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•  Thank you for joining us today 

•  All lines are muted until Q&A 
 
•  Technical problems? Please text/call Tad Lee at 

703-408-3204 or our office at 202-462-6262. Or use 
the Chat function in the webinar. 
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Agenda 
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Welcome & Introduction  
– Lynn Quincy (Consumers Union, Healthcare Value Hub) 
 
Who is the Complex Patient? 
– Tanya Shah, MBA, MPH (The Commonwealth Fund) 
 

Successful Models of Care 
– Ross Owen, MPA (Hennepin Health) 
– Sanjeev Arora, MD (Project Echo) 
 
Q & A 
 
 

@HealthValueHub Complex Patients 
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Resources 
•  Key studies on this topic 
 
•  Webinar slides and recording 

•  New Hub Research Brief 

•  Available at: 
     
HealthcareValueHub.org/complex-patients 

@HealthValueHub Complex Patients 
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Tanya Shah,  
Senior Program Officer 
The Commonwealth Fund 

Understanding High-Need, High-Cost 
Patients 



Understanding High-Need, High-Cost 
Patients 
 

Affordable, quality health care. For everyone.

The
COMMONWEALTH 
FUND

Tanya Shah, Senior Program Officer




High-need, high-cost patients are a 
heterogeneous population




Adults with High Needs Have Unique 
Characteristics 

Source: S. L. Hayes, C. A. Salzberg, D. McCarthy, D. C. Radley, M. K. Abrams, T. Shah, and G. F. Anderson, High-Need, High-
Cost Pa1ents: Who Are They and How Do They Use Health Care? The Commonwealth Fund, August 2016.

Data: 2009–2011 Medical Expenditure Panel Survey (MEPS). 


Total adult populaTon


Three or more chronic diseases, with funcTonal limitaTons (high need)




High need adults face challenges in 
experiencing “good” care 

•  The health care system is not optimally configured to serve 
adults with high needs  
•  They experience difficulty obtaining access to appropriate care.


•  Despite much greater health care spending, one out of five high-need 
adults reported having an unmet medical need. 


•  Less than half of high need patients said their doctors spent 
enough time, showed respect, listened carefully, and 
explained things in a way that was easy to understand 

•  High need patients struggle to pay for care 
•  High-need adults spend more than double, on average, on out of pocket expenses 

as adults in the total populaTon ($1669 vs. $702). 


Sources: S. L. Hayes, C. A. Salzberg, D. McCarthy, D. C. Radley, M. K. Abrams, T. Shah, and G. F. Anderson, High-Need, High-Cost Pa1ents: 
Who Are They and How Do They Use Health Care? The Commonwealth Fund, August 2016.

C. A. Salzberg, S. L. Hayes, D. McCarthy, D. C. Radley, M. K. Abrams, T. Shah, and G. F. Anderson, Health System Performance for the High-
Need Pa1ent: A Look at Access to Care and Pa1ent Care Experiences, The Commonwealth Fund, August 2016. Data: 2009–2011 Medical 
Expenditure Panel Survey (MEPS). 




So what do complex patients need? 


•  What High-Need Patients Want From Their Providers 
•  Acknowledge my progress, help me get from pain to possible 


•  Reinforce what bolsters my resilience


•  Help me avoid becoming complacent


•  Simplify my pills and appointments


 
•  What High-Need Patients Want From The System 

•  Don’t cut my care and services short


•  Help me understand my coverage


•  Keep me with doctors who know me. Empower me to pick my care team. Ensure 
my team is talking to each other 


•  Include my supporters in my care


Source: T. Shah, M. Brown, and B. Reed, "Making Health Care Be_er: The High-Need PaTent’s PerspecTve," To the Point, 
The Commonwealth Fund, Dec. 7, 2016.




What works for people with complex needs? 

1.  Strong evidence base supports integration of social 
services and medical care for improved outcomes  
•  Screening paTents for unmet needs

•  ConnecTng paTents with social service organizaTons 


2.  Targeting and tailoring initiatives to serve the unique 
characteristics and needs within sub-groups of the 
population 

3.  Care models are evolving that aim to improve outcomes 
for high-need patients, some of which have shown 
promising results 

 



1. Integration of social and medical care 

•  80% of physicians conclude that addressing patients’ social 
needs is as critical as addressing their medical needs 

•  Tools and techniques have emerged to help providers meet 
non-medical needs of their patients: 
•  HelpSteps and Healthify offer electronic plaborms that screen paTents for unmet 

social needs in clinical secngs, such as clinic waiTng rooms


•  Health Leads, encourages health care providers to write prescripTons for paTents’ 
basic needs, such as food and heat.


•  Medical-Legal Partnerships (MLPs) place legal experts at health care insTtuTons to 
help paTents address legal issues that affect health status


•  Care management programs in CA  connect Homeless individuals to permanent 
housing and showed a 32 percent drop in emergency department charges


Source: D. Bachrach, H. Pfister, K. Wallis, and M. Lipson, Addressing Pa1ents' Social Needs: An Emerging 
Business Case for Provider Investment, The Commonwealth Fund, May 2014.




2. Segmentation approaches can help tailor 
interventions  

Source: www.be_ercareplaybook.org 


High-risk


Rising Risk


Low-risk




2. Segment high-risk patients with common 
medical and functional needs into subgroups 
 

High-risk


Rising Risk


Low-risk


Non-elderly 
Disabled
 Frail Elderly


Major

Complex

Chronic


MulTple

Chronic


Advancing 
Illness


Children with 
Complex Needs


Source: www.be_ercareplaybook.org 




2. Assess behavioral and social service needs in 
addition to medical and functional limitations 
 

Frail Elderly


Source: www.be_ercareplaybook.org 




2. Depending on the assessment, the 
intervention and care team will vary 
 

Frail Elderly


Source: www.be_ercareplaybook.org 




3. Target interventions based on promising 
care models 

To view all 20 care models, please visit www.be_ercareplaybook.org : 
A Quick Reference Guide to Promising Models 




Ross Owen,  
Health Strategy Director, 
Hennepin Health 

Addressing the Unmet Needs of 
Complex Patients--Hennepin Health 



ADDRESSING THE UNMET NEEDS OF 
COMPLEX POPULATIONS 

February 24, 2017 
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•  Defined provider network with 
     shared electronic health record 
•  Risk-sharing funding model  
•  Integration of medical and social 

services  
•  Consensus governance model 

Capitated 
Reimbursement 

from State 
Medicaid 
Agency 

Public Health 

Human Services 

Prospec)ve	
enrollment	
in	health	
plan	

$	
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Medicaid Expansion Population 
Characteristics in Hennepin County 

•  70% male 
 
•  64% racial/ethnic minority 
 
•  Common overlapping issues: 

–  Mental health conditions 
–  Chemical dependency 
–  Homelessness/unstable housing 
–  Chronic physical conditions 
–  Lack of social support 
 

•  Frequent use of the emergency department (ED) to access care 
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Modifiable factors influencing health 
outcomes 

80%  
•  Social and Economic 

Factors (40%) 
•  Health Behaviors (30%) 
•  Built Environment (10%) 

Adapted	from	<h7p://www.countyhealthrankings.org/our-approach>	

20% 
•  Access to and Quality of 

Health Care 
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Financial Model 



26 

Analytics Model: Current State 

Integrated	Data	
Warehouse	

Electronic	
Health	
Record	

Encounters	

Social	
Service	
Case	
Info	

Accessed	with	Pivot	
Tables,	Web	Repor)ng	
Interface,	and	SAS	

Analytics 
Opportunity: 

 
•  Fill in clinical gaps 

by combining EHR 
and claims 

•  Real-time Rx 
picture 

•  Model how social 
service use relates 
to health care 
utilization  
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Understanding of Social Needs 
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Care Model 

•  Primary care medical home 
•  “Ambulatory ICU” clinic for most 

complex 
•  Targeted behavioral health and 

social service interventions 
•  Shared electronic health record 

(EHR)  
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Broadening Conception of Accountability 
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Thank You! 

	
 

www.hennepinhealth.org 
	
	
	



Sanjeev Arora, MD  
Director of Project ECHO 

Addressing the Unmet Needs of 
Complex Patients--Project ECHO 



Project ECHO® (Extension for 
Community Health Outcomes) 

Sanjeev Arora, MD, MACP 

Distinguished Professor of Medicine (Gastroenterology/Hepatology) 
Director of Project ECHO® 

Department of Medicine 
University of New Mexico Health Sciences Center 

	
Tel: 505-272-2808 
Fax: 505-272-6906 
sarora@salud.unm.edu 
    @UNMProjectECHO 
    UNMProjectECHO 



Supported	by	New	Mexico	Department	of	Health,	Agency	for	Health	Research	and	Quality,	New	Mexico	Legislature,	the	
Robert	Wood	Johnson	Founda)on,	the	GE	Founda)on,	Helmsley	Charitable	Trust,	Merck	Founda)on,	BMS	founda)on,	NM	
Medicaid	

At ECHO, our mission is to democratize 
medical knowledge and get best practice 
care to underserved people all over the 

world.  

Our	goal	is	to	touch	the	lives	of	1	billion	
people	by	2025. 



Moving	Knowledge	Instead	of	Patients	



A Global Health Problem 
Over 170 Million Carriers Worldwide, 3-4 Million new cases/year 

Copyright	2015	Project	
ECHO®	

U.S.A. 

4 M


SOUTH

AMERICA


10 M


AFRICA  

32 M


EAST 

MEDITERRANEAN


20 M
 


SOUTH EAST ASIA

30 M


AUSTRALIA

0.2 M


Source:   WHO 1999


WEST 

EUROPE 


9 M


FAR EAST ASIA

60 M







HCV in New Mexico 

 Es)mated	number	was	greater	than	28,000	

 In	2004	less	than	5%	had	been	treated	
 2,300	prisoners	were	HCV	posi)ve	(~40%	of	those	
entering	the	correc)ons	system),	none	were	
treated	

Copyright	2015	Project	ECHO®	



HCV Treatment 2004 

Good	news…	
 Curable	in	70%	of	cases	

Bad	news…	
 Severe	side	effects:	
 anemia	(100%)	
 neutropenia	>35%	
 depression	>25%	
 No	Primary	Care	Physicians	
trea)ng	HCV	

Copyright	2015	Project	ECHO®	



Goals of Project ECHO 

	
Develop	capacity	to	safely	and	effec)vely	
treat	HCV	in	all	areas	of	New	Mexico	and	to	
monitor	outcomes.	
	
Develop	a	model	to	treat	complex	diseases	in	
rural	loca)ons	and	developing	countries.	

Copyright	2015	Project	
ECHO®	



Methods 

 Use	Technology	to	leverage	scarce	resources	

 Sharing	“best	pracHces”	to	reduce	dispari)es	

 Case	based	learning	to	master	complexity	

 Web-based	database	to	monitor	outcomes	
	

	

Arora	S,	Geppert	CM,	Kalishman	S,	et	al:	Acad	Med.	2007	Feb;82(2):	154-60.	

Copyright	2015	Project	
ECHO®	



Steps 

 Train	physicians,	physician	assistants,	nurse	prac))oners,	nurses,	
pharmacists,	educators	in	HCV	

 Train	to	use	web-based	sokware	—	iECHO	&	ECHO	Health®	

 Conduct	teleECHO™	clinics		—	“Knowledge	Networks”	

 Ini)ate	case-based	guided	prac)ce		—	“Learning	Loops”	

 Collect	data	and	monitor	outcomes	centrally	

 Assess	cost	and	effec)veness	of	programs	

Copyright	2015	Project	
ECHO®	



Benefits to Rural Clinicians 

 No	cost	CMEs	and	Nursing	CEUs	

 Professional	interac)on	with	colleagues	with	similar	interest	
 Less	isola)on	with	improved	recruitment	and	reten)on	

 A	mix	of	work	and	learning		

 Access	to	specialty	consulta)on	with	GI,	hepatology,	psychiatry,	
infec)ous	diseases,	addic)on	specialist,	pharmacist,	pa)ent	
educator		

Copyright	2015	Project	
ECHO®	



NEJM	:	364:	23,	June	9-2011,	Arora	S,	Thornton	K,	Murata	G		



Arora	S,		Kalishman	S,	Thornton	K,	Dion	D	et	al:	Hepatology.	2010	Sept;52(3):
1124-33	



Technology 

 Videoconferencing	Hardware	

 Videoconferencing	Sokware	

 Video	Recording	System	

 You	Tube-like	Website/Archive	

 ECHO	Health	–	Electronic	Clinical	Management	Tool	

 iECHO	–	Electronic	TeleECHO	Clinic	Management	Solu)on	

Copyright	2015	Project	
ECHO®	



How well has model worked? 

 600	HCV	teleECHO	Clinics	have	been	conducted	
 >6,000	pa)ents	entered	HCV	disease	management	
program	

CME’s/CE’s	issued:	
 Total	CME	hours	79000	hours	at	no	cost	for	HCV	and	19	other	
disease	areas	

Copyright	2015	Project	
ECHO®	



Project ECHO Clinicians 
HCV Knowledge Skills and Abilities (Self-Efficacy) 

scale:		1	=	none	or	no	skill	at	all	7=	expert-can	teach	others	
	

Community	Clinicians	
N=25	

BEFORE	
ParHcipaHon		
MEAN				(SD)	

TODAY	
MEAN				(SD)	

Paired	
Difference	
(p-value)	

MEAN				(SD)	

Effect	Size		
for	the	
change	

1.			Ability	to	iden)fy	suitable	
candidates	for	treatment	for	
HCV.	

2.8					(1.2)	 5.6			(0.8)	 2.8				(1.2)	
(<0.0001)	

	
2.4	
	

2.			Ability	to	assess		
severity	of	liver	disease	in	
pa)ents	with	HCV.	

3.2					(1.2)	 5.5			(0.9)	 2.3					(1.1)	
(<	0.0001)	 2.1	

3.			Ability	to	treat	HCV	pa)ents	and	
manage	side	effects.	 2.0					(1.1)	 5.2			(0.8)	 3.2					(1.2)	

(<0.0001)	

	
2.6	
	

(conTnued
)




Project ECHO Clinicians 
HCV Knowledge Skills and Abilities (Self-Efficacy) 

Copyright	2015	Project	
ECHO®	

	
Community	Clinicians	

N=25	

BEFORE	
ParHcipaHon		
MEAN				(SD)	

TODAY	
MEAN				(SD)	

Paired	
Difference	
(p-value)	

MEAN				(SD)	

Effect		
Size		

for	the	
change	

4.		Ability	to	assess	and	manage	
psychiatric	co-	morbidi)es	in	
pa)ents	with	hepa))s	C.	

2.6			(1.2)	 5.1			(1.0)	 2.4				(1.3)	
(<0.0001)	 1.9																																																																													

5.		Serve	as	local	consultant	within	
my	clinic	and	in	my	area	for	HCV	
ques)ons	and	issues.	

2.4			(1.2)	 5.6			(0.9)	
	

3.3				(1.2)	
(<	0.0001)	

2.8	

6.		Ability	to	educate	and	mo)vate	
HCV	pa)ents.	 3.0			(1.1)	 5.7			(0.6)	 2.7				(1.1)	

(<0.0001)	 2.4	

(conTnued
)




Project ECHO Clinicians 
HCV Knowledge Skills and Abilities (Self-Efficacy) 

Cronbach’s	alpha	for	the		BEFORE	ra)ngs	=	0.92	and	Cronbach’s	alpha	for	the	TODAY	ra)ngs	=	0.86	indica)ng	a	high	degree	of	consistency	in	
the	ra)ngs	on	the	9	items		

	

	

Arora	S,		Kalishman	S,	Thornton	K,	Dion	D	et	al:	Hepatology.	2010	Sept;52(3):1124-33	

Copyright	2015	Project	
ECHO®	

	
Community	Clinicians	

N=25	

BEFORE	
ParHcipaHon		
MEAN				(SD)	

TODAY	
MEAN				(SD)	

Paired	
Difference	
(p-value)	

MEAN				(SD)	

Effect	Size		
for	the	
change	

 
Overall Competence 
(average of 9 items) 

2.8*   (0.9) 5.5*  (0.6) 2.7   (0.9) 
(<0.0001) 2.9 



Clinician Benefits 
(Data Source; 6 month Q-5/2008) 

Copyright	2015	Project	
ECHO®	

Benefits	
N=35	

Not/Minor	
Benefits	

Moderate/Major	
Benefits	

Enhanced	knowledge	about	
management	and	treatment	of	HCV	
pa)ents.	

3%	
(1)	

97%	
(34)	

Being	well-informed	about	symptoms	
of	HCV	pa)ents	in	treatment.	

6%	
(2)	

94%	
(33)	

Achieving	competence	in	caring	for	
HCV	pa)ents.	 3%	

(1)	
98%	
(34)	



Project ECHO 
Annual Meeting Survey 

Mean	
Score	

(Range	1-5)	
Project	ECHO®	has	diminished	my	professional	isola)on.	 4.3	
My	par)cipa)on	in	Project	ECHO®	has	enhanced	my	professional	sa)sfac)on.	 4.8	

Collabora)on	among	agencies	in	Project	ECHO®	is	a	benefit	to	my	clinic.	 4.9	

Project	ECHO®	has	expanded	access	to	HCV	treatment	for	pa)ents	in	our	
community.	 4.9	

Access,	in	general,	to	specialist	exper)se	and	consulta)on	is	a	major	area	of	
need	for	you	and	your	clinic.	 4.9	

Access	to	HCV	specialist	exper)se	and	consulta)on	is	a	major	area	of	need	for	
you	and	your	clinic.	 4.9	



Outcomes of Treatment for Hepatitis C 
Virus Infection by Primary Care 

Providers 
Results of the HCV Outcomes Study 

Arora	S,	Thornton	K,	et	al.	N	Engl	J	Med.	2011	Jun;	364:2199-207.	

Copyright	2015	Project	
ECHO®	



Treatment Outcomes 

Copyright	2015	Project	
ECHO®	

Outcome	 ECHO	 UNMH	 P-value	

N=261	 N=146	

Minority	 68%	 49%	 P<0.01	

SVR*		(Cure)	
Genotype	1	

50%	 46%	 NS	

SVR*	(Cure)	
Genotype	2/3	

70%	 71%	 NS	

*SVR=sustained	viral	response	

NEJM	:	364:	23,	June	9-2011,	Arora	S,	Thornton	K,	Murata	G		



Disease Selection 

 	Common	diseases	

 	Management	is	complex	

 	Evolving	treatments	and	medicines	

 	High	societal	impact	(health	and	economic)	

 	Serious	outcomes	of	untreated	disease	

 	Improved	outcomes	with	disease	management	
	

Copyright	2015	Project	
ECHO®	



Bridge Building 
Pareto’s	Principle 

Copyright	2015	Project	
ECHO®	

Private	
PracHce	

State	
Health	Dept	

Community	
Health	
Centers	

UNM	
HSC	

Chronic	Pain		

Rheumatoid	ArthriHs	+	Rheumatology	
ConsultaHon	

Substance	Use	and	Mental	Health	Disorders	



ECHO Care 

An innovative, 
evidence-based, 
multi-disciplinary 
program for 
treating high 
need patients.  

ECHO	Care	Video	



“The project described was supported by Grant Number 1C1CMS331334 
from the U.S. Department of Health and Human Services, Centers for 
Medicare & Medicaid Services. The content of this abstract is solely the 
responsibility of the authors and does not necessarily represent the official 
views of the U.S. Department of Health and Human Services or any of its 
agencies. The research presented was conducted by the awardee. Findings 
may or may not be consistent with or confirmed by the findings of the 
independent evaluation contractor.”	

 	
 
“The research presented here was conducted by the awardee. Findings might 
or might not be consistent with or confirmed by the independent evaluation 
contractor.”	



The Standard Healthcare System: 
Not Designed for the Highest Need Patients 

 ECHO	Care	targets	the	5%	of	pa)ents	that	u)lize	54%	of	resources	
 These	pa)ents’	outcomes	and	quality	of	care	are	oken	poor.	
 Many	providers	struggle	to	provide	the	necessary	support	to	care	
for	these	pa)ents.	

Copyright	2016	ECHO®Ins)tute	

*	Annual	Medicaid	spending	in	2014	was	$492	billion	dollars	

$265	billion*	



ECHO Care Patients 

 50%	female,	64%	White,	69%	Hispanic,	average	age	of	45	
 Significant	social	barriers	to	care	

 29%	report	being	homeless	or	needing	housing	assistance	
 25%	report	having	li7le	to	no	social	support	
 56%	report	having	a	high	school	diploma	or	less		

Copyright	2016	ECHO®Ins)tute	

Note:	Social	Barriers	self-reported	in	intake	assessment;	medical	and	behavioral	health	condiAons	from	Medicaid	claims	analysis	

Chronic	mental	Illness	



ECHO Care Model 

Copyright	2016	ECHO®Ins)tute	

Complex	Care	
Clinic	Specialists:	
•  Addic)ons	
•  Chronic	pain	
•  Pallia)ve	Care	
•  Psychiatry	
•  Counseling	
•  Pharmacy	
•  Nursing	
•  Community	

Health	Worker	
•  Endocrinology	
•  Cardiology	
•  Pulmonary	
•  Infec)ous	

Disease	
•  Nephrology	
•  GI	
•  Hospitalist	



Four Pillars of Project ECHO 

• Use	Technology	to	leverage	scarce	resources	
• Share	best	pracHces	to	reduce	dispari)es	
• Use	case	based	learning	to	master	complexity	
• Monitor	outcomes	to	evaluate	effec)veness	
	
	



Complex Care TeleECHO Clinic 

Copyright	2016	ECHO®Ins)tute	

Case-based	learning	with	access	to	integrated	recommendaAons	for	care	from	mulAple	specialists.	

Photo	credit:	Kip	Malone,	from	The	Commonwealth	Fund,	‘Project	ECHO’s	Complex	Care	Ini)a)ve’,	August	9,	2016	



The ECHO Care Teams:  
Team-based Primary Care 

 Coordinated,	high-intensity	
care	
 Integrates	physical	and	
mental	health	care	
 Addresses	social	barriers	
 Focuses	on	transi)ons	of	
care		
 24/7	access	to	care	
 Teams	supported	by	
specialists	through	the	
Complex	Care	teleECHO	
Clinic	

Copyright	2016	ECHO®Ins)tute	

(PCP)	



Outcomes of the ECHO Care Program 

Over	2	½	years,	ECHO	Care	served	770	high	need	Medicaid	pa)ents	and	
produced	posi)ve	outcomes	in	many	areas:	

 Pa)ent	engagement	

 Pa)ent	sa)sfac)on	

 More	appropriate	use	of	healthcare	services:	

 29%	decrease	in	hospitaliza)ons;	26%	decrease	in	emergency	department	visits	

  Increase	in	outpa)ent	visits,	including	follow-up	visits	aker	hospitaliza)ons	

  Increase	in	prescrip)ons,	while	use	of	controlled	substances	decreased	

 Cost	savings	

Copyright	2016	ECHO®Ins)tute	



What ECHO Care Patients Value 
Establishing an Emotional Connection and Building Trust 

Teams	communicate	a	non-
judgmental	approach,	
verbally	and	through	
acceptance	of	pa)ent	
decisions.	Teams	become	source	

of	social	support,	as	
well	as	medical	and	
social	services.	

Community	health	
workers	address	basic	
needs	such	as	
housing,	food	and	
financial	assistance.	

Pa)ents	have	direct	access	to	their	
team.		Teams	are	available	for	home	
visits	and	extended	clinic	visits,	and	
by	phone	24	hours	a	day,	7	days	a	
week.		

Photo	credit:	Kip	Malone,	from	The	Commonwealth	Fund,	‘Project	ECHO’s	Complex	Care	Ini)a)ve’,	August	9,	2016	

Support	for	Material	Needs	



	

Outcomes: Patient Satisfaction 



Outcomes: Decrease in Inpatient Hospital 
Admissions  

Copyright	2016	ECHO®Ins)tute	

First	Month	
Of	ECHO	Care	

29%	decrease	in	
hospitaliza)ons	
(comparing	one	year	before	
enrollment	to	one	year	aker)	

	
Before	ECHO	

Aker	ECHO	

Based	on	Medicaid	Claims	Data	Analysis	of	ECHO	Care	paAents	



Outcomes: Decrease in Emergency 
Department Visits 

Copyright	2016	ECHO®Ins)tute	

First	Month	
Of	ECHO	Care	

26	

Before	ECHO	

Aker	ECHO	

Based	on	Medicaid	Claims	Data	Analysis	of	ECHO	Care	paAents	



Outcomes: Increase in Outpatient Visits 

Copyright	2016	ECHO®Ins)tute	

Aker	ECHO	

Aker	ECHO	

Before	ECHO	 Before	ECHO	



Outcomes: Overall Prescriptions Increased, While 
Controlled Substances Decreased 

Copyright	2016	ECHO®Ins)tute	

Before	ECHO	

Before	ECHO	

Aker	ECHO	

Aker	ECHO	



Outcomes Based on Claims Analysis: 
Decrease in Medicaid Expenditures 

(Does not include the cost of intervention) 
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Actual	Expenditures	
Trended	Expenditures	Based	on	Months	-36	to	-7	

Trend	Line	Based	on	Expenditures	During	This	Period	

First	Month	
Of	ECHO	Care	

13%	decrease	in	costs,	from	
$3343	to	$2907	PMPM	
In	months	13-18	cost	
decreased	to	$2771	PMPM	
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ECHO Care Shows Cost Savings 

EsHmated	Per-Member-Per-Month	Decrease	in	Medicaid	
Expenditures	 $505		

Per-Member-Per-Month	Costs*	

			Average	Cost	of	ECHO	Care	OutpaHent	Intensivist	Team	 $356		

			Complex	Care	teleECHO	Clinic	 $51		

Total	Per-Member-Per-Month	Costs	 $407		

Per-Member-Per	Month	Savings**	 $98	

*	These	costs	assume	that	the	teams	are	opera)ng	at	capacity.	

**	This	represents	a	savings	of	one	million	dollars	for	every	850	paHents	served	by	the	ECHO	Care	
model.	



Ecosystem Needed to Support ECHO Care 
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How do you pay for ECHO Care? 

Payers	can	fund	ECHO	Care	with	per-member-per-month	(PMPM)	
payment.	This	pays	for:	

Wrap-around	services,	including	care	coordina)on	and	care	
management,	referrals	to	community	services,	transi)onal	care	
from	inpa)ent	to	other	sezngs,	health	educa)on	and	
promo)on.	

Primary	care	services	provided	by	the	billing	providers	on	the	
ECHO	Care	Team.		(This	could,	instead,	be	billed	separately.)		

Complex	Care	teleECHO	Clinic	

Medicaid	Health	Homes	are	another	way	to	fund	the	ECHO	Care	
model,	which	brings	addi)onal	federal	funding	to	the	state.	
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Support from Project ECHO to Start an 
ECHO Care Program 

1.  Call	our	ECHO	Care	team	to	determine	if	this	program	is	a	good	fit	
2.  Basic	training:	ECHO	Orienta)on	
3.  Advanced	training:	ECHO	Immersion-	bring	your	team	
4.  ECHO	Care	resources:	Clinical	and	administra)ve	opera)ons	

manual,	implementa)on	tools,	training	curriculum	
5.  Consulta)on	during	ECHO	Care	start-up	and	during	ongoing	

opera)ons	
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Questions for the speakers? 
 
Use the chat box or to unmute, 
press *6 
 
*Please do not put us on hold!* 

@HealthValueHub Complex Patients 



Thank you! 
  
 Tanya Shah 
 Ross Owen 
 Sanjeev Arora 

                   Robert Wood Johnson Foundation 
 
 
Contact Lynn Quincy at lquincy@consumers.org with your follow-up 
questions. 
 
Visit us at HealthCareValueHub.org and ConsumersUnion.org 
  


