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Section 1: Organization Information
Organization Name: Trenton Health Team ACO, Inc.
Address: 218 North Broad Street, Trenton, NJ 08608
Contact Name: Gregory Paulson, Executive Director
Contact Telephone Number: 609-256-4555
Contact email: gpaulson@trentonhealthteam.org

Section 2: Basic Requirements
A. Organizational goals and objectives:
The Trenton Health Team is a community health improvement collaborative serving Trenton, NJ.
The collaborative is an innovative partnership among St. Francis Medical Center, Capital Health,
Henry J. Austin Health Center, and the Department of Health and Human Services of the City of
Trenton. The vision of the Trenton Health Team is to make Trenton the healthiest city in the
state. Our mission is to transform healthcare for the city by forming a committed partnership
with the community to expand access to high quality, coordinated, cost-effective healthcare.
The Trenton Health Team was formed in response to the healthcare crisis in Trenton, with the
intent to reform healthcare by establishing a holistic model. THT is working to make this holistic
model a reality through five strategic initiatives:






Expansion of access to primary care
Community-wide clinical care coordination
Engagement of residents
Operation of the Trenton Health Information Exchange (HIE)
Serving as a Medicaid Accountable Care Organization

Trenton Health Team formed Trenton Health Team – ACO (THT-ACO) for the specific purpose of
participating in the NJ Medicaid ACO Demonstration Project. To meet the Triple Aim of improved
health outcomes, a better patient experience, and lower system costs, the THT-ACO is focusing
on improving access through three principal areas of work: care coordination, community
partnerships, and the use of integrated, real-time data systems. Using a data-driven approach,
THT-ACO is expanding THT’s efforts, working intensely with many community groups, assessing
health care needs and helping residents learn how to care for – and advocate for – themselves.
Focusing on the Medicaid population within the target zip codes of the THT-ACO (08608, 08609,
08611, 08618, 08629, and 08638), data from health care assessments plus custom reports from
the Trenton HIE are used to pinpoint gaps and barriers to service, and identify ways to improve
delivery of preventive and remedial services – all of which advance the Triple Aim.
B. Quality measures:

THT ACO will continue to implement a quality measurement program including the mandatory
measures outlined in the NJ Medicaid ACO Demonstration Project Quality Metrics document as
approved and posted by the Division of Medical Assistance and Health Services website at:
http://www.nj.gov/humanservices/dmahs/info/NJ_Medicaid_ACO_Demonstration_Project_Qua
lity_Metrics_4-18-16.pdf
In addition, THT ACO has preliminarily identified the following voluntary measures:



Prevention/Effectiveness of Care (select 1)
o Well Child visits first 15 months
Chronic Conditions (select 5)
o Cardiovascular Disease
 Controlling High Blood Pressure
o Diabetes
 HbA1c testing
 HbA1c Control <8
o Respiratory
 Use of Appropriate Medications for People with Asthma
o Resource/Utilization
 Adult Asthma Admission Rate

The THT ACO Executive Director and Medical Director will work with Rutgers Center for State
Health Policy on the evaluation of these measurements including the benchmarks and reporting
methodology.
C. Collaboration:
Community partnerships are central to the structure of THT and the THT-ACO and are essential
to how we do our work. Through all of our efforts and initiatives – care coordination, community
partnerships, and data management – we are connecting people to the care they need. Working
within a range of community partnerships, we serve as convener, catalyst, and collaborator to
improve both the system of healthcare services and outcomes for those who are served. We are
working to bring programs to the community as well as making sure that people know about and
are able to access services through our healthcare system and provider agencies. We link public
and private healthcare providers in an ongoing effort to improve the health of our community.
We are using data to identify needs – for individuals and for community-wide initiatives. Our
emphasis is on prevention and primary care, both of which can lead to better outcomes and
lower costs.
Building on the core collaboration of Trenton’s two hospitals, its only Federally Qualified Health
Center, and the City Department of Health, we have reached beyond the healthcare system to
engage with behavioral, social service, educational, and faith-based organizations to build
knowledge and opportunities for all in our geography to lead healthier, more productive lives.
Central to this outreach is the THT Community Advisory Board (CAB), which also plays a vital role
in the THT-ACO. The CAB, which has grown from an original group of 29 agencies to well over 50,
representing behavioral, social service, educational, and faith-based organizations, spearheaded
a unified community health needs assessment (CHNA) process and the development of a
Community Health Improvement Plan, the priorities of which align directly with areas of
emphasis for the THT-ACO. The priorities identified in the CHNA were: Health Literacy, Safety &
Crime, Obesity & Healthy Lifestyles, Substance Abuse & Behavioral Health, and Chronic Disease.
Through grants to THT, programs are specifically targeting issues related to these priorities,

including health literacy; obesity prevention and chronic disease self-management; cultural
competency; adverse childhood experiences and the impact of trauma; plus availability of basic
health screenings, followed by referrals and navigation support. A new grant from Trinity Health,
one of the largest multi-institutional Catholic health care delivery systems (which includes our
partner St. Francis Medical Center), will support additional population health efforts focused on
policy, systems, and environmental factors that affect the health and well-being of our
community. Called the Transforming Communities Initiative, the grant will facilitate evidencebased strategies aimed at reducing rates of smoking and youth obesity, improvin g access to
nutrition and physical activity opportunities, reducing health disparities, and enhancing
community wellness and resiliency.
Grants from the New Jersey Department of Health support classes on nutrition and active living,
offered at faith-based institutions, and classes on chronic disease and diabetes self-management
provided in low-income housing and homeless centers. In both programs, peer leaders are
trained to continue instruction beyond the grant, building knowledge and capacity across the
community. Through a contribution from Janssen Pharmaceuticals, free health screenings are
offered by THT-ACO partners each week from June – October at the Greenwood Ave. Farmers
Market and at health fairs throughout the community. A partnership has also been established
with the Trenton Public Schools, through a grant from Novo Nordisk, to bring in-school and
afterschool programming to second and third grade students and their families, working to build
better lifestyle habits pertaining to food and physical activity, aiming to promote the
maintenance of a healthy weight and delay/avoid the onset of type 2 diabetes.
Through a grant from the Robert Wood Johnson Foundation, THT worked with the National
Council for Behavioral Health to establish a Learning Community of 18 partner agencies from the
greater Trenton area that convened to build awareness and adopt policies and procedures
pertaining to trauma-informed care within each of their organizations. Through the Learning
Community, a need was identified for Mental Health First Aid training, which is also being
offered in two-day sessions to staff at a range of organizations across the city. Training on
trauma-informed care will also be offered to Trenton Public Schools staff in August as part of
back-to-school professional development.
D. Care Coordination:
The Community-wide Clinical Care Coordination Team (C4T) and THT’s Care Management Team
(CMT) are working to ensure that high-need individuals with complex comorbidities are
connected to the services they need, reducing their unavoidable use of emergency rooms. By
linking people to primary care and making sure that follow-up measures are taken, the CMT also
aim to reduce the need for inpatient stays and avoidable hospital readmissions – both of which
bring down healthcare costs. Most importantly, patients gain the ability to better manage their
own health and have a better experience within the healthcare system.
The C4T, led by THT-ACO Medical Director, Dr. Robert Remstein, provides the structure under
which THT-ACO brings together provider groups to focus on specific areas of poor quality and/or
high cost and develops collaborative solutions to those issues. The C4T is composed of
physicians, case managers, nurses, and social workers from the THT partners, as well as
representatives of community behavioral health and social service agencies. C4T takes a holistic
approach in looking at recurring users of emergency rooms and, with providers on the same
page, patients benefit. Team members focus on patients who are frequently readmitted for
congestive heart failure, mental health disorders, and diabetes. They know that empathy, time,
and compassion sometimes are needed as much as X-rays and prescriptions are. By making

frequent outreach visits to these vulnerable residents, the team can assess and then help with
residents’ social issues in addition to keeping tabs on chronic illnesses. They are better able to
see what is needed to keep these patients well. Helping a person navigate through the system,
visiting their home, and making sure appointments are made is how we are connecting people to
the care they need.
The THT-ACO will continue to utilize the C4T structure, linking it with the Quality Committee to
focus on cross-cutting issues that present some of the greatest challenges to our healthcare
system that impact the Medicaid ACO, as described in a recent report from the Rutgers Center
for State Health Policy. 1 The C4T will connect the work of the Quality Committee to individual
providers and provider groups and will be responsible for driving changes in clinical protocols
and practices to meet the objectives set by the Quality Committee.
The CMT includes a nurse case manager, a social worker, and two community health workers.
CMT clients are identified through partner referrals and through a data dashboard within the
Trenton HIE. The CMT connects with prospective clients where they are, meeting them in the
hospital, emergency room, nursing home, or within the community.
Most high utilizers have one or more chronic conditions, and require care that an emergency
room is not designed to provide. Chronic conditions require consistent monitoring and an
ongoing relationship with the patient to manage the illness and reduce the likelihood of
complications. When patients visit multiple emergency rooms and receive treatment from
different clinicians, they receive fragmented and sometimes repetitive or contradictory
treatment that is aimed at temporarily solving the problem rather than managing co nditions
over the long term. Chronic conditions also have strong ties to the patient’s lifestyle. Trenton’s
highest utilizers of the emergency room often need help managing the areas of their lives that
impact their chronic conditions. If a patient does not have enough food to eat, for example, he or
she cannot use diet to manage their heart disease or diabetes. If a patient cannot afford
medications, the disease goes unmanaged. If they are having trouble with housing, they cannot
establish healthy routines. Transportation to the pharmacy and medical appointments is another
challenge for many high utilizers. Unmanaged chronic conditions lead to true medical
emergencies, a costly alternative compared to prevention and ongoing management.
The CMT’s program for high utilizers provides information and support in linking clients to social
and psychological services as well as primary healthcare, helping its patients access the full
range of services they need as part of their healthcare. This includes customized care for the
elderly, those with disabilities, and those with behavioral health issues. Using Motivational
Interviewing and other strategies to build trust, the CMT begins with the client’s own goals and,
over time, moves to a greater sense of engagement and empowerment around improved health
and quality of life, with the ultimate goal of self-management by the clients being served. If
necessary, a CMT member will accompany a patient to appointments, take them to the
pharmacy to get medications, and help to facilitate access and improvements related to food,
clothing, shelter and finances. This approach to care management addresses the whole patient
and acknowledges the reach of chronic conditions beyond the exam room. CMT members use the
HIE to record actions and activities, and daily reports from the system allow close monitoring
and follow-up on a case-by-case basis.
E. Medication Utilization:

1

http://www.cshp.rutgers.edu/Downloads/10890.pdf

THT-ACO understands the critical role that effective utilization of appropriate medications has on
overall health improvement and effectiveness of care. The Trenton HIE aggregates multiple
sources of prescription information including medication lists from primary care, emergency
department visits, inpatient admissions, specialist consultations, inpatient discharge instructions,
and follow-up care. Trenton HIE also receives and processes lists of all prescription claims
received by Medicaid to provide data about prescriptions actually filled. These data sources
assist clinical users in obtaining a complete picture of medications prescribed to the patient to
allow for more effective medication reconciliation. With targeted populations, THT-ACO will also
implement comprehensive medication management services that have shown eff ective results
such as the model recommended by the Patient Centered Primary Care Collaborative which
included the following steps: 1) Assessment of the patient’s medication-related needs 2)
Identification of the patient’s medication-related problems 3) Develop a Care Plan with
individualized therapy goals and personalized interventions 4) Follow-up evaluation to determine
actual patient outcomes.
F. Risk:
THT-ACO will follow the risk model described in the “Recommended Approach for Calculating
Savings in the NJ Medicaid ACO Demonstration Project” as published by Derek DeLia, Ph.D. and
Joel C. Cantor, Sc.D. from the Center for State Health Policy and based on the Chronic Disability
and Illness Payment System (CDPS) economic risk framework from the Agency of Healthcare
Research and Quality.
G. Public Comment:
This plan will be distributed for public comment via posting on the Trenton Health Team public
website at www.trentonhealthteam.org and via the THT Community Advisory Board email
distribution list, which currently contains more than 100 recipients representing individuals and
organizations throughout the Trenton community.
The gainsharing plan will continue to be formally presented and discussed at public community
meetings, including the June 20, 2016 meeting of the THT Community Advisory Board, held at
Thomas Edison State University, Trenton, NJ.

Section 3: Quality
A. Quality assessment:
As specified in Section 2B of this plan, THT ACO will continue to implement a quality
measurement program including the mandatory measures outlined in the NJ Medicaid ACO
Demonstration Project Quality Metrics document as approved and posted by the Division of
Medical Assistance and Health Services website and will continue work with Rutgers Center for
State Health Policy on the evaluation of these measurements including the benchmarks and
reporting methodology.

Section 4: Patient Experience
A. Patient Experience:

THT-ACO intends to leverage the Patient Experience assessment designed by the Camden
Coalition of Healthcare Providers. The Camden ACO has developed three mechanisms to capture
information about the patient experience, and to act upon findings to improve quality of care:
1) An annual patient satisfaction survey
2) An online citywide feedback system in English and Spanish
3) A citywide phone line that feeds to a voicemail box checked daily
As this is a Year 2 reporting requirement, THT ACO will work with Camden and the Healthy
Greater Newark ACO to create a system to track patient experience during the second year of
the demonstration project.
B. Patient complaints:
THT-ACO has developed multiple mechanisms to capture patient complaints:
1. Via phone at 609-256-4555, where patients can leave a voice message in a system that is
checked daily
2. Via email to feedback@trentonhealthteam.org
3. Via automated form on the THT website at http://www.trentonhealthteam.org/whatwe-do/nj-medicaid-aco-demonstration-project/
All complaints will be reviewed by the ACO Executive Director and forwarded to the Quality
Committee for review and appropriate action.

Section 5: Savings
A. Benchmark Period: (Define the benchmark period to be used)
THT ACO will work with the Center for State Health Policy to define the Benchmark period.
Based on our initial assessment we expect the Benchmark period to include two years of claims
data from 2014 and 2013.
B. Savings: How will you measure savings?
THT-ACO will follow the savings model recommended in the “Recommended Approach for
Calculating Savings in the NJ Medicaid ACO Demonstration Project” as published by Derek DeLia,
Ph.D. and Joel C. Cantor, Sc.D. from the Center for State Health Policy and ba sed on the Chronic
Disability and Illness Payment System (CDPS) economic risk framework from the Agency of
Healthcare Research and Quality. Total costs for a base year are compared against expected
costs based on past experience. If there is a reduction, the ACO receives a portion of the savings
for reallocation and reinvestment in the health of the community.
C. Savings:
THT-ACO will reinvest its portion of shared savings in supporting the infrastructure of the ACO
and in other activities that further the objectives of the ACO Demonstration Project, including
payments for improved quality and patient outcomes, interdisciplinary collaboration for complex
patients, expanded access for high-risk patients, health education and literacy, community
prevention activities, and expansion of medical and behavioral healthcare workforces and
services.

D. Distribution:
THT-ACO will structure a distribution methodology defining the percentage of savings to be
reinvested in the ACO infrastructure, to be invested in community-based programs and activities,
and to be shared with THT-ACO providers that are eligible to receive of the net shared savings.
The following providers participate in the ACO and may be eligible to receive payments:
Allegiance Health Group
Capital Health
Catholic Charities
Family Guidance Center
Henry J. Austin Health Center
Lotus Medical Care
Millhill Child & Family Development Corporation
Oaks Integrated Care
Reliance Medical Group
Rescue Mission of Trenton
Robert Wood Johnson University Hospital - Hamilton
St. Francis Medical Center
Visiting Nurses Association
E. Impact:
Some Medicaid ACO activities are expected to reduce avoidable hospital inpatient admissions,
which could reduce hospital revenues. The anticipated savings are expected to offset any
reduced hospital revenue.

Section 6: Annual Reporting
A. Annual reporting:
THT ACO will submit an annual report outlining successes and lessons learned as well as any
projected savings with a detailed distribution of savings to the ACO partners as well as any MCO
partners. A list of expenditures made during the year will be included and any plans for
additional organizational investment. As quality measures are gathered overtime, performance
measures and trends will be included at the practice level and for the ACO as a whole. In year
two, patient experience information will be included.

Section 7: Attachments
A. Letters of Support

