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AGENDA
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üWelcome and Introductions

üDC Primary Care Association:  Partner and Grantee 

Update and Discussion

üManaged Care Organization Updates on 

Programming and Partnership Opportunities to 

Support Million Hearts Initiatives

ÁAmeriHealth Caritas DC 

ÁMedStar Family Choice 

üGeneral Program Updates, Grantee Q & A
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PRESENTERS

Å Hope Ramsay, RN, MPH, Senior Director, Programs and Health 
Center Support

Å Kennedy Miller, Project Coordinator, Programs and Health Center 
Support

Å Darla Bishop, DrPH, MPH, Director, Enrollee Engagement
Å Rosalyn Carr Stephens, RN, MSN, CCM, Market Clinical Director, 

Population Health
Å Leginia (Jigi) Driscoll, MSOD, BSN, RN, Director, Quality 

Management

Å Tallulah Anderson, Manager, Marketing and Community Relations
Å Sharon Henry, RN, BSN, MHA, CCM, Director, Clinical Operations
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CME

× The AAFP has reviewed the Million Hearts Learning Collaborative Webinar Seriesand deemed it 

acceptable for AAFP credit. Term of approval is from 6/15/22 to 6/24/23. Physicians should claim 

only the credit commensurate with the extent of their participation in the activity.

× This session is pending approval for1.0 Online Only, Live AAFP Prescribed credits.

× If you would like to receive CME credit, the online evaluation will need to be completed. You will 

receive a link to the evaluation shortly after this webinar.

× Certificates of completion will be emailed within 10-12 business days of course completion.



LEARNING OBJECTIVES
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ü Identify opportunities to work with DCPCA to implement 

evidence-based interventions, including meaningful use of 

EHRs to improve provider identification of undiagnosed 

hypertension and workflow redesign to improve the care 

management.

ü Describe care and case management programming and 

tools offered by AmeriHealth Caritas DC and MedStar 

Family Choice to support chronic disease management for the 

Million Hearts priority populations.

ü Apply at least one learning to improve partnerships and 

communications with managed care organizations to 

continue to streamline care for Million Hearts patients.



Sustain health centers by 
providing technical and 

operational support

Transform DC care delivery by supporting 
movement towards value -based payment 
through population health analytics, HIT 
innovation, and practice transformation

Support health centers in 
achieving sustainable 

funding models

Build cross -continuum stakeholder 
relationships to deliver whole -person 
care, via integrated care models and 
community -oriented partnerships

Technological support

Care Delivery

Funding

Integrated Care

Advance racial and health equity by 
supporting system transformation to 

address social determinants of health and 
health -related social needs

Health Equity



Health Centers

Bread for the City Community of Hope
Family and Medical 
Counseling Services

La Clinica del Pueblo

Mary's Center Metro Health Whitman WalkerUnity

Elaine Ellis

So Others Might Eat

DCPCA membership includes 33 health care delivery sites that serve approximately 200,000 DC and Maryland residents each year





What?

Bring clinical pharmacists to 
community spaces to screen 
for hypertension, prescribe 
and adjust medications, and 

educate

Why?

Increase medication 
compliance and  encourage 
sustainable lifestyle changes, 
improving overall health and 

well -being 

How?

Use community gathering 
spaces to facilitate access to 

care and build trusting 
relationships between 
patients and providers 

NACHC - Medication Therapy 
Management (MTM) in Trusted Spaces



PHIT4DC Howard 
University College of 
Pharmacy Internship

The Public Health Informatics and Technology 

for D.C. (PHIT4DC) is a workforce 

diversification program, piloted by the 

University of the District of Columbia (UDC), in 

partnership with Howard University (HU). In 

their 15 -week semester bootcamp, students 

are equipped with IT knowledge and skills to 

provide a range of healthcare services across 

the industry. As a supporting partner, DCPCA 

has developed an internship pipeline to offer 

students the opportunity to gain experience 

supporting District Health Centers.

DCPCA Health Center

Develop and 
advertise internship 

job description

Attend internship 
interviews and select 

an intern 

Manage application 
process and 

conduct interviews 
with health centers

Identify a supervisor 
to mange intern and 
provide mentorship

Hire, onboard and 
pay monthly intern 

stipend

Onboard intern and 
provide weekly 

supervision and tasks

Coordinate 
monthly PHIT4DC 

supervisor calls

Assign ongoing tasks 
and monitor progress

Coordinate final 
presentation

Attend final 
presentation

Roles and 
Responsibilities



Partnering with the ADA to offer health
center patients the opportunity to
participate in Project Power, an
educational wellness program that
teaches diabetic patients how to pursue
wholistic wellness, namely nutrition,
exercise, and healthy lifestyle choices.

Trainings

Workflows and Role Assignment

ADA ťProject Power

Interns

Upcoming Opportunities

Along with PCDC, offer health centers 
1:1 TA for the improvement of their 
care coordination workflows and 
division of labor

Provide trainings forĺ
Å features in eCW (e.g. Framingham 

risk calculator)
Å treatment tools ( e.g American 

Diabetes Association Medical 
Titration Algorithm)

Expand the Howard -PHIT4DC 
internship program and offer health 
centers the opportunity to utilize 
student doctors who have had 
extensive informatics training



Key Questions for the MCOs
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ü What programming do you offer to support chronic disease 
management?

ü What are the eligibility requirements for these programs?

ü How do you identify and work with enrollees to facilitate enrollment 
and follow-up?

ü How do you work with provider partners for streamlined 
communications, data sharing, and tracking of referrals?

ü Do you meet regularly with providers to support quality 
improvement?

ü How can providers get in touch with you for questions about 
enrollees?

ü What would you most like to learn from the Million Hearts grantees 
participating today? 



Helping Enrollees Care for 
Their Health

June 2023
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Programs and Key Partners
Darla Bishop, DrPH, MPH
Director, Enrollee Engagement 

Care Management 
Rosalyn Carr Stephens, RN, MSN, CCM 
Market Clinical Director, Population 
Health

Let us know!
Leginia (Jigi) Driscoll, MSOD, BSN, RN 
Director, Quality Management



Programs and Key Partners
Darla Bishop

Director, Enrollee Engagement

dbishop1@amerihealthcaritasdc.com
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We offer peer support programs and innovative apps through our 
partners to motivate and support enrollees to practice preventive 
health and adopt healthy behaviors. 

Peer support, interactive apps, and individual 
1:1 counseling

Health Literacy



Our Pathways to Work and Bridges to the Future internship 
programs helps District residents gain essential professional 
and business skills and in some cases a certification to ready 
them for career opportunities.

Pathways to Work and Bridges to the Future

Job Training and 
Education



Our Care Managers, Community Health Workers, and Contact 
Center associates can help enrollees find donation centers in 
their area.

Our Food is Medicine program incorporates:
ÅProduce Rx program.
ÅCondition-appropriate home meal delivery.
ÅNutrition counseling.

Community programming and 
access to healthy options

Food is Medicine

10



Our associates and community partners can help enrollees 
locate affordable housing; access housing with supports; 
find respite care; and address housing conditions such as 
poor ventilation, rodents, and mold and other respiratory 
triggers.

Safe, affordable housing and healthy housing advocacy

Housing Insecurity



Wellness and Opportunity Center

Services 

ÅFitness Classes

ÅProgramming to address health 

related social needs 

ÅComputer access for job 

searches or recertification 

ÅCare Manager and Community 

Health Worker appointments
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Care Management
Rosalyn Carr Stephens

Market Clinical Director, Population Health
rcarrstephens@amerihealthcaritas.com

mailto:rcarrstephens@amerihealthcaritas.com


Integrated Model of Care

Complex CareManagement

Å Blended model of care that integrates acute case management,diseasemanagement and behavioralhealth

Å Provides case management and care coordination to complex adult andpediatricmembers

Bright Start MaternityManagement

Å Focusedon identifyingandhelpingat-riskpregnantwomenhavea health,full-term  pregnancy

Å Providescasemanagementservicesto newbornsthat requireNICUadmission

Children With Special Needs/EarlyIntervention

Å Coordinatestherapyservicesfor childrendeemedeligibleby OSSE



Multi -disciplinary 
Population Health
Approach
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Let Us Know!
Jigi Driscoll

Director, Quality Management
ldriscoll@amerihealthcaritasdc.com

mailto:ldriscoll@amerihealthcaritasdc.com


Questions?
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AmeriHealth Caritas DC!
THANK YOU FROM



1

June 21, 2023

ValueAddedPrograms+Resources
PresentedTo:Million HeartsLearningCollaborative 

Monthly Meeting
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Case Management Programs
Sharon Henry, RN, MHA, BSN, CCM 
Director, Clinical Operations
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Complex Case Management Program

Å The Purpose of Complex Case Management Services (CCM) is to provide culturally and
linguistically appropriate clinical, behavioral health, and social support services to our
highest risk Enrollees

Å The Goal is to identify Enrollees at highest risk for needing intensive resources at high cost,
and objectively improve health, function, safety and enrollees satisfaction.

Å The Focus is on timely, proactive, collaborative, Enrollee-centric coordination of care and
community services for individuals identified with complex medical issues such as:

o Catastrophic illness or injury
o Two or more unmanaged physical health or one unmanaged physical health along with a behavioral health condition

o High patterns of inpatient/outpatient utilizations or long length of stay
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Comprehensive Case Management Programs
ConditionCare:ConditionCareisdesignedfor Enrolleeswho 
requireadditionalassistance,healtheducation,andcare 
coordinationin managingtheir chronicconditions. The aimof the 
ConditionCareProgramisto promoteself-managementskillsthat 
preventelevationinto ahigherrisklevel.

TransitionCare: TheTransitionCareProgramwill focusonEnrolleeswhoareat 
the veryvulnerablepoint of transitioningfrom the acutecaresettingto home
andat-riskfor readmissionto the hospital. Specializeddischargeassessmentsare 
completedwith theseEnrolleesto identify factorsthat mayleadto readmissions 
andbarriersthat mayimpactengagementwith outpatientservices.

EmergentCare: Programofferscarecoordinationservicesfor thoseEnrollees 
whoexhibitapattern of frequentEDutilization. TheEmergentCareprogramis 
designedto reducethe likelihoodof return EDencountersfor servicesthat could 
otherwisebeprovidedbyaPCPor urgentcarecenter.
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Referrals

Provider,utilizationManagement, 
Self/Enrollee,Family/Caregiver, 
DischargePlanner,Departments 
internal to MFC-DCandLowerrisk 
casemanagementprogramsor 
populationhealthmanagement 
programs

Enrolleesareassignedto Case 
ManagementProgramsbasedon the 
informationavailableat the time of 
the referrals.Datasourcesfor 
assignmentincludebut arenot limited 
to CRISP(ChesapeakeRegional 
InformationSystemfor our Patients), 
HRA(healthriskassessment) 
information,hospital/UM data,claims 
encounteror informationsubmitted 
with the referral
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Prior Authorization
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ÅMedical Necessity Criteria are used as a guide to 
help determine if an admission, procedure or services 
is medically necessary.

ÅDetermination of medical necessity is dependent on the
following clinical information:
o Presenting sign/symptoms

o Diagnostic findings

o Lab work

o Treatment/interventions

UM decisionsarebasedonlyon appropriatenessof careandserviceand 
existenceof coverage.UM staffdo not receiveanyfinancialincentivesor rewards 
for issuingdenialsof coverageandcareor encouragingdecisionsthat result in 
underutilizationof services.

Criteria
Å InterQual
Å ASAM
Å MedicalPolicies
Å Protocol
Å ClinicalJudgement
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Prior Authorization Requirement

ï Pharmacyïmedications that require prior authorization (e.g. non 
formularies)

ï OutpatientïElective procedures, prosthetics, BH Residential treatment,
Acute rehab, SNF, LTAC, Hospice

ï DMEsïover $1000.00 or rental equipment >90 days (e.g. wheelchairs), 
soft supplies and disposable (e.g. supplies for tube feeding), CGMs, 
hearing aids, etc.

ï All Elective Inpatient Procedures

Inpatient & Outpatient Concurrent Review: Acute, Clinical review for 
authorization begins once clinical information from hospitals UM staff is received.

ï A nurse could only approve services. Only a Medical Director could deny 
services.

ï If InterQual & ASAM criteria, or medical policies are not met, the review is 
sent to a Medical Director for further review and determination.
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Provider Information + 

Resources
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https://www.medstarfamilychoicedc.com/enrollees/general-benefits

Find A Provider Portal

https://www.medstarfamilychoicedc.com/enrollees/general-benefits
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Marketing & 

Communications
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https://www.medstarfamilychoicedc.com/

https://www.medstarfamilychoicedc.com/


The health and wellness portal 

helps enrollees better understand 

health risks and learn steps to 

take to be healthier
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Access to Care



Emergency vs. Urgent Care
Nurse Advice Line



18

No Cost Services

Translation + Interpretation

Transportation



Incentive Reward 

Gift Cards



20

Mental Wellness
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Targeted Education Classes
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Prenatal. Maternal. 

Postpartum.

Health Education
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Education + Resources



read
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virtual + in-person
events/classes

Community Relations
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Educational Programs
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