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Who: HCDI, UHC & MEMBERS

• HealthCare Dynamics International (HCDI) is a quality improvement and clinical 

transformation organization

• Founded and led by primary care clinicians committed to innovative population health 

solutions 

• 18+ years supporting the Centers for Medicare & Medicaid Services (CMS) quality 

improvement and population health programs 

• NICHE: Policy to Practice Strategy launched through the PARACHUTE methodology

• Driven by Value Based Care and Payment for clinicians serving low resource 

communities
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Why? What?

o Addressing HEDIS Gaps

• Lead Screening

• Diabetes

• Breast Cancer Screening

• Adolescent Well Child 

• Supplemental Security 
Income (SSI)  

• Other Measures

o Patient Engagement

o Provider Engagement

o Care Coordination

o Community Engagement



How? 
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Value of our Community Health Staff 

• Builds trusted relationships with patients and families

• Provides culturally and linguistically appropriate services

• Represents multiple cultures, ethnicities and religions

• Understands the policy drivers and economic impact of value based care

• Utilizes motivational interviewing, teach back and encourage self-activation 

• Demonstrates patience. Express empathy. Remain persistent. 

• Knowledgeable of local health, community and social service networks

• Strengthen community partnerships to support social needs of patients 

• Respect community norms and demonstrate commitment to health education

• Identifies and addresses SDoH that impact patients and communities 

HCDI embraces a core set of values that promotes ‘inclusiveness’ 
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‘Caring For Your Health’™ SDoH Indicator e-Tool
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• Patient-facing social determinants assessment 

• Very EASY 3-4 minute user-friendly, low-literacy tool

• Immediate results to provider/practice

• Based on nationally recognized, validated resources 

• Captures demographic, REaL, SDoH and clinical data

• Facilitates real-time person centered care coordination

• Successfully implemented in rural, urban and suburban 
settings

• Customized HL7/FHIR EMR integration

• Integrates person and family engagement principles

• Patient, provider, practice, payor, and population reporting 
capabilities

• Incorporates and tracks ICD-10 Z codes

• Multiple workflow integration options



Demographics

• Name

• Age 

• Zip Code 

• Gender

REaL

• Race 

• Ethnicity

• Language

Clinical Data*

• Diabetes 

• HgA1c Value 

CFYH Data Collection Elements

*CFYH can be customized to include additional chronic 

conditions and behavioral health screening questions. 

SDoH

• Food

• Housing

• Economics

• Education

• Medications

• Transportation

• Loneliness

• Utilities 

• Employment

• Insurance status

• Rodent Infestation
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Actionable, Real-Time Patient Level Report  
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Actionable Practice/Community Based 
Organization Level Report 



Breast Cancer Screening - HEDIS Measure



Results & Intervention

HCDI’s advanced implementation model 

demonstrates that full SDoH integration and 

individualized patient responses are indeed 

possible.

HCDI partnered with a local multi-practice provider to use the CFYH 
Tool. Food insecurity was identified as a SDoH. HCDI worked with the 
practice to implement a clinical food pantry to address this critical 
social need.
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For more information, please contact:

Jean Drummond

President & CEO

HCD International

301-552-8803

jeandrummond@hcdi.com

HCD International

4390 Parliament Place, Suite A

Lanham, MD 20706

301.552-8803

www.hcdi.com

THANK YOU FOR YOUR TIME 

AND INTEREST IN HCDI



Achieving Care for the Whole 
Person through Community 
Partnerships

Maryland Department of Health’s 16th Health Equity 
Conference
December 5, 2019
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UnitedHealthcare Community Plan of 
Maryland

• UnitedHealthcare Community Plan of Maryland 
provides services and coverage for over 145,000 
Medicaid HealthChoice members.  
• Across Maryland under three core lines of 
business, UnitedHealthcare serves 830,000 
members. 
• UnitedHealth Group is the proud employer of 
over 300,000 Marylanders. 
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Vision
Be the most trusted 
name in health care.

Mission
Helping people live 
healthier lives and helping 
make the health system 
work better for everyone.
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Complex Needs Addressed in Siloed Systems

Medical Behavioral Social Substance 
Use

Age & 
Frailty

Functional 
Status
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A Transforming Health Care System

Evolving 
State 

Expectations Managed 
Care 

Organizations

Providers Communities

States are requiring providers and organizations to improve quality, reduce costs, and 
deliver impact while meeting both the health AND social needs of Medicaid members.

Managed Care Organizations are in position to bridge the gap between these
evolving states requirements and the ability of providers and capacities of 

communities to meet them. 
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UnitedHealthcare’s approach to bridging the 
gap for providers and communities

Transformation 
of the Medicaid 

System

Creating and 
Translating 

Innovative New 
Clinical Models

Developing 
Partnerships 

with 
Communities

Making 
Impactful 

Investments in 
Health Care and 
Social Services
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Transforming Care for Medicaid 
Members: Creating and Translating 
Innovative New Clinical Models 
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What is Whole Person Care? 

1. Member-centric care model
• Integrated care coordination team (medical, behavioral, social, specialty)
• Single point of contact to coordinate overall care
• Incorporation of  provider and specialists

2. Single technology platform for Case Management 
• Strategic use of additional data platforms and tools [CRISP] 

3. Expanded identification stratification into Emerging Risk population
• Identifies the impactable members predicted to likely be in the top 15% of costs unless an intervention is 

made

4. Supports all identified populations under a single leadership and oversight structure 
including:

• Persistent Super Utilizers - Highest cost members and/or individuals with chronic and/or complex 
illnesses 

• Emerging Risk – expanded, newly managed population 
• Transition Case Management – Medical and Behavioral health 
• Direct Referrals – from Clinical Continuum Team
• Maternity/Healthy First Steps

5. Standardized solution across states provides:
• Scalability, Consistency, and Improved Quality 
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Whole Person Care Clinical Design
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• Components of the Whole Person 
Care Model

• Single point of contact
• Single identification & stratification      
• Single assessment & care plan     
• Locally based interdisciplinary team

Targeted Outcome:
• Increased Provider visits
• Lower Impatient Admits
• Lower ER visits
Process Metrics:
• Qualified, Enrolled rates
• Core assessment
• Average Enrollment
• PCP Follow up
• Referral to Palliative Care and or 

Hospice initiation
• Referral to Social Services

Member

Behavioral 
Health 

Advocate

Community 
Health Worker

Registered 
Nurse

Heart Failure 

Sickle Cell 

ESRD

Advanced Illness Care team members 
cross trained on four  
specialty groups & 

conditions
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The Internal Care Team
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How are members identified?
Hotspotting

10

A strategic use of data to identify high risk, high cost individuals in 
order to better address their complex needs, improve their quality of 
care, and reduce spend through a team based model of care.

Data filters can further be refined by:
• Diagnosis cohorts
• Social determinants 
• Health care utilization 
• Geographic location 
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Hotspotting: Filtering perspectives
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For example, a data filter of the top 20,000 members filtering by distinct SDOH categories 
reveals that 70% also may have a behavioral health diagnosis and > 6 risk factors
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Mary’s Journey 

Medicaid Member

• Cardiovascular 
disease

• Neurogenic Bladder
• Anxiety
• Depression 
• Unemployed
• Housing Need

Medical and 
Social Needs 
Assessment:

Pre-intervention
7 Months

Post-intervention
7 Months

Avg. Monthly Cost of Care $21,500 $8,000

ER Visits 9 5

Inpatient Admits 6 2

Inpatient Days 18 17

• Purpose-centered case 
management with goal 
planning

• Monthly care coordination 
(primary and specialty) to 
ensure compliance , 
understanding and follow 
through. 

• Assisted member in finding 
community resources 
based on need identified

• Educated Member on 
preparation for provider 
visits (i.e.: medication list, 
questions)

Member-Centered Plan Created:

Connected with PCP 
and BH Services 

Assisted member 
with Housing 
Application 

Member was identified January 2019, however
Member at first was not interested in engaging
Successful Engagement began in March 2019-
Present with CHW



Transforming Care for Medicaid 
Members: The Power of 
Partnerships
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