mutually agreeable
format.

2. Designate one or more individuals with detailed knowledge about the data sets,
including field definitions and storage format, as a resource to CCHP to respond to
questions.

3. Designate one or more individuals with detailed knowledge about the data collection
process and operational use of the data as a resource to CCHP to respond to questions.

4. Designate an individual with the requisite knowledge and authority to serve as the
Department’s designee to the Camden IDS Working Group. The IDS Working Group
will be an advisory body for the IDS project and will meet bimonthly, assist in the
development of research questions, review and discuss data analyses, and help
identify opportunities for developing or modifying programs or interventions to
improve services and address needs identified through the data.

5. Participate in the Camden IDS Working Group to complete initial data analysis and
begin to develop proposed programs to address the needs of overlapping populations
identified through the data.
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Camden Coalition of Healthcare Providers will perform the following activities:

1.

2.

8.

9.

Receive Police Data and store it on a hospital grade server with appropriate data
security measures.

Limit access to Police Data to those named CCHP staff or consultants involved in the
IDS project, CCHP’s IT systems, or who have a need to access the data, specifically for
purposes of the IDS project. In the event additional

Indemnify the CCPD, its employees, agents and/or representatives for any breach of
the agreement and defend the CCPD against any and all claims that may arise by any
act or omission, directly or indirectly related to the illegal and/or unauthorized
release of any privileged, confidential (HIPAA or otherwise) or any other protected
information of the CCPD or any such information related to the subjects, arrestees,
victims, complainants any other individuals subject to the services being provided
under this agreement.

Clean, standardize, geocode and perform probabilistic linkage of Police Data. CCHP
will provide CCPD with a copy of the cleaned, deduplicated Police Data.

Perform probabilistic linkage of the Police Data to health care and other data sets
within the IDS at the individual record level.

Perform analysis of linked data including Police Data, health care data, and other
social system data and share such data analysis with the Camden IDS Working Group.
Convene bimonthly Camden IDS Working Group and consult with it on development
of research questions, interpretation of data, and development of potential multi-
sector interventions.

Comply with data privacy and data security requirements applicable to personal
health information (PHI) and such other data that are part of the IDS.

Shall consult with CCPD through its designee to the IDS Working Group and receive
its approval prior to making public any data analysis involving Police Data.

10. Provide payments totaling $25,000 to CCPD to cover its costs incurred in

participating in the IDS project. Payments will occur at the following intervals:

a. $5,000 on execution of MOU.

b. $10,000 on delivery of first complete data set, including all agreed upon
variables and such individual identifiers as needed to permit unique
identification of individual people or incidents.

c. $5,000 on substantial completion of delivery of all agreed upon Police Data.

d. $5,000 following CCPD’s designee having participated in two Camden IDS

Working Group meetings.

Terms and Specifications:
The parties to this Agreement shall adhere to terms and specifications attached hereto, and

same shall be incorporated herein and signed by the parties.

Summary Statement:



We make these commitments to one another for the purpose of developing the Camden Integrated
Data System in order to better understand the relationship between health care utilization, criminal
justice involvement, and other social service systems. This Agreement will be effective through
November 30, 2015 unless an extension is agreed upon by both parties at an earlier date. Either
party may terminate this Agreement at any time, but each party is required to give thirty (30) days
written notice prior to terminating this Agreement.

Signatures of Authorized Representatives:

COUNTY OF CAMDEN
Department of Police Services

Witness: Ross G. Angilella,

County Administrator
Dated:

CAMDEN COALITION OF
Witness: Jeffrey Brenner

E xecutive Director
Dated:



CAMDEN COUNTY POLICE DEPARTMENT

DATA SHARING TERMS AND SPECIFICATIONS OF
LEAA Records Management System (RMS) Part | Crime Data
LEAA Records Management System (RMS) Adult & Juvenile Arrest Data
Computer Aided Dispatch (CAD) Calls-for-Service Data

Between
Camden Coalition of Healthcare Providers (CCHP)
and
County of Camden, Department of Police Services

The Camden Coalition of Healthcare Providers (Requestor) agrees to the following conditions in order to obtain from
the Camden County Police Department (hereinafter called the CCPD) the utilization of certain criminal justice
information for the purpose set forth in the Requestor’s application, to be effective upon the execution of this
agreement.

1. The following information shall be supplied by the CCPD. All information provided by the CCPD to the
Requestor shall be subject to the conditions of this Agreement and the Memorandum of Understanding
executed by and between the parties, and shall remain property of the CCPD, in the custody of the requestor.
Additional information requested will be released upon the approval of Chief of Police, J. Scott Thomson.

e Part | Crime Data for the period of Calendar Year 2010-2013 (1/1-12/31) through the duration of the
integrated data system, to include the following fields:

o Case number

UCR Code

UCR Title

Incident Address

Incident Date & Time

Day of Week

District

Sector

Grid

Hour Group

Day Reported

Longitude

Latitude

O 00O O0OO0OO0OO0OO0OO0O OO0

e Adult & Juvenile Arrest Data for the period of Calendar Year 2010 - 2013 (1/1-12/31) through the duration of
the integrated data system, to include the following fields:
o Booking Number
Arrestee
Arrest Date
UCR Code
Arrest Location X
Arrest Location Y
Home Address X
Home Address Y

O 0 0O 0 0 0 O



Officer Name
Statute Description
Location of Arrest
Age

DOB

Sex

Race

Home Address

O 0 00O O0OO0OO0O0

Computer Aided Dispatch Data for the period of Calendar Year 2010 - 2013 (1/1-12/31) through the duration

of the integrated data system, to include the following fields:
o Event Number

Case Number

Ten Code

Ten Code Description

Priority

Longitude

Latitude

District

Sector

Grid

Disposition Code Description

Call Type

0O 0000 O0OO0OO0OO0DO0O0

Overdose Victim Data for the period of Year to Date 2014 (1/1-10/31) through the duration of the integrated

data system, to include the following fields:
o Case Number

Drug Type

Overdose Location

Latitude

Longitude

Date

Victim Name

Race

Sex

Age

Home City

Deceased Y/N

O 0O O 00O O0OO0OO0OO0OO0O0

The Requestor will collect, receive, store and use all information covered by the terms of this Agreement and
the Memorandum of Understanding executed by and between the parties in strict compliance with federal
and state laws and regulations, and all rules, procedures and policies of CCPD thatare in force and applicable
during the period in which the Requestor has access to the information.

The Requestor acknowledges the confidential nature of the information supplied and agrees that disclosure of
individual records obtained from the CCPD to anyone not directly identified in ltem 6 is totally prohibited
under any circumstances. All parties receiving information of a confidential nature shall be informed of such,
and shall be expected to adhere to the procedures and policies governing such information.



10.

11.

The CCPD will determine whether all copies of the information disseminated under this request will be
returned or destroyed once the use described in the application has been completed.

Upon completion of the project referenced in the application, the Requestor shall certify in writing that all
copies of the information provided under this request have been destroyed or returned as required by item 4

above.

Personnel assigned by the Requestor who will have access to the information requested are: Aaron Truchil,
Dawn Wiest, Stephen Singer, and Jean Behrand. Additional Requestor personnel may also be given access to
requested information upon mutual written agreement between the parties.

The Requestor has assigned himself/herself as the official custodian who shall be responsible for the
maintenance, care and security of all information supplied under this Agreement.

If the CCPD determines that the requirements of this Agreement are not satisfactorily being met, it may
require the immediate return or destruction of all copies of the information obtained under this Agreement,
take such actions as it deems appropriate to protect the security and privacy of this information and enforce
the terms of this contract, and refuse any future requests for criminal information from the Requestor.

The Requestor agrees to insert in the preface of any report citing data analysis conducted pursuant to this
Agreement, whether published or unpublished, the below disclaimer by CCPD of the analysis as well as the

conclusions derived:

Part | Crime Data
Source for Part | crime data: LEAA Records Management System (RMS) data. LEAA RMS Part | Crime Data is

preliminary data to support operations that is subject to change based on a variety of reasons (i.e. late
reporting, changes in classification etc). Any attempts to compare data to crime data classified under Uniform
Crime Reporting (UCR) standards is strictly prohibited; therefore LEAA RMS Part | Crime Data should not be

used for reporting purposes.

Adult & Juvenile Arrest Data
Source for arrest data: LEAA Records Management System (RMS) data. Adult arrest data is based on data

obtained from Central Booking. One person may be booked on more than one arrest charge.

Computer Aided Dispatch Data
Source for calls-for-service data: LEAA Computer Aided Dispatch (CAD) calls-for-service data.

Overdose Data
Source for overdose data: LEAA Records Management System (RMS) data.

Requestor agrees to submit any analytical reports based on the data provided under this agreement to CCPD
for review and comment prior to publication or release. CCPD shall review and comment within ten (10) days
of receipt of any analytical report. Kerry Yerico, or such other person identified by the CCPD, shall be the
point of contact for pre-publication review requests and comments.

Requestor may create and share aggregate data analysis that incorporates CCPD data with CCHP staff and
others involved in the Camden IDS project, provided that each individual receiving such data signs a non-
disclosure agreement. Requestor shall mark any such document Confidential: Not For Distribution, until such
time that the document is submitted for CCPD review in accordance with paragraph 10. The non-disclosure
agreement must be substantially similar to the one attached as Exhibit A.



12. This Agreement will become effective on the date this document is signed by both parties.

IN WITNESS WHEREOF the parties hereto have caused this agreement to be executed by their duly authorized
representatives:

Camden County Police Department Reauestor(s)
By: By:
Ross G. Angilella Jeffray C. Brenner
County Administrator Executive Director
County of Camden Camden Coalition of Healthcare Providers
Date: Date:
By: By:
Kerry Yerico Aaron Truchil
Director Associate Director of Research, Data and Evaluation

Criminal Intelligence & Analysis Camden Coalition of Healthcare Providers

Date: Date:




Exhibit A: Non-Disclosure Agreement

Non-Disclosure Agreement

This Non-Disclosure Agreement ("Agreement") is made and entered into on this __ day of
, 201 _ by and between THE CAMDEN COALITION OF HEALTHCARE PROVIDERS (the
"Coalition"), and (the "Recipient"). The Coalition and the Recipient are referred to herein

each individually as “Party” and collectively as the “Parties.”

Recipient is participating in work related to the Coalition’s integrated data system (IDS), which
combines administrativedata collected by health care, law enforcement, homeless service providers, and other
governmental and social service entities. As a participant in the IDS, Recipient may receive proprietary or
confidential data, information, analysis, whether in tangible, or digital, electronic or other form (“Confidential

Information™).

Confidential Informationdoes not include information which: (i) is independently known or already in
the possession of the receiving Party at the time of disclosure as shown by the receiving Party’s files and
records; (ii) prior to or after the time of disclosure becomes part of the public knowledge or literature or
available to the general public; or (iii) was obtained from a third party, provided that such third party is not
under a confidentiality obligation to either Party to this Agreement.

NOW, THEREFORE, in consideration of any disclosureand participation in the IDS project the
Coalition and the Recipient agree as follows:

1. Each Party shall: (a) hold the Counfidential Information of the other Party in confidence; (b)
not divulge or disclose any of the Confidential Information of the other Party or any information derived
therefrom to any third person without prior written consent; (¢) not make use of any of the Confidential
Information of the other Party except in connection with the data analysisand investigationthat is part of the
IDS project and to improve the quality of services being delivered tdCamden residents; and (d) not exploit,
misuse, reverse engineer, or copy any of the Confidential Informationof'the other Party. Each Party will use at
least the same standard of care in protecting against the disclosure, publication or dissemination of the other
Party’s Confidential Information as it uses with respect to confidential data of its own business (which in no
event shall be less than a reasonable standard of care), and will so inform and direct its employees,agents and
contractors receiving any such (nfidential Informaion. Each Party will promptly notify the otherParty of
any unauthorized release of any of the other Rarty's Confidential Information.

2. Each Party shall be permitted to disclose the Confidential Informationof the other Party to its
employees,agents and contractorswho: (a) have a need for access in connection with such Party’s evaluation
of the proposed contractual, business or other mutually beneficial relationship between the Parties, or such
Party's obligations or performance under the current contractual, business or other mutually beneficial
relationship between the Parties, as applicable; (b) have been advised of this Agreement; and (c) have signed a

copy of this Agreement

3. In the event that either Party is required by legal or administrative process or by law, or by rule
or regulation to disclose any of the Confidential Informationof the other Party, the Party required to make such
disclosure shall give prompt notice so that the other Party may seek a protective order or other appropriate
relief. In the event that such protective order is not obtained, the Party required to make such disclosure shall



disclose only that portion of the Confidential Information that its counsel advises it is legally required to
disclose.

4. The Parties agree to fully comply with the Health Insurance Portability and Accountability Act
of 1996 and its associated regulations and, more specifically, in 45 C.F.R. §§ 160 and 164, Standards for
Privacy of Individually Identifiable Health Information, Final Rule (the “Final Privacy Rule”), and in 45
C.F.R. §§ 160, 162 and 164, Health Insurance Reform: SecurityStandards, Final Rule (the “Final Security
Rule”) collectivelyreferred to as (“HIPAA™), as they may be applicable to the proposed or existing contractual,
business and/or other mutually beneficial relationship. If appropriate, the Parties agree to execute and abide by
the terms and conditions ofa Business Associate Agreementin a form satisfactory to the Coalition.

5B In the eventa Party is provided with access to patient medical records, the Party receiving the
records agrees that all patient medical records shall be treated as confidential so as to comply with all state and
federal laws and regulations regarding the confidentiality of medical records, including, but not limited to
HIPAA. All medical records and materials relating to patients shall be and remain the property of the
disclosing Party during the term of the Agreement and upon the termination of the Agreement.

6. Each Party understands that this Agreement does not obligate the other Party to disclose any
information or negotiate or enter into any ageement or relationship. Each Party agrees that this Agreement
does not grant it a license in or to (or any other right in or to) the Confidential Information of the other party.

7. Each Party shall return the Confidential Information of the other Party (and all copies, extracts
and other objects or items in which such Confidential Informationmay be contained or embodied) upon: (a)
receipt of a request by the other Party; or (b) a terminationby either Party of the business relationship between
the Parties, or a decision by either Party not to proceed with the proposed contractual, business or other

mutually beneficialrelationship, as applicable.

3. Each Party acknowledges and agrees that due to the unique natureof the Confidential
Information, any breach of this Agreement would cause irreparable harm to the nosbreaching party for
which damages are not an adequate remedy and that suclnon-breaching party shall therefore be entitled to
equitable relief in addition to all other remedies available at law, without the need for posting a bond or

other security.

9. This Agreementshall be governed by and construed and enforced in accordane with the
laws of the State of New Jersey. Anycontroversy or claim arising out ofor relating to, this agreement or
the breach thereofshall be resolved through binding arbitration.

10. This Agreement may not be amended, supplemented, modified or etended except by
written agreement signed by the Rarties.

11. No failure or delay on the part of the Parties in exercising any right, power or remedy
under this Agreement shall operate as a waiver of such right, power or remedy nor shall any single or
partial exercise of any such right, power or remedy operate as a waiver.

12. This Agreement shall be binding on the heirs, personal representatives, employees, agents,
officers, directors, successors and assigns of the parties. If any provision is foundo be unenforceable,
such provision will be limited or deleted to the minimum extent necessary so that the remaining terms



remain in full force and effect.

13. The term of this Agreement is 36 months from the effective date of the Agreement unless
before the end of the term either Party terminatesthe business relationship between the Farties, or either
Party decides not to proceed with the proposedcontractual, business or other mutually beneficial

relationship pursuant to Section 7 of this Agreement.

IN WITNESS WHEREOF the parties hereto have caused this agreementto be executed by their duly
authorized representatives.

CAMDEN COALITION OF HEALTHCARE PROVIDERS

By:

Name:

Title:

Date:

RECIPIENT

By:

Organization:

Title:

Date:




Appendix 7.7: Example Data Sharing

May 2017
Y Agreements

FDP Data Transfer and Use Agreement

Agreement ID:

Attachment 2
Data Transfer and Use Agreement
Data-specific Terms and Conditions:
Limited Data Set

Additional Terms and Conditions:

1. Nothing herein shall authorize the Recipient to use or further disclose the Data in a manner that would
violate the requirements of Provider under 45 CFR 164.514.

2. Recipient shall not use or further disclose the Data other than as permitted by this Agreement or as
otherwise required by law.

3. Recipient shall report to the Provider any use or disclosure of the Data not provided for by this
Agreement within 5 business days of when it becomes aware of such use or disclosure.

4. Provider is a HIPAA Covered Entity, and the Data will be a Limited Data Set as defined by the Health
Insurance Portability and Accountability Act of 1996 (“HIPAA”). In accordance with Section
164.514(e)(2) of the HIPAA Privacy Rule, the Data shall exclude the following direct identifiers of the
individual or of relatives, employers, or household members of the individual:

(i) Names;

ii) Postal address information, other than town or city, State, and zip code;

iii) Telephone numbers;

iv) Fax numbers;

v) Electronic mail addresses;

vi) Social security numbers;

vii) Medical record numbers;

viii) Health plan beneficiary numbers;

ix) Account numbers;

x) Certificate/license numbers;

XI) Vehicle identifiers and serial numbers, including license plate numbers;

xii) Device identifiers and serial numbers;

xiii) Web Universal Resource Locators (URLSs);

xiv) Internet Protocol (IP) address numbers;

xv) Biometric identifiers, including finger and voice prints; and
(xvi) Full face photographic images and any comparable images.

If the Data being provided is coded, the Provider will not release, and the Recipient will not request, the

key to the code.

(
(
(
(
(
(
(
(
(
(
(
(
(
(

5. Recipient will not use the Data, either alone or in concert with any other information, to make any effort
to identify or contact individuals who are or may be the sources of Data without specific written approval
from Provider and appropriate Institutional Review Board approval, if required pursuant to 45 CFR 46.
Should Recipient inadvertently receive identifiable information or otherwise identify a subject, Recipient
shall promptly notify Provider and follow Provider’'s reasonable written instructions, which may include
return or destruction of the identifiable information.

6. By signing this Agreement, Recipient provides assurance that relevant institutional policies and
applicable federal, state, or local laws and regulations (if any) have been followed, including the
completion of any IRB or ethics review or approval that may be required.

7. The parties agree to take such action as is necessary to amend this Agreement, from time to time, in
order for the Provider to remain in compliance with the requirements of HIPAA.
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Appendix 7.7: Example Data Sharing
Agreements

=
FLORIDW AGEMNCY FOR HEALTH CARE ADMINISTRATION
CHARLIE CRIST HOLLY BENSON
GOVERNOR SECRETARY

DATA SHARING AGREEMENT
BETWEEN
[HOSPITAL NAME]
AND
THE AGENCY FOR HEALTH CARE ADMINISTRATION
FLORIDA CENTER FOR HEALTH INFORMATION AND POLICY ANALYSIS

This agreement is entered by and between [Hospital Name] (hereinafter referred
to as the Hospital) and the State of Florida, Agency for Health Care Administration,
Florida Center for Health Information and Policy Analysis.

Whereas, the parties shall exchange certain data that is confidential and must be
afforded special treatment and protection; and,

Whereas, data exchanged by the parties may be used or disclosed only in
accordance with this agreement and state and federal law;

Now, therefore, the Hospital and the Agency agree as follows:

1. Purpose of Agreement. The purpose of this agreement is to govern the exchange of
clinical laboratory data between the Agency and the Hospital. The Agency shall use
the data specified in this agreement for a hospital quality pilot project funded through
a contract with the Agency for Healthcare Research and Quality (AHRQ), AHRQ
Project-07-10042. In addition, the Agency shall use the clinical data to create joined
record sets by merging the clinical data with the administrative data. The Agency
may share the data specified in this agreement with its subcontractors 3M HIS, for
purposes of fulfilling its obligations pursuant to the AHRQ contract or any other
contract to which the Hospital consents.

2. Description of Data. Pursuant to the terms of this agreement, the Hospital shall
disclose specific clinical laboratory data elements as set forth in Attachment | to the
Agency.

3. Method of Data Transfer. The Hospital will upload the clinical records as a comma
delimited file into the Agency’s secure FTP sites.

Visit AHCA online at
http://ahca.myflorida.com

2727 Mahan Drive, MS#
Tallahassee, Florida 32308
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4. Point of Contact. The Agency designates Dr. Christopher Sullivan, AHRQ project
director, whose address is 2727 Mahan Drive, Mail Stop #16 Tallahassee, FL 32308-
5403, and who can be contacted at 850-414-5421, as its point of contact for this
agreement.

The Hospital designates [name and title], whose address is [address], and who can be
contacted at [phone number], as its point of contact for this agreement.

All correspondence regarding this agreement shall be addressed to the point of
contact. The parties shall notify each other in writing within fifteen (15) days of any
change of the point of contact. Notification of change of the point of contact shall be
delivered by certified mail, return receipt requested, or in person with proof of
delivery.

5. Payment. The parties shall provide the data specified in this agreement at no cost.

6. Permissible Uses and Disclosures of Data. Upon receipt of the data specified in this
agreement, the Agency will download the records from the secure FTP sites into
Oracle Database then merge them with the administrative data for a joined record set.
The joined record sets will be de-identified and uploaded to a secure FTP site
accessible by 3M HIS to create the APR DRG groupings and to conduct the
preliminary analysis.

The Agency shall not use or further disclose, transmit, copy, or disseminate the data
specified in this agreement except as permitted by this agreement or as required by
federal law.

The Agency shall establish appropriate administrative, technical, and physical
safeguards to protect the confidentiality of and to prevent unauthorized use or access
to the data specified in this agreement. This also governs any electronic transmission
of the data.

The Agency shall not release or allow the release of the data specified in this
agreement to any person or entities other than as permitted by this agreement.

The Agency shall restrict disclosure of the data specified in this agreement to the
minimum number of individuals who require the information in order to perform the
functions of this agreement. The Agency shall instruct individuals to whom the data is
disclosed of all obligations under this agreement and shall require the individuals to
maintain those obligations.

The Agency shall secure the data specified in this agreement when the data is not
under the direct and immediate control of an authorized individual performing the
functions of this agreement. The Agency shall make a good faith effort to identify any
use or disclosure of the data not provided for by this agreement.

20f4



7.

Disclosure to Agents. The Agency shall ensure that any agents, including, but not
limited to, a contractor or subcontractor, to whom the Agency provides the data
specified in this agreement agree to the same terms, conditions, and restrictions that
apply to the Agency with respect to the data.

Indemnification. The Hospital agrees to indemnify, defend, and hold harmless the
Agency from any or all claims and losses accruing to any person, organization, or
other legal entity as a result of violation of this agreement to the extent permitted by
federal and state law.

Term of Agreement. This agreement shall be effective upon execution by both
parties and shall remain in effect until September 30, 2009, unless terminated by one
of the parties. This agreement may be terminated by either party without cause upon
thirty (30) days written notice. Notice of termination shall be delivered by certified
mail, return receipt requested, or in person with proof of delivery.

The terms of this agreement may not be waived, altered, modified, or amended except by
written agreement of both parties.

This agreement supersedes any and all agreements between the parties with respect to the
use of the data specified in this agreement.

In witness whereof, the Hospital and the Agency have caused this agreement to be signed
and delivered by their authorized representatives as of the date set forth below.

For [Hospital] For the Florida Center for Health

Information and Policy Analysis

Signature Signature

Christopher Sullivan

Print Name Print Name

SMA Il / Administrator

Title Title

November 3, 2008

Date Date

3o0f4



Attachment I: Clinical Data Elements

Clinical Data Elements Abbreviation Low High Units
SGOT AST 8 35 U/L

CPK MB CKMB 0 3 ng/mL
Potassium K 3.5 5.1 mmol/L or mEqg/L
Sodium Na 135 145 mmol/L or mEq/L
Troponin | ™nT <0.10  ng/ml

pH pH 7.35 7.45

PO2.sat PO2 80 90 mmHg

pCO2 pCO2 35 45 mmHg
Prothrombin time- International Normalized Ratio (PT-INR) PT 11 13 seconds
Albumin ALB 35 50 g/L

Base Excess -3 3

Total bilrubin fractions Thil 2 14 umol/L

Calcium (total) Ca 8.6 10.1 mg/dI

Calcium (ionized) Ical 1.15 1.29 mmol/L or mEqg/L
Creatinine CREAT 0.7 1.3 mg/dL

Glucose GLUC 70 105 mg/dL

Alkaline phosphatase ALP 40 130 U/L

Blood urea nitrogen BUN 7 18 mg/dL
Hematocrit (Indices - MCV MCH) HCT

Hematocrit (male) HCT 38 52 %

Hematocrit (female) HCT 35 47 %

Mean cell Hemoglobin MCH 26 34 pg

Mean Cell volume MCV 80 98 fL

Platelets Plt 150 400  x10°/L or K/mm®
White blood cell count WBC 4 11 x10°L or Kimm®
Chloride Cl 95 108 mmol/L or mEq/L
Bicarbonate HCO3 22 26 mEq/L

Gamma glutamyl transferase GGT 50 U/L

SGPT ALT 8 40 uU/L
Phosphorous PO4 1.9 4.7 mg/dL

Total Hemoglobin (male) HGB 14 18 g/dL

Total Hemoglobin (female) HGB 12 16 g/dL

Partial thromboplastin time PTT 29 41 seconds

Blood/Lymph Culture-Positive

Additional Lab Data Elements
Date of specimen Run
Time of Specimen Run

Type of test performed
Reference range of test

40f4

Demographic Data Elements

Date of birth

Gender

Ethnicity

Social Security Number
Zip Code

The Agency Hospital Identification Number
Hospital unique patient tracking number or Billing
number

Admission Date
Discharge Record date
Discharge Record quarter
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___________________________________________________________________________________________________________________

R

R B T

AUTHORIZATION FOR MULTI-PARTY RELEASE OF HEALTH INFORMATION
INCLUDING MENTAL HEALTH AND ALCOHOL OR DRUG TREATMENT

The purpose ofthis consentis to facilitate referral(s) for treatment, case management, trestment
planning, coordination of medical care and other services among providers participating in the
Cosmunrry Cazs Management Nevwosz.

{Print Patiant’s Name) {AKA) {Date of Birth)

| hereby authorize

(Mame of Yemualeg Agemcy) ‘Aadem) (rhcec)
to share my health information with these agendes particdpating in the Covsaunry Care ManagesmenT
Nerworx: (Plegse delete and initial any agency to which discliosure is NOT permitted.)

Jefferson Alcohol and Drug Abuse Center Louisville Metro Department of Corrections-inmate
Metrosafe Health Services
Greater Louisville Medical Society The Healing Placs
Louisville Metro Public Health and Weliness The MORE Center
University of Louisville Hospital Qur Lady of Peace
Phosnix Health Care Center Wellspring
Family and Children’s Place Bridgehaven
Coalition for the Homeless Seven Counties Services
Veterans Administration Louisville Metro Department of Community Services
and Revitalization
Other:
{Azency Name) {Address) (Phone)

I give my permission for the following information to be disclosed:
(Please delete and initial any information that is NOT to be disclosed.)

o Initial Evaluation i ® Treatment/Referral Plan. | » Treatment Progress i
» LsborstoryTests | e Medicstion History | e Discharge Summary |
» Psychiatric Evaluation | » Meadical/P ﬁ—y_s-iil-ﬂ_ts_t_c;;f ___________ [ o Hstory/Psychosocial i
sTrestment Informstion which may | e Alcohol and Other Drug Use, Abuse, | » Other: RRARORSE T

and/or Treatment Information
» Utilzation History

include Human Immuncdeficiency |
Virus (HIV) Infection, Acquired
immunadeficiancy Syndrome (AIDS) or
Tests far HIV

| understand thatmy alcohol and/or drug treatment records may be protected by 42 CFR Part 2,
Confidentizlity of Alcohol and Drug Abuse Patient Records, and by KRS 304 .17A-555. | further
understand that information disdosed as 2 result of this authorization may nolonger be protected by
any applicable federal and state privacy laws, and may bedisclosed by the entity orindividual receiving
my information.
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Appendix 7.7: Example Data Sharing
Agreements

DATA SHARING AND USE AGREEMENT

This Data Sharing Agreement (the “Agreement”) is entered into and between

(the “Provider”’) and the Regents of the University of
Michigan, a Michigan constitutional corporation (the “Recipient”). This Agreement will
become effective upon the date of the last signature affixed below (the “Effective Date”).

INTRODUCTION

WHEREAS, the Provider and Recipient desire to collaborate on a project entitled: Michigan
Department of Health and Human Services’ State Innovation Model (“SIM”) Patient Centered
Medical Home (“PCMH?) Initiative;

WHEREAS, in performing activities of this collaboration, Provider will disclose to Recipient
certain identifiable Protected Health Information;

WHEREAS Provider and Recipient wish to enter into this Data Sharing Agreement for the
purpose of addressing obligations arising from the disclosure of Protected Health Information;
for the following identified purpose(s):

(1) To foster the transformation of participating PCMH primary care practices to enable
interventions that impact all persons served by the Practice in a cost-effective manner using
evidence-based guidelines and practices;

(2) To support a premier model for advanced primary care in Michigan leveraging experience
gained from the MiPCT demonstration;

(3) To improve health outcomes, improve patient experience of care, and reduce preventable
healthcare costs; and

(4) To permit the sharing of payer, clinical, and demographic data with all SIM PCMH
participants.

THEREFORE, in consideration of the foregoing, the parties agree as follows:

DEFINITIONS

The following terms are defined for purposes of this Agreement. Terms used, but not otherwise
defined in this Agreement shall have the same meaning as those terms in the Privacy Rule.

a) HIPAA means the Health Insurance Portability and Accountability Act of 1996, Public
Law 104-191.

b) Covered Entity: Per 45 CFR 160.103 (“Definitions”), is a health plan, health care
clearinghouse, or health care provider that is subject to the standards, requirements, and
implementation specifications of the HIPAA Privacy Rule. Covered Entity in this
Agreement shall mean the Provider.

c) De-identified Data: Per 45 CFR 164.514(a), is health information that does not identify
an individual and with respect to which there is no reasonable basis to believe that the
information can be used to identify an individual.

d) Individual: Per 45 CFR 160.103 (“Definitions”), is the person who is the subject of
protected health information and shall include a person who qualifies as a personal
representative in accordance with 45 CFR 164.502(g).

e) Privacy Rule shall mean the Standards for Privacy of Individually Identifiable Health
Information at 45 CFR part 160 and part 164, subparts A and E.
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f)

9)

h)

Protected Health Information or PHI: Per 45 CFR 160.103 (“Definitions”), means
information, maintained or transmitted in any form or medium, that: (i) relates to the past,
present, or future physical or mental health or condition of an individual; the provision of
health care to an individual; or the past, present, or future payment for the provision of
health care to an individual, and (ii) identifies the individual or with respect to which
there is a reasonable basis to believe the information can be used to identify the
individual.

Required by Law: Per 45 CFR 164.103 (“Definitions”), means a mandate contained in
law that compels an entity to make a use or disclosure of protected health information
and that is enforceable in a court of law.

Secretary shall mean the Secretary of the Department of Health and Human Services or
his designee.

OBLIGATIONS OF THE RECIPIENT

a)

b)

c)

d)

f)

9)

h)

To not use or disclose Provider’s Protected Health Information in any manner other than
as permitted by this Agreement or as required by applicable law.

To not contact or attempt to contact individuals whose data is contained in Provider’s
Protected Health Information for any purpose not authorized by this Agreement.

To use appropriate administrative, technical, and physical safeguards, including
compliance with security provisions at 45 CFR 88 164.308, 310, 312, and 316 pursuant to
Section 3401(a) of the HITECH Act to prevent any use or disclosure of Provider’s
Protected Health Information not authorized under this Agreement.

To ensure that any agent, including subcontractors, to whom Recipient authorizes to use
or disclose Provider’s Protected Health Information are held to the same HIPAA privacy
and HITECH security standards that apply to Recipient.

To report to the Provider, through its Health Systems Privacy Officer (Privacy Officer),
any use or disclosure of Provider’s Protected Health Information not authorized by this
Agreement that Recipient or its agents become aware of within ten (10) days of
discovery.

To mitigate any harmful effect caused by Recipient’s wrongful use or disclosure of
Provider’s Protected Health Information in violation of this Agreement.

To make available, at the Provider’s request, any internal practices, books, and
recordings, including policies and procedures, relating to the use, disclosure, and security
of the Protected Health Information for purposes of determining Recipient’s compliance
with this Agreement and to the HIPAA privacy standards.

To the extent permissible by law, to provide written notification to Provider if it receives
a subpoena, court or administrative order or other discovery request or mandate
pertaining to the release of any part of Provider’s Protected Health Information within
five (5) days of the receipt of such a request. Written notification must occur before the
Recipient responds to the request so to enable Provider time to object.

USES OF DATA

a.

Recipient shall share Provider’s aggregated De-identified Data with other SIM PCMH
participants for purposes including population health analysis, quality improvement, and
utilization measures.

Provider may also access or receive from Recipient its own raw PHI or as it has been
combined with relevant payer and demographic data.



TERM AND TERMINATION

a.

Term. The Term of this Agreement shall commence as of the Effective Date and will
terminate when all of Provider’s Protected Health Information is destroyed and certified
as destroyed, in writing, to the Provider through its Privacy Officer.

Termination. In the event that the Provider becomes aware of any use of Provider’s
Protected Health Information that is not authorized under this Agreement or required by
applicable law, the Provider may (i) terminate this Agreement upon notice, (ii) disqualify
(in whole or in part) the Recipient or Recipient’s authorized agents from receiving
Provider’s Protected Health Information in the future, and (iii) report the inappropriate
use or disclosure to the Secretary of the Department of Health and Human Services, as
appropriate.

Effect of Termination. Recipient will destroy all of Provider’s Protected Health
Information and provide written certification to the Provider through its Privacy Officer
that it was destroyed, including all of Provider’s Protected Health Information that is in
the possession of Recipient’s agents. No copies of Provider’s Protected Health
Information may be retained.

MISCELLANEQOUS

a.

Breach or Violation. Provider is not responsible for Recipient’s violations of the HIPAA
Privacy Rule unless Provider knows of a pattern of activity or practice that constitutes a
material breach or violation of the HIPAA Privacy Rule. HIPAA defined violations,
including those rising to the level of a breach, will be reported to the Secretary of the
Department of Health and Human Services (“DHHS”).

Amendment. The Parties agree to take such action as is necessary to amend this
Agreement from time to time as is necessary for Provider to comply with the
requirements of the Privacy Rule and HIPAA.

Survival. The respective rights and obligations of Recipient shall survive the termination
of this Agreement.

Interpretation. Any ambiguity in this Agreement shall be interpreted in a manner
consistent with the HIPAA Privacy Rule.

Indemnity. Recipient shall indemnify and hold harmless Provider and its officers,
trustees, employees, and agents from any and all claims, penalties, fines, costs, liabilities
or damages, including but not limited to reasonable attorney fees, incurred by Provider
arising from a violation of Recipient’s obligations under this Agreement.

Injunctive Relief. Recipient stipulates that its unauthorized use or disclosure of the
Protected Health Information would cause irreparable harm to the Provider, and in such
an event, Provider shall be entitled to institute proceedings in any court of competent
jurisdiction to obtain damages and injunctive relief.

Assignment. This Agreement may not be assigned.

Authorized Signers. As applicable, Provider warrants and represents that it is authorized
to sign this Agreement on behalf of all Practices participating with the Provider.

IN WITNESS WHEREOF, the parties have caused this Data Sharing Agreement to be executed
by their respective duly authorized representatives effective as of the day and year set forth below.



REGENTS OF THE UNIVERSITY
OF MICHIGAN

By:

(Signature)

Name:

(Please Print)

Title:

Date:

PROVIDER

By:

(Signature)

Name:

(Please Print)

Title:

Date:
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User Policy, Responsibility Statement &
Code of Ethics

For Lake County’s ServicePoint®

User Policy

Partner Agencies shall share information for the purposes of coordinating services to individuals
enrolled in ServicePoint®. Aggregate non-identifying data may also be used for reporting unduplicated
counts to state, federal and other funding sources. Lake County seeks to establish a uniform, consistent,
and accurate source of data for all member participants and stakeholders.

It is a Client's decision about which information, if any, entered into the ServicePoint® system shall be
shared and with which Partner Agencies. The Consent To Use ServicePoint® must be signed if the Client
agrees to share basic information with Partner Agencies. A separate Release of Information form must
be signed if the Client agrees to share anything other than basic identifying information.

The ServicePoint® system is a tool to assist agencies in focusing services and locating alternative
resources to help clients. Therefore, agency staff should use the Client information in the
ServicePoint® system to target services to the Clients’ needs.

To the greatest extent possible, data necessary for the development of aggregate reports of homeless
services, including services needed, services provided, referrals and client goals and outcomes should be
entered into the system in a timely and accurate manner.

Users Code of Ethics
A. The ServicePoint User has primary responsibility for his/her Client(s).
B. Each ServicePoint User should maintain high standards of professional conduct in the capacity
as a ServicePoint User.
C. ServicePoint Users must treat Partner Agencies with respect, fairness and good faith.
D. ServicePoint Users have the responsibility to relate to the Clients of other Partner Agencies with
full professional consideration.

Strong Password Protocols
Minimum length of eight characters which:
e Are not based on anything somebody else could easily guess or obtain using person related
information, e.g. names, telephone numbers, dates of birth, etc.
o Are free of consecutive identical characters or all-numeric or all-alphabetical groups
e Are free of word or number patterns
e Are not names or words in any dictionary including English, foreign languages, and technical
dictionaries (legal, medical, etc.)
e Contains at least one uppercase letter, one lowercase letter, and 2 numbers

User Responsibility
Your User ID and Password give you access to the Lake County ServicePoint® system. Initial each item
below to indicate your understanding and acceptance of the proper use of your User ID and password.

Revised 9/25/13
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Failure to uphold the confidentiality standards set forth below is grounds for immediate termination
from the ServicePoint® system.

— My User ID and Password are for my use only and must not be shared with anyone.
— | must take all reasonable means to keep my password physically secure.

— | understand that the only individuals who can view information in the ServicePoint system are
authorized users and the Clients to whom the information pertains.

— | may only view, obtain, disclose, or use the database information that is necessary to perform my
job.

— | am required to understand and obey all requirements indicated in the Service Point® Business
Agreement and Notice of Privacy Practices.

— Each client must be informed of their privacy rights and sign the Consent to Use ServicePoint® before
their information is entered in to the database.

— Client information will only be shared in a manner consistent with the signed consents and releases
of information by the client.

— If I am logged Into ServicePoint® and must leave the work area where the computer is located, |
must log-off of ServicePoint® before leaving the work area.

— A computer that has ServicePoint® open and running shall never be left unattended.

— Failure to log off ServicePoint® appropriately may result in a breach in client confidentiality and
system security.

— Hard copies of ServicePoint® information must be kept in a secure file.

— When hard copies of ServicePoint® information are no longer needed, they must be properly
destroyed to maintain confidentiality.

— If | notice or suspect a security breach, | must immediately notify the Agency Administrator for
ServicePoint® or the Lake County System Administrator at 847-377-2331.

| understand and agree to comply with all the statements listed above.

ServicePoint User — Print Name & Sign Date

Agency Administrator — Print Name & Sign Date

Note: Forms should be signed by the User & Agency Administrator, a copy kept on site and a copy delivered to the
Lake County ServicePoint Administrator.

Revised 9/25/13
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Barriers

Below are the descriptions for t
assessment.

he barrier titles listed in the Barriers section of the Current State Sharing

Barrier Title

Description

Internal Bureaucracy & Red Tape

The difficulty in acquiring the necessary permissions to share data and
creating the necessary awareness of the need to share information.

Legal regulations to storing new
data

Acquiring approval from risk and compliance teams to store new types of
data and the review process for the associated collection practices can be
time consuming and require significant effort depending on the new
information to be collected.

Nowhere to store behavioral
health information in existing
technology programs

Fields do not exist within current programs to store select data and would
need to be built.

Legal Regulations to begin
sharing data

Acquiring approval from internal risk and compliance teams to share storeg
aggregated and personal identifiable information can be time consuming ar
requires significant effort.

Constant changes to policies and
regulations

Internal and governmental changes to policies and regulations demand
operational resources. Organizations relayed feelings of constantly devotin
resources to adapt to new practices which prevented them from pursuing
other opportunities.

Varying interpretations of the
law

The implementation of a law or policy can differ across organizations. To
share data, organizations would need to invest time and resources to come
to an agreement on how to operationalize policies for the data sharing
program to be compliant.

Navigating consent forms and
determining validity across
organizations

740 ILCS 110 requires that a consent to release information be signed to
share data. To share data, organizations will need to establish and agree to
governing rules that outline allowed sharing, such as protocols for when a
consent form is signed at two different locations but with conflicting
information and who has the authority to update stored information on
behalf of consent forms.

Privacy and Security System
Compliance

The need to ensure that existing programs or changes to the programs meg¢
the required privacy and security standards, verifying that, if a central
repository is selected, the supporting new technology is compliant, and tha
data sharing mediums are secure.

Security Breach & Leaked
information

Organizations’ fear of hackers, stolen information, ransom attempts, and tf
associated ownership, liability, and responsibility.
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Cost of technology
system/automation required to
participate

Funding for the technology to support a data sharing model, if needed, will
pose a barrier as some products are very costly and there are alternative
uses for those funds.

Standardization of encryption

requirements across participants

When data is shared electronically, the degree to which each element of th
message is encrypted needs to be agreed upon by contributing parties.

Report Generation

Organizations cited report generation as a large barrier to sharing patient
and organization level data. Either the program organizations use does not
aggregated data easily or the metadata required to support a report is not
easily accessible. The reports that are generated require some manual work
which can threaten data quality, and customizing existing reports is very
difficult.

Need to train on new practices
for documenting new data

If new policies and practices are put into place, organizations will need tim
to train their employees to adopt new practices with high accuracy.

Unclear of role in sharing data

Some organizations had difficulty envisioning how their data could
contribute to a behavioral health data sharing program and how they could
benefit from data sharing.

Data governance (ownership,
responsibilities, and
maintenance)

A barrier to participating for some organizations is the fear of who will own
the data, the work required to standardize the data across organizations, ar
not knowing how the data sharing framework will be established and
maintained.

FTE needs

Many organizations voiced concerns over the employee needs required to
support the initiation of a program as well has sustaining the program
moving forward.

Constant Change makes
organizations leery of
committing

With an increased eye on behavioral health nationwide, the industry is
positioned to continue a high volume of changes which can make
organizations hesitate to commit resources.

Competition for business and
funding

Exposing the services an individual receives increases competition amongst
service providers which can negatively impact revenues and funding.

Coming to agreement on the
standardization of data

Data standardization will require the contributing parties to agree on the
format, data collection, and storage of each data point that is shared to hel
improve data accuracy. Changes to current processes may require changes
their current programs.

Education and required

technology skillsets to operate in

a data sharing agreement

Operators and providers that are less familiar with data sharing agreements
will need additional education to understand and operate efficiently within
more advance technological environment.




Appendix 7.9: Poll Anywhere Results from June Coalition Meeting
6/16/2017 What current initiatives are underway that we should know about that will directly or indirectly support/enhance access and delivery of behavioral health s...

What current initiatives are underway that we should

know about that will directly or indirectly

support/enhance access and delivery of behavioral health

services to individuals and families?

Current run (last updated Jun 16, 2017 3:30pm)

16

Participants

Survey

1 25 &

Polls Average responses Average engagement

1. What current initiatives are underway that we should know about that will directly or indirectly support/enhance access and

delivery of behavioral health services to individuals and families?

Responses

Participant

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Question Response

1

Fuse initiatives

100,000 Homes, Built for Zero

Jail Data Link

Rule 132 service definition changes

Expand rule 132 to allow substance treatment to better cover long Term case management

BHTCC

LCHD Live Well LC behavioral health action plan

Mental health collaborative

None known (sent with Balloons)

Mental Health First Aid trainings

Lake County Opioid Initiative

Service point; LCHD studies,

https://www.polleverywhere.com/reports/219420
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6/16/2017 What current initiatives are underway that we should know about that will directly or indirectly support/enhance access and delivery of behavioral health s...

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

1 Any school efforts?
1 Live Well Lake County Behavioral Health Action Team
1 Coordinated entry into PSH for chronically homeless based in ServicePoint; referral network and potential data

sharing in ServicePoint

1 Coordinated entry into PSH for chronically homeless based in ServicePoint; referral network and potential data
sharing in ServicePoint

1 AIIIiance for human services. Partnership for a safer lake county. Lake county behavioral health community action
plan

1 Round Lake Area School Health and Wellness Center

1 The research for the last 2 years by Lake County United regarding crisis center , CIT training, and supportive
housing.

1 BHTCC; TIM courts

1 Behavioral Health Action Team, Suicide Task Force

1 Sustain

1 BH Action Team

1 Opioid Task Force

1 1115 waiver

https://lwww.polleverywhere.com/reports/219420 22



6/16/2017 What communities nationally are you aware of that have been successful in cross system collaboration in addressing the needs of individuals and families?

What communities nationally are you aware of that have

been successful in cross system collaboration in

addressing the needs of individuals and families?

Current run (last updated Jun 16, 2017 3:31pm)

13

Participants

Survey

1. What communities nationally are you aware of that have been successful in cross system collaboration in addressing the

1 16

Polls Average responses Average engagement

needs of individuals and families?

Responses

Participant

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Question Response

1

Houston Texas

Columbus Ohio

100,000 Homes Campaign

San Antonio, TX; King County, WA; Miami-dade

Camden. San Antonio. Miami Dade. But need to be mindful of geographic and other differences.

San Diego and Seattle King County and Portland

Camden, NJ; Dade County FL; San Antonio, TX;

Johnson county ,KS

Oakland, CA - only because of funding support...

Denver FUSE and pay for success bonds jointly issued by city and county for PSH

Akron, Ohio

DuPage County lllinois

https://iwww.polleverywhere.com/reports/219421
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6/16/2017 What communities nationally are you aware of that have been successful in cross system collaboration in addressing the needs of individuals and families?

Unregistered 1 NY is doing a good job of looking at housing as a right and has programs that solve housing and homelessness
problems

Unregistered 1 Not sure

Unregistered 1 New York City

https://iwww.polleverywhere.com/reports/219421 2/2



6/16/2017 Concept /Principle from draft Charter, "Outcomes are standardized and measured at the individual, provider and service system level." What outcome or ...

Concept /Principle from draft Charter, "Outcomes are

standardized and measured at the individual, provider

and service system level." What outcome or process

measures would you like to see?

Current run (last updated Jun 16, 2017 3:30pm)

19

Participants

Survey

'I 2 5 100%

Polls Average responses Average engagement

1. Concept /Principle from draft Charter, "Outcomes are standardized and measured at the individual, provider and service

system level." What outcome or process measures would you like to see?

Responses

Participant

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Question Response

1

Private sector funding support

Permanent Affordable Housing and Employment

Psychiatrist coordination of info inside and outside jail

Reduced use of emergency health and criminal justice services

Number of people utilizing/accessing behavioral health services on a regular basis with a correlating decline in
#of people in the jails/reduction in avg days

stay

None

Employment duration of those with acute/severe MH issues

Improved care coordination

Need more data sharing

Service utilization would rise

Less contact with the criminal justice system by individuals with mental illness

https://lwww.polleverywhere.com/reports/219419
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6/16/2017 Concept /Principle from draft Charter, "Outcomes are standardized and measured at the individual, provider and service system level." What outcome or ...

Unregistered 1 Shorter delay in access to services

Unregistered 1 Sufficient funding for mental health providers.
Unregistered 1 Level of Access to MH services

Unregistered 1 Satisfaction with current services

Unregistered 1 Not aware of any

Unregistered 1 Increase number of CIT trained officers

Unregistered 1 Akron, Ohio

Unregistered 1 Patients not having a 6 month wait to get help
Unregistered 1 Housing stability Medication needs met Reduced days in jail
Unregistered 1 Cultural context

Unregistered 1 Increase in jail diversion; decrease in length of time to see a psychiatrist; increase in affordable housing
Unregistered 1 Care coordination and

Unregistered 1 Reduced Suicide

https://lwww.polleverywhere.com/reports/219419 22



6/16/2017 Concept/ Principal from your draft Charter - "Services are person centered, strengths based and trauma informed." Poll Question - Does the Lake Count

Concept / Principal from your draft Charter - "Services are
person centered, strengths based and trauma informed."
Poll Question - Does the Lake County community have a
shared understanding and application of these concepts
across system partner organizat

Current run (last updated Jun 16, 2017 3:27pm)

9 1 9

Participants Average responses Average engagement
Survey
1. Concept / Principal fro intered, strengths based and trauma informed." Poll
Question - Does the La inding and application of these concepts across system

partner organizations?

Responses

Participant Question Response
Unregistered 1 B - Somewhat
Unregistered 1 C- No
Unregistered 1 B - Somewhat
Unregistered 1 A - Yes
Unregistered 1 C-No
Unregistered 1 C-No
Unregistered 1 B - Somewhat
Unregistered 1 B - Somewhat
Unregistered 1 B - Somewhat

https://www.polleverywhere.com/reports/219416
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6/16/2017

What are the system collaboration strengths of Lake County that should be leveraged in this data sharing project?

What are the system collaboration strengths of Lake

County that should be leveraged in this data sharing

project?

Current run (last updated Jun 16, 2017 3:28pm)

18

Participants

Survey

'I 2 5 100%

Polls Average responses Average engagement

1. What are the system collaboration strengths of Lake County that should be leveraged in this data sharing project?

Responses

Participant

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Question Response

1

2 FQHCs

Sheriff can provide leadership In County coordination of mental health coordination

Lake County Development has pivoted to strengthen housing

Cooperative spirit at times

The recognition that the need is real, so there is a strong desire to collaborate.

We are in this room

Cubs

Providers talk to each other's about needs of families

County leadership

Strong executive leadership

We communicate with each other and all agree that this is a significant issue.

Many, many, providers, non profits, community org.

Cubs

Growing desire to coordinate strategically across Lake County.

https://lwww.polleverywhere.com/reports/219417
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6/16/2017

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

Unregistered

What are the system collaboration strengths of Lake County that should be leveraged in this data sharing project?

1

Hospital beds although not enough

LC Behavioral Health action team

Existing partnerships and initiatives

Sox

Willingness to help and be open to new ideas

Recognizing the need to take action on this issue by so many partners and organizations

Caring government and community partners who want to help

Service Point, Alliance for Human Services, Sustain

Excellent programs, no real turf battles

Strong providers and nonprofits

Cubs

https://lwww.polleverywhere.com/reports/219417
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Data Matrix

Appendix 7.10: Data Matrix — Extended List of Data / Measures

This Data Matrix is intended to highlight how data measurements can be reached with existing or new data points and/or agreements and protocols. The purpose of providing this matrix is to brainstorm data that can be used to support key decisions.

To support on-going decision making, programs and continuous data sharing on a set frequency would need to be established. This list does not include all of the data measurements or points that could be shared nor is this matrix a list of all the
data points that will be shared.

Furthermore, this list does not suggest that it is possible or easy to share select data points, it is simply a tool to surface and raise awareness of the data that would be most impactful for decision making.

The data below is what has been collected or brainstormed to date and is subject to change.

Key Decision Legend:
1-Who s in need of or
seeking behavioral health
care and what are their

2-Are the
service needs of
those accessing
behavioral care

3 - Are the services provided
impacting outcomes and making a
difference for individuals and

overall service needs? being met?  families served?
Service
Provider
Key Type within Standard-
Decisions | Sector (s) Sector Data Measurement Calculation (if needed) Data Point Available ized Comments and Potential Barrier to overcome
1 Healthcare | BH Provider |individuals are receiving BH |Total of behavioral Initial service date N N BH Provider subgroup to agree on measure
services (over the past health record with an  [Close service date standardization Depending on the data sharing model
month) initial service date but |or selected, this could be capture through reports sent in by
no close date (pulled  |[Count service Providers or could be capture through a central
the first or last data of |visits/encounters using repository
the month) claims data
1 Healthcare | BH Provider |NEW individuals/families are |Total of behavioral Initial service date N N BH Provider subgroup to agree on measure
accessing BH services (over |health record with an |or standardization Depending on the data sharing model
the past month)? initial service date that |[New patients using claims selected, this could be capture through reports sent in by
falls within the last data BH Providers or could be capture through a central
month repository
1 Healthcare | BH Provider [Behavioral health conditions |# of individuals with dx | Diagnosis Y Y
1 Healthcare | BH Provider |Functioning level # of individual per Functioning scores Y N BH group to explore and make decisions about what
functioning level standardized functioning scores to use (e.g.. Consider
functioning scores that are required by state for
submission upon entry and exit of services)
1 Healthcare | BH Provider [HEDIS measures Multiple Multiple Y Y Explore what requirements that the new MCOs may have
around collecting this data
1 Healthcare Risk and  |Risk measures Multiple Multiple Y N BH group to explore and make decisions about what
health standardized risk scores to use (e.g.. Consider functioning
assessment scores that are required by state for submission upon
scores entry and exit of services)
1 Healthcare Risk and  |Protective Factor measures |Multiple Multiple Y N BH group to explore and make decisions about what
health standardized protective factor scores to use (e.g.
assessment Consider functioning scores that are required by state for
scores submission upon entry and exit of services)
1 Healthcare | BH Provider |Overall service intensity # with HIGH need score|Service Level Stratification N N BH group to explore and make decisions about a
needs of individuals seeking |/ # in service Score standardized risk stratification criteria could be used.
services # with MEDIUM need
score / #in service
# with LOW need score
/ #in service
1 Healthcare | BH Provider |overall service intensity # with HIGH need score|Specialty population data N N BH group to explore and make decisions about what
needs of individuals seeking |/ # in service in special |element standardized risk stratification criteria could be used.
services by specialty population Service level score Specialty populations to capture are (e.g. justice involved,
populations # with MEDIUM need child welfare involved, adults/children, SMI, SED, etc.)
score / #in service in
special population
# with LOW need score
/ #in service in special
population
1 Healthcare | BH Provider |level of care to which Total of claims by Claims data by service Y Y This is a data measurement that could be negotiated with
individuals are accessing service location location / service code the managed care companies or with the Medicaid
care agency for that population. Alternatively, if hospitals
provided the claims data with similar formats, the
information could be loaded and analyzed with a tools.
2 Healthcare | BH Provider |Timeliness of routine Average length of time |Date of service request Some N BH Provider subgroup to agree on measure
services - for an Assessment |for an appointment Date of appointment providers standardization
% that are within 7 Date of service request Some N BH Provider subgroup to agree on measure
days Date of appointment providers standardization
2 Healthcare | BH Provider |Timeliness of routine Average length of time | Date of service request Some N BH Provider subgroup to agree on measure
services - for a medication  |for an appointment Date of appointment providers standardization
assessment % that are within 7 Date of service request Some N BH Provider subgroup to agree on measure
days Date of appointment providers standardization
2 Healthcare | BH Provider |Timeliness of routine Average length of time |  Date of service request Y Y If not available in user-facing programs, available as time

services - for access to on-

for an appointment

Date of appointment

stamp data within the scheduling software.




going treatment services Y

Healthcare | BH Provider |Timeliness of routine Average length of time | Date of service request Y If not available in user-facing programs, available as time
services - for support for an appointment Date of appointment stamp data within the scheduling software.
services (e.g. living skills) Y

Healthcare | BH Provider |Timeliness of routine Average length of time | Date of service request Y If not available in user-facing programs, available as time
services - for accessing peer |for an appointment Date of appointment stamp data within the scheduling software.

/ family support services Y
Healthcare Service Average length of service Total of (Date of Date of entering services Y If not available in user-facing programs, available as time
length of | duration for routine services| entering services - stamp data within the scheduling software.
time current date in days) / |# of individuals actively N Providers to determine the definition of 'actively seeing'
# of individuals actively [receiving services as the length of time inactive or archiving standards
receiving services across hospitals and provider can differ.

Healthcare | BH Provider [Timeliness of Follow-up care |Average length of time |Date of discharge from Some BH group to agree on standardization. Many forward
appointment - for an for an appointment emergent service facing programs will include the data of discharge, but if
emergent service transfers for continuing services, then this population

may need to be removed from this calculation. This may
require the presence of other data points by which to
filter

Date of follow-up care Y

Healthcare | BH Provider [Timeliness of Follow-up care |Average length of time |Date of discharge from Y BH group to agree on standardization. Many forward
appointment - for a urgent |for an appointment urgent service facing programs will include the data of discharge, but if
service transfers for continuing services, then this population

may need to be removed from this calculation. This may
require the presence of other data points by which to
filter

Date of appointment Y

Healthcare | BH Provider [Service Capacity - Routine  |# psychiatrists/NP, PA |# psychiatrists/NP, PA Y
Services - # psychiatrists/NP, [per 100,000 lives # of MEB lives Y an use a proxy such as an estimation based on national
PA per 100,000 lives best practices

May need to confirm definition across organizations
relative to the services provided to have a standardized
criteria for the population

Healthcare Care #/ % of individuals are count of high and Patients with High needs N BH provider to determine standards for high and medium

Management|assigned to a care medium need Patients with Medium need. Additionally the BH group needs to identify current
management program for  |individuals assigned to |Needs definition and services provided by care coordinators
those with medium to high |a care coordinator Care Coordinator contact across organizations. The presence of a care coordinator
levels of care needs flag within each system can be documented in a variety of ways across programs

and there needs to be a protocols for combining that
information.

Healthcare Care # of new individuals be count of new Total number of individuals N BH group to determine the frequency with which to

Management|assigned to care individuals into care assigned to care evaluate this data. Dependent on a high quality
management program coordinator program  |coordinators at two consolidation of care coordinator information across

different times organizations

Healthcare Care # of individuals removed differential in Total number of individuals N BH group to determine the frequency with which to

Management|from care management individuals for a care  |assigned to care evaluate this data. Dependent on a high quality
program (by reducing service|coordinator program  |coordinators at two consolidation of care coordinator information across
needs or for lack of contact different times organizations
after outreach)

Healthcare Care For those assigned to care  |Overlap btw care Justice Involvement N BH provider to define the factors that signify justice

Management|{management - # with justice |coordinator program |Care Coordinator involvement (i.e. court filing, police encounter). Requires
involvement and justice Pll be exchanged to match names across justice and care

involvement coordination systems.

Healthcare Care For those assigned to care  |Overlap between Specialty program N Need data points within programs that an individual is a

Management|{management - # with other |individuals in a care Care Coordinator part of a specialty population.
special population coordinator program
characteristics and a specialty

population

Healthcare | BH Provider |Service Capacity - Routine Professional availability [# of BH Professional N BH group to define the list to include in professional lives
Services- # of BH : covered lives providers
Professional providers per # of MEB lives N BH group to define how to identify these individuals
100,000 (e.g. licensed SW, across programs or to use proxies based on population
Counselor, MH therapist, SA data

Healthcare | BH Provider [Service Capacity - Routine Peer support : covered |# of certified peer support Y This information is likely known within each organization,
Services - # of certified peer |lives specialists but definitions should be compared across the
support specialists per community to arrive at a system level calculation and
10,000 lives ensure high data quality

# of MEB lives Y This information may be defined within each organization
but it needs to be defined across the community as well.

Healthcare | BH Provider | Service Capacity - Routine  |family support : # of certified family Y This information is likely known within each organization,
Services- # of certified family |covered lives support specialists but definitions should be compared across the
support specialists per community to arrive at a system level calculation and
10,000 lives ensure high data quality

# of MEB lives Y This information may be defined within each organization

but it needs to be defined across the community as well.




3 Healthcare | BH Provider |Outcomes for those who differential in outcome |outcome measures BH Group to develop specific outcome measures
have accessed services - calculation over a presence of stable housing leveraging what is already required by the state for
improved stable housing period of time submitting housing information.

3 Healthcare | BH Provider |Outcomes for those who differential in outcome |outcome measures BH Group to develop specific outcomes measures and
have accessed services - calculation over a improved relationships leveraging data collected on intake forms and through
improved relationships period of time counseling notes related to family and personal

networks.

3 Healthcare | BH Provider |Outcomes for those who differential in outcome |outcome measures BH Group to develop specific outcomes measures and
have accessed services - calculation over a presence of meaningful leveraging data required by the state for employment
meaningful daily activity period of time daily activity and school purposes.

(work, school, volunteer)

3 Healthcare | BH Provider |[Outcomes for those who differential in outcome |outcome measures BH Group to develop specific outcomes measures and
have accessed services - calculation over a ranking of ability to leveraging data the documents, ranks or score one's
effectively managing their  |period of time manage mental health ability to manage their own health.
mental health

3 Healthcare | BH Provider |[Outcomes for those who differential in outcome |outcome measures BH Group to develop specific outcomes measures and
have accessed services - calculation over a ranking of ability to leveraging data the documents, ranks or score one's
effectively managing period of time manage substance abuse ability to manage their substance abuse.
substance abuse

3 Healthcare | BH Provider |[Outcomes for those who differential in outcome |outcome measures BH Group to develop specific measure leveraging
have accessed services - calculation over a change in the frequency of information already collected by justice to identify the
avoiding justice involvement |period of time justice involvement or lack presence and frequency of using justice services.

of data within the justice
system

3 Healthcare | BH Provider |Outcomes for those who differential in outcome |outcome measures BH Group to develop specific measure leveraging
have accessed services - calculation over a presence of physical health information already collected by the healthcare system to
ability to manage any period of time needs identify needs and assess competency in individuals
physical health conditions score on a ability to caring for their needs
improved address physical health

needs
3 Healthcare | BH Provider | individuals / families # with a positive Satisfaction survey result Would need to develop a Satisfaction Survey
or MCO |satisfaction with their response / total # Explore working with MCOs who may have to do this for a
services surveyed geographic region

3 Healthcare | BH Provider [service system address the |# with a positive Satisfaction survey result Would need to develop a Satisfaction Survey

or MCO  |behavioral health service response / total # Explore working with MCOs who may have to do this for a
needs of those served surveyed geographic region

3 Healthcare | BH Provider [service system address or # with a positive Satisfaction survey result Would need to develop a Satisfaction Survey

or MCO  |connect them with other response / total # Explore working with MCOs who may have to do this for a
social services needed surveyed geographic region

3 Healthcare | BH Provider [services delivered in a # with a positive Satisfaction survey result Would need to develop a Satisfaction Survey

or MCO |setting that addressed their |response / total # Explore working with MCOs who may have to do this for a
needs surveyed geographic region

3 Healthcare | BH Provider [service providers respect of |# with a positive Satisfaction survey result Would need to develop a Satisfaction Survey

or MCO |cultural needs response / total # Explore working with MCOs who may have to do this for a
surveyed geographic region

3 Healthcare | Supportive |Amount of Supportive Total # of individuals  |Claims data with Claims data - Employment Service Provider

Employment |Employment Services with a claim for supportive employment representatives to assist with defining how to extract this
Service  |provided Supportive code information from standard filings
Provider Employment
3 Healthcare | Supportive |[Service Capacity - # of supportive Supportive Employment Claims data - Employment Service Provider
Employment |Employment Support - # employment services |roles available representatives to assist with defining how to extract this
Service |capacity/availability for slots available information employer intake and need forms.
Provider |employment supportive
services
2 Healthcare | Warmline |Timeliness to answer Average speed of Time to answer call from Need a well known warmline phone number and a
service  |Warmline calls (peer to peer |answer ring time program to measure incoming call and response time
provider |support line)
2 Healthcare | Warmline |Warmline Abandonment # Calls dropped before |Calls dropped before an Need a well known warmline phone number and a
service Rate an answer (calls not answer (calls not program to measure incoming call and response time
provider answered) / Total # answered)
Calls Total # Calls
2 Healthcare Nurse Timeliness to answer Nurse |Average speed of Answer speed Need a well known nurse support phone number and a
support line |Support calls answer program to measure incoming call and response time
provider
2 Healthcare Nurse Warmline Abandonment # Calls not answered / |Calls Not Answered Need a well known nurse support phone number and a
support line [Rate Total # Calls Total # Calls program to measure incoming call and response time
provider

1,2 Healthcare | Crisis Call [Volume (Daily, monthly) Total call volume for a |Call volume No universal number for a crisis center across the county

Center month / # days in
month
1,2 Healthcare | Crisis Call [Average Answer Time Average speed of Answer speed program to measure call statistics including; incoming call
Center answer time, time to answer, call duration, abandonment rates

etc.




1,2 Healthcare | Crisis Call |Abandonment Rate # Calls not answered / |Calls Not Answered Y program to measure call statistics including; incoming call
Center Total # Calls Total # Calls time, time to answer, call duration, abandonment rates
etc.
1,2 Healthcare | Crisis Call |Average Talk Time Total talk time / # calls |Talk time Y program to measure call statistics including; caller source,
Center Total # of calls incoming call time, time to answer, call duration,
abandonment rates etc.
1,2 Healthcare | Crisis Call |Crisis Calls transferred from |Average speed of Average speed of answer N program to measure call statistics including; caller source,
Center 911 are answered within X |answer incoming call time, time to answer, call duration,
seconds abandonment rates etc.
Would require establishing a telephone # specific for 911
1,2 Healthcare | Crisis Call [Average Answer Time to Average speed of Answer speed answer for N program to measure call statistics including; caller source,
Center respond to calls from Police |answer telephone line provided for incoming call time, time to answer, call duration,
officers emergency services abandonment rates etc.
Would require establishing a telephone # specific for use
by police
1,2 Healthcare | Crisis Call [Mobile Teams sentin Total # of MTs Law enforcement request N Would require development of capability of crisis line to
Center response to requests from  |dispatched to law for BH Intervention accept calls and dispatch mobile teams
law enforcement to support [enforcement Mobile team dispatch program to document the result of calls- such as mobile
individual/family in need of team dispatched
BH intervention
1,2 Healthcare | Crisis Call |Calls from Emergency Average length of time |Time to answer call from N Requires development Common performance measure
Center Departments answered to answer calls ring time for any call center
within X seconds Would require establishing a telephone # specific for use
by Ends
1,2 Healthcare | Crisis Call [Mobile Teams sent to Total # of MTs Emergency Department N Would require development of capability of crisis line to
Center Emergency Department to |dispatched to ED request for assistance with accept calls and dispatch mobile teams
assist in discharge from ED. discharge
Mobile team dispatch
1,2 Healthcare | Crisis Call |Recidivism - repeat service  |# of individuals with % of individuals with repeat| N program to measure call statistics including; caller source.
Center within 30/60/90 days repeat calls within calls to the crisis line incoming call time, time to answer, call duration,
30/60/90 days abandonment rates etc.
1,2 Healthcare Mobile Mobile Teams average Total of mobile team  |Mobile Dispatch N Requires development
Teams response time to response times / total |Dispatch Time
individuals/families in the # of mobile teams Arrival
community
1,2 Healthcare Mobile Mobile Teams average Total of mobile team  |Mobile Dispatch to law N Requires development
Teams response time to law response times sent to |enforcement
enforcement request for law enforcement / Dispatch Time
assistance in the community |total # of mobile teams |Arrival
sent to law
enforcement
1,2 Healthcare Mobile Mobile Teams average Total of mobile team  |Mobile Dispatch to ED N Requires development
Teams response time to individuals |response times sent to |Dispatch Time
in an Emergency emergency Arrival
Department departments / total #
of mobile teams sent
to emergency
departments
1,2 Healthcare | Mobile Team [Average on-scene time Total of arrival time - |Arrival time N Requires development
off scene time / # Off scene time N
1,2 Healthcare | Mobile Team [Mobile Team purpose Number of incidents  |standard list of crisis types N Could pull from other communities to define
per issue type
1,2 Healthcare | Mobile Team |Disposition count of incidents Disposition type N Could define for Lake County or leverage what other
across dispositions communities have done to categorize dispositions
1,2 Healthcare | Mobile Team |# / % with high utilization Total individuals with | Dispatches to the same N BH Group to develop
multiple dispatches person
1,2 Healthcare | Mobile Team [Service Capacity - Behavioral |Total of # mobile # of mobile teams N Requires development
health mobile team capacity |teams per day
(# of teams per day)
1,2 Healthcare | Crisis Walk-in|Volume (Daily, monthly) Total # of admissions  |Admissions N
1,2 Healthcare | Crisis Walk-in |Average wait time (Daily, Time of entry to time  |Arrival Time N
monthly) of service to individual |Time for BH staff to service
individual
1,2 Healthcare | Crisis Walk-in |[Volume for police drop offs |Total # of admissions |admissions N
(Daily, monthly) Referral source identified
as police
1,2 Healthcare | Crisis Walk-in |Average time police have to |Total time of police Arrival Time N Need to develop capacity
wait when dropping off an  |waiting / total # of Time for BH staff to service
individual admissions by police |individual
referrals Referral source
1,2 Healthcare | Crisis Walk-in|average length of stay Total of Arrival time - |Arrival Time N Need to develop capacity

discharge time / #
individuals served

Discharge Time




1,2 Healthcare | Crisis Walk-in |Reason for service # of individuals by Reason for services Y Need to develop capacity
(depression, suicidal reason code
thoughts, anxiety, relational
etc.)
1,2 Healthcare | Crisis Walk-in [Acuity # of individuals by Acuity Score N Could pull from other communities to define
acuity score
1,2 Healthcare | Crisis Walk-in | Disposition # of individuals by Disposition type N Could pull from other communities to define
disposition type
1,2 Healthcare | Crisis Walk-in | # of referrals by source (self, |# of individuals by Referral Source N Could pull from other communities to define
friend, police, etc.) referral source
1,2 Healthcare | Crisis Walk-in [Insurance coverage # of individuals by Designated Insurance Some
insurance type category - Health record
1,2 Healthcare | Crisis Walk-in |# / % with high utilization Total individuals with  |Individuals with multiple N
multiple admissions admissions
1,2 Healthcare | Crisis Walk-in |Service Capacity -Crisis walk |Total # of chairs Chairs in crisis walk-in N
in- capacity to service
individuals (# chairs)
1,2 Healthcare | Crisis Walk-in |Service Capacity -Crisis Total # of beds Beds in crisis walk-in N
stabilization beds
1,2 Healthcare | Crisis Walk-in [Average length of stay in Total of (Discharge Admission Date N Could be claims based or from and EHR
crisis stabilization bed date - admission date) |Discharge Date
/ # admitted
1,2 Healthcare | Crisis Walk-in [Recidivism - repeat service  |# of individuals with Admissions N
within 30/60/90 days - % of |repeat admissions
individuals with repeat within 30/60/90 days
service in a crisis stabilization
bed
2 Healthcare | Inpatient | In patient Psych # of individuals with Claims data with inpatient Y This information should be available within hospital
Facilities |Readmission rates multiple inpatient psych service code EMRs, although historical information would be needed.
psych claims / # of It can also be identified through claims. Most accurate
2 Healthcare | Inpatient |% Follow-up within 7 days  |percentage of Inpatient stay data, follow- N This is a standard measure for both hospitals and
Facilities or individuals with MEB  |up service data with dates community providers per contract requirements. Would
BH Provider issues that receive a need to decide between hospitals and providers who is
follow call or service making these calls and how to collect (hospitals or
within 7 days community service provider)
2 Healthcare | Inpatient |#/ % with high utilization Total individuals with | Total individuals with y Community would need to agree on definition for high
Facilities multiple admissions multiple admissions utilization (e.g. those with more than X inpatient stays
within X months)
1 Healthcare | Inpatient [Adult psychiatric admissions; |count of the number of|number of admits Y Can be captured from longitudinal analysis from EMR
Facilities psychiatric services systems
accessed services rendered across y can pull from claims data if deidentified
admits
2 Healthcare | Inpatient |Timeliness of access to delay in transferring admit time into ED N While entrance into the ED is logged via triage centers,
Facilities |inpatient care — length of patient from an ED to a actual time to a bed is not available through front facing
time waiting in ED Inpatient tools but could be derived from time stamp data
facility/service Admit time into Inpatient N Admit between bed times may bot be available through
bed or transfer to new front facing tool and thus into reports
hospital
1 Healthcare | Inpatient [Overall requests for BH count of requests for  [number of requests N may need a program to track this information as requests
Facilities |inpatient beds (adults vs inpatient service are received through a variety of mediums. Need to
adolescents)? define a request and have a program to log the
information
results of that request N need a standard list of results to capture the result of an
incoming request
1,2 Healthcare | Inpatient [Overall wait time for BH Time from request to  |time and date of request N
Facilities |inpatient beds (adults vs time of available bed at|service needed N wait times may vary by the service request and acuity,
adolescents)? any facility and this information will provide additional context for
future analysis
request solution identified N the solution may be identified before action can occur
and a key measurement can also be when the resolution
is put in place
request resolution N
executed time and date
time and date of N
transfer/admit/discharge
2 Healthcare | Inpatient |Average length of stayin an |Total of (Discharge Admission Date Y Could be claims based or from and EHR
Facilities  |inpatient level of care date - admission date) |Discharge Date
/ # admitted
2 Healthcare | Inpatient |[Service Capacity -Inpatient  |Total of # of beds # of beds available Y Requires calculation across inpatient facilities
Facilities  |beds
2 Healthcare ED Average response time to BH|Time from admit in ED |admit date/time Y An Emergency Department subgroup could develop how

individual in emergency
room

to receiving service

to standardize collection / reporting (e.g. use of
indicators in EHR or claims data)




Arrival time
time seen by healthcare
professional

An Emergency Department subgroup could develop how
to standardize collection / reporting (e.g. use of
indicators in EHR or claims data)

Healthcare ED Referral sources Total # of referral Admit Source An Emergency Department subgroup could develop how
sources for each admit to standardize collection / reporting
source complied
Healthcare ED Average length of time to Time from admit in ED |time/date of arrival An Emergency Department subgroup could develop how
disposition out of emergency|to discharge time and date of discharge to standardize collection / reporting
room for BH individual from ED
Healthcare ED Disposition Total by disposition Discharge Disposition An Emergency Department subgroup could develop how
type to standardize collection / reporting
Healthcare ED Average response time to BH|Time from admit in ED |admit date/time Emergency Department subgroup could develop how to
individual in emergency to receiving service measure (e.g. use of indicators in EHR or claims data
room (e.g. <2 hours) time until Emergency Department subgroup could develop how to
doctor/psychologist measure (e.g. use of indicators in EHR or claims data
evaluation
Healthcare ED Average length of time to time/date of arrival
disposition out of emergency time and date of discharge Would need to differentiate between discharge and
room for BH individual from ED transfer from ED
Healthcare ED ED wait time to access in- Average wait timein  |Wait Time Need to standardize how to measure unnecessary ED
patient psychiatric care ED to transfer days when patients are waiting to be transferred to an
inpatient bed. ED services are not the appropriate acuity
level but this information needs to be captured in a
uniform way within and across hospitals. Need to specify
the reason for the delay in a transfer.
Healthcare ED ED wait time to access in- Average wait time Wait Time Need to standardize how to measure unnecessary ED
patient physical care days when patients are waiting to be transferred to an
inpatient bed. ED services are not the appropriate acuity
level but this information needs to be captured in a
uniform way within and across hospitals. Need to specify
the reason for the delay in a transfer.
Healthcare ED Disposition % # of individuals per Discharge Type
discharge type
Healthcare ED #/ % with high utilization Total individuals with | Total individuals with Emergency Department subgroup could develop how to
multiple admissions multiple admissions with measure (e.g. use of indicators in EHR or claims data
Healthcare ED Emergency room admissions |% of all ED admits with |screen for mental health Screening tools vary by hospital if implemented but may
for mental health, substance |a MEB, substance, and |needs for all admits be able to use claims data to back into this information
abuse, and crisis issues; crisis need indicator for patients with often described in notes but may not called out
a MEB need specifically with its own data point
indicator for substance often described in notes but may not called out
abuse for all patients (with specifically with its own data point
or without a need)
crisis indicator often described in notes but may not called out
specifically with its own data point
disposition list for all This information can be deidentified and at the aggregate
patients from a hospital level in many cases
list of ICD 10 issues for used to aggregate, may only capture the most pressing
MEB, substance abuse, and code not all conditions of the individual
crisis
Justice 911 Dispatch |Calls to 911 where a total of calls with BH R codes with MH indicator A subgroup could standardized how this data is collected

System behavioral health need was |flag in reports from 911 systems
identified

Justice 911 Dispatch |Number of MEB related crisis|Sum of MEB related CAD systems Multiple different CAD systems need to be consolidated

System care calls cominginto 911  |calls across 911 call to get the total number or send in reports from disparate

dispatch systems systems to gather the aggregate

Healthcare | 911 Dispatch [Recidivism - repeat service  |# of individuals with Callsto 911 The data needed is captured and reports on numbers
within 30/60/90 days - % of |repeat calls to 911 that call frequently and of those calls results will be
individuals with repeat calls |within 30/60/90 days helpful, especially if it highlights repeat MEB related
to 911 issues within the community

Healthcare | 911 Dispatch [Recidivism - repeat service  |# of individuals with calls to 911 with police The data needed is captured and reports on numbers
within 30/60/90 days - % of |repeat calls to 911 with|dispatch that call frequently and of those calls results will be
individuals with repeat calls |police dispatch within helpful, especially if it highlights repeat MEB related
to 911 requiring police 30/60/90 days issues within the community and can help team better
dispatch prepare for encounters

Healthcare | 911 Dispatch |Recidivism - repeat service  |# of individuals with calls to 911 requiring The data needed is captured and reports on numbers
within 30/60/90 days - % of |repeat calls to 911 emergency services or fire that call frequently and of those calls results will be
individuals with repeat calls |requiring emergency helpful, especially if it highlights repeat MEB related
to 911 requiring emergency |services or fire within issues within the community
services or fire 30/60/90 days

Justice Law # of sworn officers who have |count of CIT training  |CIT certifications

System Enforcement |completed CIT training officer




Justice Law # of other law enforcement CIT certifications
System Enforcement |personnel who have
completed CIT training?
Justice Law Number of calls police count of incidents with | Data point that a CIT officer This information can be collected in a variety of ways and
System Enforcement |respond to in which the individuals with MEB  |is needed the more centralized the location of the data point, the
situation involves an needs Data point to signify that more accurate it can be (i.e. collecting and storing
individual or family with BH the event requires BH information in 1 system versus many)
needs needs be addressed
Known address with BH
needs
Justice Law Number of MEB related Count of MEB related R|Individuals with MEB Calls may not tracked by individual but by address
System Enforcement [citations (R-Code) Codes across the conditions that call in although they may relate to specific individuals with
county known MEB conditions. Storing and sharing this
information can be helpful in preparing for an encounter.
Need to build in a field, need someone to manage that
field
Law Addresses with known MEB Calls may not tracked by individual but by address
Enforcement needs calling in although they may relate to specific individuals with
known MEB conditions. Storing and sharing this
information can be helpful in preparing for an encounter.
Need to build in a field, need someone to manage that
field (i.e. if people move)
Law R codes associated with Need someone to flag the R Codes that have been
Enforcement MEB issues associated with issues. R codes do not relate ona 1:1
basis for MEB instances, but there can be a correlation
between some codes that may act as a proxy. Multiple R
codes can be assigned to the same instance and a
program would need to overcome these data quality
issues.
Justice Law Capture where count of locations Field in report of drop off Need to build in a field with the location drop off point,
System Enforcement |officer/deputy is taking across incidents location likely as a drop down to standardize the entries and then
individual — ER/Jail diversion have that location categorized on the back end as
Hospital, Jail, or other to improve reporting
Law Field in report for drop off Build a checkbox for hospitals, health care center, crisis
Enforcement location type center
Justice Jail Identification and number of [comparison between |list of past inmates with Would need to define the frequency with which to look at
System first time criminal justice past bookings and identifying information this data and data quality can be impacted by historical
offenders over all and for current bookings data transfer and technology system turnover.
those with BH needs. across a select time
(Overall provides a reference|frame
point) list of new inmates with Would need to be done in the existing system, no outside
identifiable information program to capture this information
and a proven matching
mechanism
Individuals with BH needs
in the jail
Justice Jail Top one hundred inmates 100 individuals with Count of jail bookings per Note: There are other ways to measure "Top" utilizers
System repeat bookings; overall and|the most bookings person
for those with BH needs across the county Booking durations or Note: There are other ways to measure "Top" utilizers
(Ouarall nravidac a rafaranca i
Justice Jail Inmate population with % or list of inmates Number of inmates on If no MEB flag is within the program, consider adding it
System mental health, substance with mental health psychotropic drugs and the associated rules to it so that this data can more
abuse, and crisis issues needs easily be pulled (i.e. if patient as an active prescription for
a specific list of drugs then mark "MEB" check box should
be automatically populated, but with a human override
and reason code)
high scores on select Establish a mental health screen that is not considered
screening questions part of the health record and then have a scoring or flag
that identifies individuals with BH need
Past Screens from Not captured in the shared program Service Point yet.
Probation for repeat
offenders
Court screens from Standard because there is a single entity, definitions need
specialty court to be evaluated to applicability across organizations and
sectors to see how they align
ICD 10 discharge info Information is made available upon request. Armor can
related to mental health reach out for the information but there is no system
whereby the hospital sends the information
automatically upon learning of a booking and information
is often sent via fax which is not the most efficient way to
share information.
Justice Jail Mental Health Specialty countindividuals that |personal identifiable the PIl information is standardized because there is a
System Court recidivism have repeated offenses|information per person single entity. If this information was shared across

in Specialty Court

organizations, there would need to be a matching
mechanism to standardize the input and align for
common participants or clients.




mental health court flag Y
per cases
cases by person Y the CRIMS data base was originally organized by cases
(unique case number instead of individual identifiers)
and has recently moved to a person focused program
where by the number of cases per person can be
identified however the process for doing so is a bit
complicated, therefore there are some data quality
concerns that may need to be addressed if this
information were to be pulled on a larger scale and
systemically.
Justice Jail services/care ordered by count of the number of|standardized list of services Unknown
System specialty court / probation  |each service ordered
by the courts unique field per service Unknown |if directions are in all text fields, extracting this
information could be difficult
Justice Jail Recidivism - repeat service  |# of individuals with jail bookings
System within 30/60/90 days - % of |repeat jail bookings
individuals with repeat jail  |within 30/60/90 days
bookings
Justice Probation |Individual status/progress progress towards Definition of progress U Progress definitions and milestones to be agreed upon
System individualized plans and standardized.
standardized expectation U Progress definitions and milestones to be agreed upon
milestones per type of case and standardized.
- length of time expected
per milestone
individual timelines - - U degree of flexibility and customization may be needed for
personal factor for time select individuals
(language barriers, severity
of need, support network
etc.)
definition of successfully U Progress definitions and milestones to be agreed upon
completing a milestone and standardized.
Justice Probation |Availability of services services and waitlist average waitlist time per N Feedback loop to provide probation with the time it can
System times at commonly organization take to access needed services so that probation can plan
referred to programs accordingly and help probationer schedule appointments
more easily thus enhancing their chance at showing up at
an appointment and success
Justice Probation |Appointment adherence appointment known appointment times N Need to establish a feedback loop that informs care team
System adherence at recommended service of this information to identify areas of intervention where
providers and status of the services and attention may be needed
appointment (Cancelled,
attended, pending)
Justice Probation [Known housing stability length of time at a last known address and Y Difficult to capture if individuals are not forth coming
System single address length of time at that with information or with a nomadic individual.
address
Justice Probation |Prevalence of behavioral Total number of Behavioral Health flag N Probation to identify if they are leady have a data point
System health needs for records in the reflecting this measure or identify how they can collect
probationers probations data system this data
that have the
behavioral health flag
checked
Communit | Homeless |Individuals seeking homeless | Total of those seeking |Date of entry for homeless Y Data collected and reported for housing coalition
y services services services
Communit Service  |# capacity/availability for Currently available types of housing available Y Information is available and understood to be largely
% Capacity - |shelter, temporary or housing options by 'fit' measurements for universal across organizations. Standards change
Housing  |permanent category individuals to ensure a frequently however which can make longitudinal analysis
Support correct match difficult and it poses some data quality concerns.
Communit Service  |# capacity / availability of Currently available Y
% Capacity - |supportive housing housing options by
Housing category
Support
Communit | Homelessnes|Total Number of Persons Total number of Individual name and Y This data is important for outcome measurements and
% s who Exited to Permanent homelessness housing status can help care networks to track progress. It does require
Housing individuals who found |permanent housing frequent check-ins however to ensure that the last status
and returned to placement and length of on file is still accurate, which may require additional
permanent housing time in housing operational resources to conduct.
Communit [ Homelessnes [Number Returning to number of homeless  |Individual name and Y The data quality of this information is dependent on
y s Homelessness in Less than 6 |individuals that return |housing status having collected information at the start and then again
Months for housing support afterwards.
within 6 months
Communit [ Homelessnes [Number of Returnsin 2 Number of homeless  |Individual name and Y Documentation of individuals history within the housing
y s Years individuals that return [housing status support system. If individual has sought help from

for housing support
within 2 years

multiple locations, locations will benefit from having a
shared system.




3 Communit | Homelessnes|Number homeless Number homeless Individual name and This data is documented on in take forms but is subject to
% s individuals with MEB individuals with MEB  [housing status change frequently, However the documentation of family
conditions staying with conditions staying with [MEB screen score support services can help assist others in the care
family family Presence and availability of network to understand the full patient need.
nearby family, relatives, or
friends
3 Communit | Homelessnes [Need for housing services count of individuals' standardize definition of Information is available and understood to be largely
y s housing needs factors of need universal across organizations. Standards change
frequently however which can make longitudinal analysis
difficult and it poses some data quality concerns.
Standardized approach for Information is available and understood to be largely
measuring needs across universal across organizations. Standards change
the county frequently however which can make longitudinal analysis
difficult and it poses some data quality concerns.
standardized list of the Information is available and understood to be largely
factors of need universal across organizations. Standards change
frequently however which can make longitudinal analysis
difficult and it poses some data quality concerns.
standardized list of housing Information is available and understood to be largely
needs universal across organizations. Standards change
frequently however which can make longitudinal analysis
difficult and it poses some data quality concerns.
All Pubic Pubic Health |Trends in the general pop. vs |Multiple Multiple Community to decide on the population health trends
Health MEB pop as it relates to most impactful to analyze over time
Housing
All Pubic Pubic Health |Trends if the general pop. vs [Multiple Multiple Community to decide on the population health trends
Health MEB pop as it relates to most impactful to analyze over time
Employment
All Pubic Pubic Health |Trends in the general pop. vs [Multiple Multiple Community to decide on the population health trends
Health MEB pop as it relates to most impactful to analyze over time
Education
All Pubic Pubic Health |Trends in the general pop. vs |Multiple Multiple Community to decide on the population health trends
Health MEB pop as it relates to most impactful to analyze over time
avoidance of justice
involvement
All All All Recidivism - repeat service  |# of individuals with Pll from all organizations PIl may not be available from all organizations, but of
within 30/60/90 days - % of |repeat admissions those that can share it, it provides additional
individuals with repeat within 30/60/90 days transparency into, at a minimum the types of services a
service to any of the patient is receiving.
aforementioned services
All All All Utilization shift from ED concurrent trends Differential in the services Explore use of claims data to have aggregated data on

services to community
services

across measurements
in each sector or
individual tracking
trends (if available)

individuals are seeking
Differential in the services
provided between
organizations

different service code utilization (compare ED codes use
to community code use)




Appendix 7.11: Data Matrix - Abbreviated List of Data/Measures

Data Matrix

This Data Matrix is intended to highlight how data measurements can be reached with existing or new data points and/or agreements and protocols. The purpose of providing this matrix is to brainstorm data that can be used to support key decisions.

To support on-going decision making, programs and continuous data sharing on a set frequency would need to be established. This list does not include all of the data measurements or points that could be shared nor is this matrix a list of all the
data points that will be shared.

Furthermore, this list does not suggest that it is possible or easy to share select data points, it is simply a tool to surface and raise awareness of the data that would be most impactful for decision making.

The data below is what has been collected or brainstormed to date and is subject to change.

needs of those
accessing

Key Decision Legend:
1-Who is in need of or
seeking behavioral health care behavioral care

impacting outcomes and
making a difference for
individuals and families

Key Provider Type Standard-
Decisions | Sector (s) | within Sector | Data Measurement |Calculation (if needed) Data Point Available ized Comments and Potential Barrier to overcome
1 Healthcare |BH Provider Individuals are Total of behavioral Initial service date N N BH Provider subgroup to agree on measure
receiving BH services |health record with an |Close service date standardization Depending on the data sharing model
(over the past month) [initial service date but |or selected, this could be capture through reports sent in by
no close date (pulled  |Count service visits/encounters Providers or could be capture through a central
the first or last data of |using claims data repository
the month)
1 Healthcare |BH Provider Individuals are Total of behavioral Initial service date Y N BH Provider subgroup to agree on measure
receiving BH services |health record with an |Close service date standardization Depending on the data sharing model
(over the past month) |initial service date but |Payor source selected, this could be capture through reports sent in by
by payor no close date (pulled |or Providers or could be capture through a central
the first or last data of |Count service visits/encounters repository
the month) by payor  |using claims data
source
1 Healthcare |BH Provider NEW Total of behavioral Initial service date N N BH Provider subgroup to agree on measure
individuals/families health record with an  |or standardization Depending on the data sharing model
are accessing BH initial service date that |[New patients using claims data selected, this could be capture through reports sent in by
services (over the past |falls within the last BH Providers or could be capture through a central
month)? month repository
1 Healthcare |BH Provider Demographics Total # of individuals by|Zip code Y Y
zip code
1 Healthcare |BH Provider Referral sources Total # of referral Referral Source Y N
sources for each admit
source complied
1 Healthcare |BH Provider Behavioral health # of individuals with dx | Diagnosis Y Y
conditions (inlcuding
MH and BH)
1 Healthcare |BH Provider Co-occuring MH /SA  [# of individuals with BH | Diagnosis Y Y
and SA diagnosis
1 Healthcare |BH Provider Physical health # of individuals with Diagnosis Y Y
conditions physical health dx
1 Healthcare |BH Provider Functioning level # of individual per Functioning scores Y N BH group to explore and make decisions about what
functioning level standardized functioning scores to use (e.g.. Consider
functioning scores that are required by state for
submission upon entry and exit of services)
1 Healthcare |BH Provider Functioning level by  |# of individual per Functioning scores Y N BH group to explore and make decisions about what
special population functioning level with |Special populations flag standardized functioning scores to use (e.g.. Consider
special population flag functioning scores that are required by state for
submission upon entry and exit of services)
2 Healthcare |BH Provider Timeliness of routine |Average length of time |Date of service request Some N BH Provider subgroup to agree on measure
services - for an for an appointment Date of appointment providers standardization
Assessment % that are within 7 Date of service request Some N BH Provider subgroup to agree on measure
days Date of appointment providers standardization
2 Healthcare |BH Provider  |Timeliness of routine |Average length of time |Date of service request Some N BH Provider subgroup to agree on measure
services - for a for an appointment Date of appointment providers standardization
medication % that are within 7 Date of service request Some N BH Provider subgroup to agree on measure
assessment days Date of appointment providers standardization
2 Healthcare |BH Provider  |Timeliness of routine [Average length of time Date of service request Y Y If not available in user-facing programs, available as time
services - for access to |for an appointment Date of appointment stamp data within the scheduling software.
on-going treatment % %
2 Healthcare |BH Provider Timeliness of routine |Average length of time Date of service request Y N If not available in user-facing programs, available as time
services - for support |for an appointment Date of appointment stamp data within the scheduling software.
services (e.g. living Y Y
2 Healthcare |[Service length |Average length of Total of (Date of Date of entering services Y Y If not available in user-facing programs, available as time
of time service duration for entering services - stamp data within the scheduling software.
routine services current date in days) / | # of individuals actively N N Providers to determine the definition of 'actively seeing'
# of individuals actively |receiving services as the length of time inactive or archiving standards
receiving services across hospitals and provider can differ.
1 Healthcare |BH Provider Service Capacity - # psychiatrists/NP, PA |# psychiatrists/NP, PA Y Y




Routine Services - #
psychiatrists/NP, PA
per 100,000 lives

per 100,000 lives

# of MEB lives

an use a proxy such as an estimation based on national
best practices

May need to confirm definition across organizations
relative to the services provided to have a standardized
criteria for the population

2 Healthcare |BH Provider Service Capacity - Professional availability [# of BH Professional providers BH group to define the list to include in professional lives
Routine Services- # of |: covered lives # of MEB lives BH group to define how to identify these individuals
BH Professional across programs or to use proxies based on population
providers per 100,000 data
2 Healthcare |BH Provider Service Capacity - Peer support : covered |# of certified peer support This information is likely known within each organization,
Routine Services - # of |lives specialists but definitions should be compared across the
certified peer support community to arrive at a system level calculation and
specialists per 10,000 ensure high data quality
lives # of MEB lives This information may be defined within each organization
but it needs to be defined across the community as well.
2 Healthcare |BH Provider Service Capacity - family support : # of certified family support This information is likely known within each organization,
Routine Services- # of |covered lives specialists but definitions should be compared across the
certified family community to arrive at a system level calculation and
support specialists per ensure high data quality
10,000 lives # of MEB lives This information may be defined within each organization
but it needs to be defined across the community as well.
1,2 Healthcare |Crisis Call Volume (Daily, Total call volume for a |Call volume No universal number for a crisis center across the county
Center monthly) month / # days in
month
1,2 Healthcare |Crisis Call Recidivism - repeat # of individuals with % of individuals with repeat program to measure call statistics including; caller source.
Center service within repeat calls within calls to the crisis line incoming call time, time to answer, call duration,
30/60/90 days 30/60/90 days abandonment rates etc.
1,2 Healthcare |Crisis Walk-in  |Volume (Daily, Total # of admissions  |Admissions
monthly)
1,2 Healthcare |Crisis Walk-in |Recidivism - repeat # of individuals with Admissions
service within repeat admissions
30/60/90 days - % of |within 30/60/90 days
individuals with repeat
service in a crisis
stabilization bed
2 Healthcare |Inpatient In patient Psych # of individuals with Claims data with inpatient psych This information should be available within hospital
Facilities Readmission rates multiple inpatient service code EMRs, although historical information would be needed.
psych claims / # of It can also be identified through claims. Most accurate
1 Healthcare |[Inpatient Overall requests for  [count of requests for  |number of requests may need a program to track this information as requests
Facilities BH inpatient beds inpatient service are received through a variety of mediums. Need to
(adults vs define a request and have a program to log the
adolescents)? information
results of that request need a standard list of results to capture the result of an
incoming request
1,2 Healthcare |Inpatient Overall wait time for  |Time from request to |time and date of request
Facilities BH inpatient beds time of available bed at|service needed wait times may vary by the service request and acuity,
(adults vs any facility and this information will provide additional context for
adolescents)? future analysis
request solution identified the solution may be identified before action can occur
and a key measurement can also be when the resolution
is putin place
request resolution executed
time and date
time and date of
transfer/admit/discharge
2 Healthcare |Inpatient Average length of stay | Total of (Discharge Admission Date Could be claims based or from and EHR
Facilities in an inpatient level of |date - admission date) |Discharge Date
care / # admitted
2 Healthcare |Inpatient Service Capacity - Total of # of beds # of beds available Requires calculation across inpatient facilities
Facilities Inpatient beds
1 Healthcare |ED # Individuals accessing | Total of admissions # of admissions
care at ED with DX of BH DX for behavioral health
1 Healthcare |ED # of individuals by Total of admissions # of admissions
payor source with DX of BH by payor |DX for behavioral health
source payor
1 Healthcare |ED BH Conditions seeking | Total admissions by BH |# of admissions

services for

DX

DX for behavioral health




Healthcare |ED Co-occuring hysical Total admissions by # of admissions Y N
health conditions physical health DX for behavioral health
condition for thos with
BH DX
Healthcare |ED Average response Time from admit in ED |# of admissions
time to BH individual |to receiving service DX for behavioral health
in emergency room
Arrival time U N An Emergency Department subgroup could develop how
time seen by healthcare to standardize collection / reporting (e.g. use of
professional indicators in EHR or claims data)
Healthcare |ED Referral sources Total # of referral Admit Source Y N An Emergency Department subgroup could develop how
sources for each admit to standardize collection / reporting
source complied
Healthcare |ED Demographics Zip code
Healthcare |ED Average length of Time from admitin ED |time/date of arrival Y N An Emergency Department subgroup could develop how
time to disposition out|to discharge time and date of discharge from Y N to standardize collection / reporting
of emergency room ED
Healthcare |ED Disposition Total by disposition Discharge Disposition Y N An Emergency Department subgroup could develop how
type to standardize collection / reporting
Healthcare |ED ED wait time to access |Average wait timein | Wait Time N N Need to standardize how to measure unnecessary ED
in-patient psychiatric |ED to transfer days when patients are waiting to be transferred to an
care inpatient bed. ED services are not the appropriate acuity
level but this information needs to be captured in a
uniform way within and across hospitals. Need to specify
the reason for the delay in a transfer.
Healthcare [ED #/ % with high Total individuals with  |Total individuals with multiple N N Emergency Department subgroup could develop how to
utilization multiple admissions admissions with psych DX measure (e.g. use of indicators in EHR or claims data
Justice Law # of sworn officers count of CIT training  |CIT certifications Y Y
System Enforcement |who have completed |officer
CIT training
Justice Law # of other law CIT certifications Y Y
System Enforcement |enforcement
personnel who have
completed CIT
training?
Justice Jail # of jail personnel who|count of CIT training  |CIT certifications ? ?
System have completed CIT  |for jail personnel
training
Justice Jail Inmate population % or list of inmates Number of inmates on Y Y If no MEB flag is within the program, consider adding it
System with mental health,  |with mental health psychotropic drugs and the associated rules to it so that this data can more
substance abuse, and |needs easily be pulled (i.e. if patient as an active prescription for
crisis issues a specific list of drugs then mark "MEB" check box should
be automatically populated, but with a human override
and reason code)
high scores on select screening Y No Establish a mental health screen that is not considered
questions part of the health record and then have a scoring or flag
that identifies individuals with BH need
Past Screens from Probation for Y Y Not captured in the shared program Service Point yet.
repeat offenders
Court screens from specialty Y Y Standard because there is a single entity, definitions need
court to be evaluated to applicability across organizations and
sectors to see how they align
ICD 10 discharge info related to Y Y Information is made available upon request. Armor can
mental health reach out for the information but there is no system
whereby the hospital sends the information
automatically upon learning of a booking and information
is often sent via fax which is not the most efficient way to
share information.
Justice Jail Recidivism - repeat # of individuals with jail bookings
System service within repeat jail bookings
30/60/90 days - % of |within 30/60/90 days
individuals with repeat
jail bookings
Justice Probation Prevalence of Total number of Behavioral Health flag Caseload N Probation to identify if they are leady have a data point
System behavioral health records in the Explorer reflecting this measure or identify how they can collect

needs for
probationers

probations data system
that have the
behavioral health flag
checked

this data




Appendix 7.12: Systemic Questions to Prioritize — Workshop 1
Using Data to Answer Systemic Questions:
What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?

Many communities use data to support their future planning, for measuring needs and identifying
if goals are being realized. Within the healthcare and behavioral health field, this is also the
case. Many government entities, insurance / managed care companies, accountable care
organizations and other similar entities use data for such tasks as planning, managing the health
of populations and evaluating outcomes. These entities will look to aggregated data to
accomplish planning and oversight of the care delivery system.

Although there is no one standardized list of questions to be addressed or formulas to answer
questions, there is a theme in how entities approach using data to inform the future and decisions.

They use a combination of different aggregated data points to tell a story in which inferences and
conclusions can be drawn. It’s a combination of science, art and experience. Communities have
organized themselves in ways to continuously (not a one-time look) answer a set of priorities
questions at specified intervals in order to support their planning and oversight.

Three predominate themes have surfaced regarding information desired by Coalition Members
and stakeholders to support future planning and provide oversight of the behavioral healthcare
delivery system.

= Who is in need of or seeking behavioral health care?
= What are their overall service needs?
=  What is the System Delivery for those needs?

= Are the service needs of those accessing behavioral care being met?

= Are the services provided impacting outcomes and making a difference for
individuals and families served?

There are many more specific questions that can be asked related to the aforementioned,
predominate themes of information desired. Following are examples of more detailed questions
related to each of the prior themes.
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Using Data to Answer Systemic Questions:
What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?

For individuals with mental emotional or behavioral health needs

Who is in need of or seeking behavioral health care?
= What are the demographics of those seeking services?
= What are the functioning levels for individuals/families seeking services?

= What is known about the social determinates of health for those seeking services (e.g.
income, education, job security, childhood development, food security, housing,
social connectedness, neighborhood environment, expose to or involved in criminal
activity, environmental stressors, experience of trauma)?

= What is known overall about the general population compared to those with
mental health needs as it related to social determinates?

= What are the co-occurring physical health conditions for individuals seeking services?

What are their overall service needs?

= How many individuals/families are receiving services (over the past month)?
= How many new individuals/families are accessing services (over the past month)?

= What behavioral health conditions are individuals/families seeking services for (e.g.
relationship problems, psychosis, depression, suicidal thoughts/actions, substance
abuse/dependence, anxiety, etc.)?

= In the aggregate, what are the overall service intensity needs of the
individuals/families (e.g. high, medium, low intensity need)?

= By special populations (e.g. justice involved, SMI) what are the overall
service intensity needs by individuals/families?

= What types of services are needed to address the overall service needs of those
accessing services (e.g. medication assessment/monitoring, treatment services
such as counseling, support services such as living skills, peer/family
support)?

= Do individuals/families have access to the most appropriate level of service or do
they have to access services at high levels of care them what they need?
= Are special populations accessing care (e.g. those who enter jail, probationers,
parolees, homeless, families interacting with child welfare)?
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Using Data to Answer Systemic Questions:
What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?

What is the System Delivery for those needs?

= Who are the system partners referring to the aforementioned level of care (e.g. self-
referral, police, fire, schools, homeless provider, probation, religious organization,
employer, etc.)?

= What is the level of demand by these system partners?

What volume of calls to 911 are behavioral health related?

What volume of calls that police respond to are behavioral health related?
How many individuals in jail have behavioral health needs?

How many probationers have behavioral health needs?

How many families with children in the care and custody of the state who
have behavioral health needs?

=  Where are individuals/families accessing care
= Community based behavioral health care
= Crisis level of care
= Crisis line
= Mobile team
= Crisis walk-in care
= Emergency Department

= What progress is being made in information the community about behavioral health
services?
= How many trainings are being offered for Mental Health First Aid
Training?
= How many individuals are trained in Mental Health First Aid?
*  How many “In Our Own Voice” trainings are being provided?

Are the service needs of those accessing behavioral care being met?

= Timelines of services
= Are emergent, urgent and routine services provided in a timely manner?
= Are routine services provided within a pre-determined standard
o Within 7 days for an assessment by a BH professional
o Within 7 days for a medication assessment by a BH health care
professional
o Within X days for on-going treatment services (e.g.
counseling)
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Using Data to Answer Systemic Questions:
What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?

o Within X days for support services (e.g. living skills)

o Within X days for accessing peer / family support services

o Warmline calls (peer to peer support line) answered within X
seconds

o Nurse Support line answered within X seconds

= Are urgent services provided within a pre-determined standard?
o Crisis calls answered within X seconds (average speed of
answer)
= Calls transferred from 911 are answered within X
seconds
= Calls from police answered within X seconds
= Calls from Emergency Departments answered within X
seconds
= Calls from Jails answered within X seconds
o Mobile teams respond to individuals/families within X
timeframe
= Average response to individuals/families in the
community
= Average response time to law enforcement request
for assistance in the community
= Average response to individuals in an Emergency
Department
o Crisis walk-in services are provided within X minutes
= Drop off by police are provided within X minutes

= Are emergency services provided within a pre-determined standard?
o Average length of time to access in-patient psychiatric care
o Average length of time an individual waits in an ED for in-
patient care

= Is follow-up care being provided in accordance with a pre-determined
standard for those accessing urgent and emergency services?
o Average length of time for follow-up to an emergent service?
o Average length of time for follow-up to an urgent service?

= Service Capacity
= Routine services - Behavioral healthcare medical, BH professional, support

capacity
= # psychiatrists/NP, PA per 100,000 lives
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Using Data to Answer Systemic Questions:
What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?

= # of BH Professional providers per 100,000 (e.g. licensed SW, Counselor,
MH therapist, SA providers)

= # of certified peer support specialists per 10,000 lives

= # of certified family support specialists per 10,000 lives

= Urgent/emergency services —
= Behavioral health mobile team capacity (# of teams per day)
= Crisis walk in- capacity to service individuals (# chairs)
= Crisis stabilization beds
= |npatient bed

= Employment Support
= # capacity/availability for employment supportive services

= Housing Support
= # capacity/availability for shelter, temporary or permanent
= # capacity / availability of supportive housing

= Service length of time
= Average length of service duration for routine services
= Average length of stay in crisis stabilization bed
= Average length of stay in an inpatient level of care

» Recidivism - repeat service within 30/60/90 days
= 9% of individuals with repeat calls to the crisis line
% of individuals with repeat service in a crisis stabilization bed
% of individuals with repeat service in an inpatient psychiatric stay
% of individuals with repeat service in an Emergency Department
% of individuals with repeat calls to 911
% of individuals with repeat calls to 911 requiring police dispatch
% of individuals with repeat calls to 911 requiring emergency services or fire
%of individuals with repeat jail bookings

= % of individuals with repeat service to any of the aforementioned sectors
= Risk and health assessment scores

= HEDIS measures

= Risk measures

= Protective Factor measures

= Care Management
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Using Data to Answer Systemic Questions:
What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?

=  What #/ % of individuals are assigned to a care management program for those
with medium to high levels of care needs
= # of new individuals be assigned to care management program
= # of individuals removed from care management program (by reducing service
needs or for lack of contact after outreach)
= For those assigned to care management,
= # with justice involvement
= Other special population characteristics

= Shift in service utilization
= |s the service utilization for the different types of services changing to reflect
individuals/ families using more community services rather than high cost
emergency services?
= Service utilization for acute services
= Service utilization for crisis services
= Service utilization for routine BH services
» Medical provider for medications
= Treatment services - BH professionals - counseling
= Support services like skills training

= Law Enforcement Preparedness to Respond to Individuals/Families
* Number of sworn officers who have completed CIT training?
= Number of other law enforcement personnel who have completed CIT training?

Are the services provided impacting outcomes and making a difference for individuals and
families served?

= For those who have accessed services:
= Is their life functioning improved over time?
= stable housing,
= improved relationships,
= meaningful daily activity (work, school, volunteer),
o (e.g. employment duration for those with severe mental
illness)
= effectively managing their mental health,
= effectively managing substance abuse, and
= avoiding justice involvement.
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Using Data to Answer Systemic Questions:
What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?

e What is known overall for the general population compared to those with
mental health needs as it related as it relates to
o Housing
o Employment
o Education
o Avoidance of justice involvement

= For those who have accessed services:
= |s there ability to manage their mental health improved?
= |s there ability to manage any physical health conditions improved?

= For those who have accessed services:
= Are jail diversion strategies being employed?
= Use of crisis services
o # use of mobile teams
o # use of crisis walk-in
= Satisfaction Survey Results (are services provided impacting outcomes)
= Are individuals / families satisfied with their services?
» Did the service system address their behavioral health service needs?
= Did the service system address or connect them with other social services
needed?
= Where services delivered in a setting that addressed their needs?
= Where service providers respectful of their cultural needs?
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Appendix 7.13: Systemic Questions to Prioritize — Workshop 2
Using Data to Answer Systemic Questions:
Prioritizing What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?
Part 2

This document is a continuation of the Using Data to Answer Systemic Questions: What do we
want to know or could we know about Behavioral Healthcare Delivery and Outcomes in Lake
County? document provided to the Lake County Mental Health Coalition on August 21, 2017.
The prior document outlined three predominate themes of systemic questions that could be
answered followed by a more detailed list of specific questions that would be asked related to the
three themes. To fully understand what is being conveyed herein, the prior document should be
reviewed.

Prioritized Approach

Based on the prior review of current state assessment and information gleamed from the MH
Coalition, the following is one approach to prioritizing systemic questions.

Prioritize as an initial strategy to answer a subset of questions for the first two themes:

» Who is in need of or seeking behavioral health care?

= Are the service needs of those accessing behavioral care being met?

At a later time, further develop additional data sets that address the prior themes as well as
answers the final theme.

= Are the services provided impacting outcomes and making a difference for
individuals and families served?

Following are examples of more detailed questions that could be prioritized initially related to
the first two themes. The information is presented in accordance with the sector that possibly
could provide the information in aggregated format.
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Using Data to Answer Systemic Questions:
Prioritizing What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?
Part 2

Community based providers who provide behavioral health services (inclusive of all
mental health and substance abuse needs and treatment)

Community based behavioral health providers could provide information in aggregated
form to answer the following system questions.

Who is in need of or seeking behavioral health care?

= How many individuals/families are receiving services (over the past month)?
= By payor source

= How many new individuals/families are accessing services (over the past month)?
= By payor source

= Who are the system partners referring to the aforementioned level of care (e.g. self-
referral, police, fire, schools, homeless provider, probation, religious organization,
employer, etc.)?

= What are the demographics (e.g. zip code) of those seeking services?

= What behavioral health conditions are individuals/families seeking services for (e.g.
relationship problems, psychosis, depression, suicidal thoughts/actions, substance
abuse/dependence, anxiety, etc.)?

= What are the co-occurring physical health conditions for individuals seeking services?

= What are the co-occurring mental and substance abuse conditions for individuals
seeking services?

= In the aggregate, what are the overall service intensity needs of the

individuals/families (e.g. high, medium, low intensity need)?

= By special populations (e.g. justice involved, SMI) what are the overall
service intensity needs by individuals/families?

Are the service needs of those accessing behavioral care being met?
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Using Data to Answer Systemic Questions:
Prioritizing What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?
Part 2

= Timelines of services
= Are routine services provided within a pre-determined standard

o Within 7 days for an assessment by a BH professional

o Within 7 days for a medication assessment by a BH health care
professional

o Within 23 days for on-going treatment services (e.g.
counseling)

o Within 23 days for support services (e.g. living skills)

= Service length of time
= Average length of service duration for routine services

= Recidivism - repeat service within 30/60/90 days
» % of individuals with repeat calls to the crisis line
= 9% of individuals with repeat service in a crisis stabilization bed
= 9% of individuals with repeat service in an inpatient psychiatric stay

= Service Capacity

= Routine services - Behavioral healthcare medical, BH professional, support
capacity
= # psychiatrists/NP, PA per 100,000 lives
= # of BH Professional providers per 100,000 (e.g. licensed SW, Counselor,
MH therapist, SA providers)
= # of certified peer support specialists per 10,000 lives
= # of certified family support specialists per 10,000 lives

1. Emergency Departments

Emergency Departments could provide information in aggregated form to answer the
following system questions.

Who is in need of or seeking behavioral health care?

Identifying individuals/families seeking services within Emergency Departments
= How many individuals/families are accessing care for behavioral health needs at an
Emergency Room?
= By payor source
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Using Data to Answer Systemic Questions:
Prioritizing What do we want to know or could we know about
Behavioral Healthcare Delivery and Outcomes in Lake County?
Part 2

= Who are the system partners referring to the Emergency Departments (e.g. self-
referral, police, fire, schools, homeless provider, probation, religious organization,
employer, etc.)?

= What are the demographics (e.g. zip code) of those seeking services?

= What behavioral health conditions are individuals/families seeking services for (e.g.
relationship problems, psychosis, depression, suicidal thoughts/actions, substance
abuse/dependence, anxiety, etc.)?

= What are the co-occurring physical health conditions for individuals seeking services?

=  Where was the individual discharged to (e.g. home, group home, inpatient care)?

Are the service needs of those accessing behavioral care being met?

= Time in Emergency Departments
= Length of time to access care
= Length of time to disposition
= By payor
= By disposition placement (e.g. home, group home, inpatient care)

» Recidivism - repeat service within 30/60/90 days
= 9% of individuals with repeat service in an Emergency Department

I11. Behavioral Health Inpatient Psychiatric Hospitalization

Who is in need of or seeking behavioral health care?

= How many individuals are accessing inpatient care receiving services (over the past
month)?
» By payor source
= Byage
= What is the wait time to access a Bed?
= What are the re-admission rates of accessing inpatient care?

IV. 911 Dispatch
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VI.

VII.

VIII.

Appendix 7.13: Systemic Questions to Prioritize — Workshop 2
Using Data to Answer Systemic Questions:

Prioritizing What do we want to know or could we know about

Part 2

911 Dispatch Preparedness to Respond to Individuals/Families
o Total Number of 911 personnel who have completed CIT training?
o # of recent graduates from CIT training
Police
Law Enforcement Preparedness to Respond to Individuals/Families

o Total number of sworn officers who have completed CIT training?
o # of recent graduates from CIT training

Jails

Who is in need of or seeking behavioral health care?

= # of individuals entering jail a behavioral health need
= #of individuals with repeat bookings that have a behavioral health need

Jail Personnel Preparedness to Respond to Individuals/Families

o Total Number of jail personnel who have completed CIT training?
o # of recent graduates from CIT training

Probation

Who is in need of or seeking behavioral health care?

= # of individuals on probation with an identified behavioral health need

Housing
Who is in need of or seeking behavioral health care?

Explore with Housing Coalition which reports could be useful to share with MH
Coalition to address priorities questions.

Behavioral Healthcare Delivery and Outcomes in Lake County?
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Appendix 7.14: Glossary of Acronyms

Glossary of Acronyms

ACA — Affordable Care Act

ADT — Admissions, Discharge, and Transfers information
BAA — Business associated agreement

BH — Behavioral Health

BHL — Behavioral Health Link

BI — Business Intelligence

CAD — Computer-Aided Dispatch

C-CDA — Consolidated Clinical Document Architecture
CCMN —Community Care Management Network

CIT — Crisis Intervention Team

CRIMS — Criminal Records Information Management System
DD — Dual Diagnosis

DDCFT — Dual Diagnosis Cross Functional Team

DG — Data Governance

DW — Data Warehouse

E&T — Evaluation and Treatment

ED — Emergency Department

EDIE — Emergency Department Information Exchange
EHR — Electronic Health Record

EMR — Electronic Medical Record

ETL — Extract, Transform, Load

ESB — Enterprise Service Bus

FTE — Full-Time Equivalent

HEDIS — Healthcare Effectiveness and Information Set
HIE — Health Information Exchange

HIO - Health Information Organization

HIPAA — Health Insurance Portability and Accountability Act

HISP — Health Information Service Provider
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HITECH — Health Information Technology for Economic and Clinical Health
HL7 — Health Level-7

HMIS — Homeless Management Information System
ICD — International Classification of Diseases

IDS — Integrated Data System

JIMS — Justice Information Management System
MCO — Managed Care Organizations

MDM — Master Data Management

MOU — Memorandum of Understanding

MPI - Master Patient Index

Pll — personal identifiable information

PHI — personal health information

PRA — Paperwork Reduction Act

RMS — Record Management System

SA/SUD - Substance Use/Abuse/Dependence

SLA — Service Level Agreement

SOA — Service Oriented Architecture

SOP - Standard Operating Procedure

SSL — Secure Sockets Layer

SWOB — an acronym for the four components of Current data Sharing Assessment sector analysis
including the strengths, “what’s in it for me” messaging, opportunities and barriers to data sharing.

TLS — Transport Layer Security
VPN — Virtual Private Network

XML — Extensible Markup Language
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