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Use the Zoom chat function to submit
comments or questions to speakers
during the session:

Logistics

To access the CART transcription, click
the Show Captions icon:
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[The session slides and recording will be available on the NCSC website soon.



https://acl.gov/ncsc
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Learning Objectives

At the conclusion of this session, participants will be able to:

* Understand ways to partner with health care providers to
address gaps in caregiver support

* Share and apply caregiver-inclusive tools and strategies in
local health care settings

* Explore opportunities for technical assistance to better
support the needs of aging, kinship, and tribal networks



National Caregiver Support Collaborative

Building our capacity to support family, kinship, and tribal caregivers
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of Health Care and Social Services




Speaker

Kristie Kulinski

Director,
Office of Network Advancement,
Administration for Community Living




Advancing Partnerships to Align Health Care and Social Services
Across Administrations

Increased Focus on Business Acumen & Increased Collaboration with Health

Technical Assistance Plans & Systems

» Affordable Care Act * National Summit on Health Care and

e Aging and Disability Business Institute Social Service Integration Summit

e ACL Technical Assistance e ACL Strategic Framework for Action 2025

2009-2016 2017-2021

Present
‘ Opportunities

Increased Collaboration with CMS
* Launch of ADRCs ‘
* Scaling of Evidence Based
Programs ‘
* Creation of MIPPA 2022-2024
2001-2009 Increased Focus on Whole-Person Health
® * Center of Excellence to Align Health & Social
Care

* CDC Investments
* National Strategy to Support Family Caregivers




Contracting Between CBOs and Health Care

» Community-based organizations (CBOs) are increasingly
contracting with health care organizations to address health-
related social needs”

* Leverages CBO core competencies and services

* Proportion of CBOs contracting with health care has increased from 38.1% in
2017 to 46.7% in 2023

* More than one-third (36%) of contracting CBOs are doing so as part of a
network led by a community care hub

*Source: Aging and Disability Business Institute
2023 CBO Health Care Contracting Survey



Community Care Hub

» Effective, sustainable partnerships between CBOs and health care can be
facilitated through a community care hub (CCH)

» Community-focused entity that organizes and supports a network of
community-based organizations providing services to address health-related
social needs

» CCH centralizes administrative functions and operational infrastructure, including
but not limited to:

* Contracting with health care organizations

* Payment operations

* Management of referrals

* Service delivery fidelity and compliance

* Technology, information security, data collection, and reporting



2023 RFIl Survey

Most Common Services Provided Through Contracts

Case management/care coordination/service coordination

Assessment or screening for SDOH needs (e.g., food security,
affordable housing, transportation)

Assessment for long-term services and supports (LTSS)
eligibility (including level of care/functional assessment)

Person-centered planning

Home care (e.g., homemaker, personal assistance, personal
care)

Nutrition program (e.g., counseling, meal provision)

Transitions from hospital to home, including discharge
planning and hospital readmission prevention program

G&\giver support/training/eng@

Transportation (medical or non-medical)

Participant-directed care

Institutional transition and/or diversion (e.g., from nursing
facility to home)
Q Q,

The data used in this graph was collected through a % 10
survey conducted by Scripps Gerontology Center at
Miami University on behalf of the Aging and Disability
Business Institute, led by USAging. For more
information, visit https://bit.ly/Nexus-of-Social-Care

27%

25%

24%

20%

30%

40%

US/Ging £

Leaders in Aging Well at Home

57%

50% 60%

Aging and Disability
BUSINESS |NST|TUTE

Connecting Communities and Health Care


https://bit.ly/Nexus-of-Social-Care

2023 RFIl Survey

Common Health Care Partners for CBOs with Contracts

Medicaid managed care plan

State Medicaid Agency

Hospital or health system

Veterans Administration Medical Center

Commercial or employer-sponsored health insurance plan
Medicare Advantage plan (including Special Needs Plans (SNP))
Medicare-Medicaid plan

Accountable Care Organization (ACO)/Health Home

Medicare Fee-for-Service

Health care center or clinic

Primary care entity

The data used in this graph was collected through a
survey conducted by Scripps Gerontology Center at
Miami University on behalf of the Aging and Disability
Business Institute, led by USAging. For more
information, visit https://bit.ly/Nexus-of-Social-Care
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2023 RFl Survey
Contracting Map

No known activity

B Contracting and network
Contracting

B Not contracting, but pursuing

ing and Disability
USAGing < alsiessinstmue

Leaders in Aging Well at Home Connecting Communities and Health Care

The data used in this graph was collected through a
survey conducted by Scripps Gerontology Center at
Miami University on behalf of the Aging and Disability
Business Institute, led by USAging. For more
information, visit https://bit.ly/Nexus-of-Social-Care
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https://bit.ly/Nexus-of-Social-Care

Integrated Care Caregiver Support Program

Exhale: The Family Caregiver Initiative: Caregiver Respite programs incubated in W. New York and SE
Michigan through Ralph C. Wilson Jr. Foundation and Health Foundation of Western and Central NY

f.Q‘ (.Qh'Qu\ e h ;:i;}‘

Evidence-Based Monthly Coaching: Exhale Program:
In Home Assessments: * Set Goals * Review Options
«  Member SDOH Assessment « Connect to Resources * Enroll

» (Caregiver Assessment * Follow up * Follow up

WWW.WNVICC.0rg



http://www.wnyicc.org/

Integrated Care’s Health Plan Contracts

Program Funding Mechanism

Post-Discharge Meal Delivery Program MA Plan Supplemental Benefit

Community Health Coaching MA Plan Program, extension of case management

Healthy IDEAS MA Plan Program, extension of BH case management

Falls Prevention MA Plan Supplemental Benefit Integrated Care
A : B P was designated
©1> Caregiver Support an Program, extension of case management 2 1or9social

Diabetes Prevention Program Medicare Part B Benefit Care Network

Lead Entities for
Diabetes Self-Management Training Medicare Part B Benefit NY’s Medicaid
. oy 1115 Waiver
Medical Nutrition Therapy Medicare Part B Benefit (i.e. DM/CKD) & added MA

Plan Supplemental Benefit for any other diagnosis

Housing Supports and Navigation NY Medicaid 1115 Waiver program
Nutrition & Food Supports NY Medicaid 1115 Waiver program
Transportation to HRSN Services NY Medicaid 1115 Waiver program

Navigation and Enhanced Social Care

Management NY Medicaid 1115 Waiver program

WWW.WNVICC.Org



http://www.wnyicc.org/
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Panel: Strategies for Integrating
Caregivers as Care Team Partners
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Panelists

Jennifer Rabalais, Anna Chodos, MD,
MA MPH

Center on Aging and Division of Geriatrics,
Community Living, The Regents of the University of
University of New Hampshire California, San Francisco (UCSF)




Caregivers As Partners in Care Teams

Identify
the patient’s
caregiving team.

.

Q O
faa W e

Engage
the caregiver
around their role
and wellbeing.

. J

Support
the caregiver by
connecting them to
resources.

>

CAP-CT is a national training program
that provides health care teams with
the skills and confidence to

include family caregivers in a patient's
care journey.

Engaging family caregivers in a
patient’s care journey benefits
patients, caregivers, and health care
teams.




CAP-CT Offers Trainings & Resources

 Trainings

» Foundational Skills for Engaging
Caregivers in Health Care

« Supplemental deep-dive courses

« Courses on grandfamily caregivers;
inpatient and nursing home settings
(coming soon!)

* Resources
« Caregiver ldentification Tool
« Billing Guides
« Website & Resource Guide

Training Out Now!

Earn free CE/CME credits, including
AMA, ANCC, AAPA, and ASWB
credits.

GET TRAINED

Caregiver Training
Billing Guides

CAP-CT created billing guides to help
health care teams navigate
reimbursement for caregiver training
and education, allowing teams to
more adequately address the
comprehensive needs of caregivers.
Use these billing guides during routine
visits, Initial and Subsequent Annual
Wellness Visits (AWV), Health Risk

Resources for Health Care Teams

These resources can help health care teams identify and engage with caregivers, and then connect them with
necessary support services. We highlight these resources because they provide national support and local
referrals, have strong reputations in the field, are available at no cost, and offer multilingual options when
possible. Providers can share these resources with caregivers, or caregivers can access them

independently.

These resources are for informational purposes and are not necessarily endorsed by CAP-CT.

Provider Caregiver
Resources Resources

CAREGIVER ASSESSMENT TOOLS COMPREHENSIVE NEEDS

WORKING WITH CAREGIVERS FINANCIAL AND LEGAL PLANNING

FOOD INSECURITY

TRANSPORTATION

ACCESSING THE HEALTH RECORD

iR, Caregivers As
‘@-& Partners in Care Teams
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Question 1

What strategies have you found most
effective in promoting integration of
family caregivers into care teams, and
how have these strategies improved
outcomes for caregivers?

\
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Question 2

Ve N

@ >  How has your organization supported
= teams in building the skills and
nv— knowledge needed to include family
-aa caregivers in care planning and

delivery processes?
) N /
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Question 3
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How do you measure the success of
integrating family caregivers into care
teams, and what indicators of success
have you identified?
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Question 4

Ve N

- > What are your recommendations for
actions aging, kinship, and tribal network
‘“/?)C}”‘ > organizations could take to collaborate
‘ with health care providers to enhance

W caregiver support and integration? y
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Questions and Answers

A

4 N

Please submit questions through the
Zoom Chat function.
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Closing
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Resources: Learn More

Health Care Teams — Rush Caring for

Family Caregiving CAP-CT Training Careqivers
Resource Guide Information Page

L )
4 RAND Report: A R : 4 : N
Five Key Factors for Campaign for
Framework for :
Intearating Eamil Successful Health Inclusive Care —
grating amily Care & CBO Elizabeth Dole
Caregqgivers into the - :
Health Care Team Partnerships Foundation
L ) L )



https://supportcaregiving.org/health-care-teams/
https://carepartners.ucsf.edu/
https://aging.rush.edu/caringforcaregivers/
https://www.rand.org/content/dam/rand/pubs/research_reports/RRA100/RRA105-1/RAND_RRA105-1.pdf
https://urldefense.com/v3/__https:/www.aginganddisabilitybusinessinstitute.org/five-key-factors-for-successful-health-care-cbo-partnerships/__;!!IqUcNYopQPk7!KyZB5J-spLZOd3x-tirAPMKUJ1-Zw_FsKeAitnnABxqSfZl80Ed_s9LQht1T0I0o_2e9f1EfY6scac0AWhfr6XHqFA$
https://urldefense.com/v3/__https:/campaignforinclusivecare.elizabethdolefoundation.org/academy-for-inclusive-care/__;!!IqUcNYopQPk7!KyZB5J-spLZOd3x-tirAPMKUJ1-Zw_FsKeAitnnABxqSfZl80Ed_s9LQht1T0I0o_2e9f1EfY6scac0AWhfjRuLEtw$
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Thank you for attending!

Email questions and submit TA requests
to CaregiverCollaborative@acl.hhs.gov.

Subscribe to the TACC mailing list.

Visit the NCSC website to stay up to date on resources and aging
network training opportunities.

Please complete the brief survey that will pop up following this
session to share feedback on this session and your TA needs.



mailto:CaregiverCollaborative@acl.hhs.gov
https://mailchi.mp/acl.hhs.gov/ncscsubscribe
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