Agenda 1-26 C-TAC and CMM|

* Introductions
e Overview of C-TAC

* 3 Priorities to explore
* based on Dec 10 Memo attached

 Discussion and Q&A (30 mins)




C-TAC | Voice of the Patient and Family

* Vision: All Americans experi.encinF serious illness, especially those who are underserved and under-
resourced, have a high quality of life — on their own terms.

* Our Approach: Convene and Advocate based on Core Principles for Care

* Our Members
* Alliance of all sectors of healthcare (170+ organizations), including:

* Health systems (Kaiser Permanente, Optum, Health Partners), health plans (Humana, Cigna, etc), Area Agencies on
Aging, Hospice and Palliative Care Providers, Home-Based Primary Care Providers, etc

* 14+ State Coalitions developing / implementing care models (e.g., Arizona - see Appendix)
* 100+ faith leaders developing new models (Alameda Co Care Alliance — see Appendix)
* Advocacy Partners

* AARP, American Academy of Home Care Medicine, Center to Advance Palliative Care, National Coalition for Hospice and Palliative
Care, National Partnership for Hospice Innovation, USAging, others

* Qur Support of CMMI — 2011-present



Priorities to Explore
Today™

1. Integrating CBOs into value-based care models
2. Supporting CBO Infrastructure

3. Exploring Nested and Standalone serious illness
care interventions

*Based on recommendations in our attached Memo

Shirley Roberson lives with serious
illness (C-TAC Patient Advocate and
Board Member)



Appendix —Innovative CBO Models
(examples from our membership)

* Arizona Coalition model
* Care Model developed after 18 months of coalition building w/ 40+ orgs
* Needs: Payment model design and pilot

* Alameda County Care Alliance (ACCA) Advanced llIness Care Program
* Pilot underway with Kaiser Permanente serving 400 people
* Needs: Capacity Building
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https://www.azhha.org/az_model

ACCA Advanced lliness Care Program™
Five Cornerstones

Series of 5-12 meetings between the Care Navigator and Person Needing Care
or Caregiver over approximately 6 months

Program is personalized to individual participants’ needs

ALAMEDA COUNTY
CARE
ALLIANCE
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Spiritual Needs Health Needs

Prayer, meditation, and faith ”

community support

provider communication, physical and

emotional support

Planning for Advance Care Social Needs

= ]
=1 Understanding, choosing and ﬁ'h" Transportation, meals, housing,
socialization, financial/legal

documenting advance care choices

Caregiving Needs

%ﬁ? Respite care, support groups,
support for caregivers

> Identify needs, provide trusted referrals/resources, empower individuals with tools & training
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