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CIE Advisory Board Meeting 

AGENDA  

July 19, 2022 • 8:30 AM – 9:30 AM

Time Agenda Item Presenter

8:30 – 8:35 am Welcome & Agenda Overview Mathew Packard

Chair 2-1-1 Advisory Board

8:35-8:40 CIE Highlights Camey Christenson

Karis Grounds

8:40-9:25 am • Overview/History of Referrals

• Exercise: Input on 

Strategic/Operational Information

Mathew Packard

Karis Grounds 

Alana Kalinowski

9:25-9:30 am Action Items & Meeting Adjournment Mathew Packard

Chair 2-1-1 Advisory Board

Pre/Post Read Appendix: 

• CIE Utilization Highlights

• CalAIM Workgroup



CIE Highlights

• Center for Healthcare Strategies (CHCS) Partnerships for 

Action: California Health Care & Homelessness Learning 

Collaborative

• AHRQ: Final evaluation phase of AHRQ research project, initial 

concept accepted for 3 conferences in 2023 in collaboration 

with UCSF (NAPCRG, AMIA, Academy Health)



Referrals



How Referrals Work? Direct and 

Informational Referrals

An electronic warm-handoff between service 

providers using the Community Information 
Exchange.

A referral given to a client in which he/she is 

responsible to follow-up with on their own.

• Closed loop referral
• Access to 2-1-1 San Diego directory of services

• Detailed information about the client

• Ability to provide updates to status and 
outcomes of referrals (closed loop referral

• Ability to track where you are referring your 
clients

• Track where your client has been referred to over 
time.

• Better connection and coordination of programs 
and services

• Benefit from Opportunities that are offered by 
CIE(example Lyft Rides, and Food deliveries)

• Access to 2-1-1 San Diego directory of services

• Track where your client has been referred to over 

time

• Client follows up with the service they were 

referred to.

Informational ReferralDirect Referral



Resource Database and Bi-directional Referrals

Agency makes 
referral to another 

Agency

Agency Referral 
Manager 

receives email 
and responds to 

referral

Accepts or 
Declines Referral

Outcome of 
Referral 

(Program 
Enrollment/Care 

Team)

Hub for social and health 

sites and providers

• Shared taxonomy language for 

referrals

• Dedicated resource staff

• Regular updates made to resources

• Standards to listings and 

requirements

• Inclusion/Exclusion Criteria

• Linked to health conditions

• Tracks resource availability and 

unmet needs



Bi-directional Closed Loop Referrals

Client Details Data Sharing

Referral to

service 

provider

Service 
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Accepts or 
Declines 
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Follow-Up

Outcomes
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Referral Process: Sending

25% of agencies have sent referrals (most are below 10)

Top Agencies sending referrals:
• 211 San Diego

• YMCA

• San Ysidro Health

• County of San Diego

• Kaiser Permanente 

• Sharp Healthcare



Referral Process: Accepting

# of services accepting referrals: 438

• Significant # of services available from FQHCs

Top Referral Partners:

• Legal Aid Society

• San Diego Food Bank

• 211 San Diego



Referral Feedback

Pro Cons

Does not require them to reach out, 

agencies proactively reach out

Unable to reach a common outcome 

(lost phones, different phone 

numbers)

Don’t have to share full story again Call back 211 or service provider 

because no contact by agency

Pro Cons

Streamline intake processes Workflow Adoption

Less falling through the cracks Multiple systems for tracking, 

receiving referrals

Quality Control- line of sight into 

appropriate and inappropriate 

referrals

Inappropriate referrals result in 

extra administrative time

CIE Participants

CIE Partners



REFERRAL INPUT



• Where is there value for CBOs to accept referrals?

• Where is there value for agencies to send referrals?

• How do we embed into program design, intake processes 
and workflows?

• How do we support expectations of providers sending 
referrals?

• How can we support shift in care towards proactive 
(facilitated) vs. client-initiated intakes?

• How can we leverage this opportunity (funding) to create 
system level change?

Opportunities

Current CIE Profile Needs



OTHER UPDATES &

NEXT MEETING

August 16, 8:30-9:30 AM



Appendix



CIE Trends

and Utilization



CIE Dashboard

Successes:

• Increase utilization with highest logins 

in history

• Exceeded records with shared data

Challenges:

• Lower utilization metrics than 

anticipated (reduction of use with 

COVID-19 stabilization.

• Additional funding needed for 

partners to directly integrate.



CIE CalAIM

Workgroup



Challenges, Opportunities and Potential Outcomes

CalAIM Challenge CIE Opportunity Potential 
Outcomes/Results

Identification of new members eligible 
for ECM services

(Outreach) Search CIE profile for historical information (ex. 

HMIS) to identify new eligibility for current 
patients/members

Example: Increase in enrollment 
for ECM/CS services

Impact of ECM/CS services (social 

interventions) on health condition 
outcomes for members

(Case Management/Reporting) Use CIE for assessments, 

social needs screening or referrals to measure health and 
social outcomes (can request exports of members data)

Example: Decrease vulnerability 
for one social need

Engagement with potential members 
via information within CIE

(Outreach) Look in CIE to view past referrals, program 

enrollments and care teams to see how services might be 
helpful to members situation

Example: Reduce volume of 

those not interested in ECM 
services

Evidence for homeless documentation 
for eligibility for ECM/CS services

(Enrollment) Using information within CIE HMIS/homeless 

data to share housing status with health plan in request for 
ECM/CS services

Example: Increase efficiency in 
identifying housing status

Documentation of enrollment in 

services with other providers—
Coordination

(Case Management) Coordinating services by 

using referrals, program enrollments and care team to 

better coordinate across other service providers and 
receive proactive alerts

Example: Reduce time (efficiency 

and effectiveness) for ECM 
services

Documentation/Administration of 
information for various MCPs

(Case Management) Request export of CIE data for 

individual members to leverage data collected or shared in 
CIE for health plan reporting

Example: Reduce time 

(efficiency and effectiveness) for 
ECM services



Provider Workgroup Update

Monthly Meeting: June 22nd (3-4 

PM)
Next Meeting: June 27th (3-4 PM)

Current Challenges from Providers:

• Outreach strategies/enrollment rate

• Volume of lists from health plans

• Harder to reach or not interested?

• Impact on staffing – keeping full caseloads

• Reassessment/reauthorization processes

• Transition to in-person outreach/encounters

• Other successes or challenges to share?

Insights:

• Significant drop in enrollment—down to 2-5% compared to 13-15%

• What is different about this population?

• Qualifications more complex

Requested Providers to provide data on health plan lists:

• Ineligible

• Were not able to get a hold of member

• Did not want to enroll



How can we support outreach efforts for CalAIM?

• Some example opportunities:

• Standard referral form within CIE to send CalAIM potentially eligible members to health plans 

or to CalAIM providers

• Request health plans for potentially eligible lists (not only enrolled members)

• Request health plans to use CIE social need data to help identify potentially eligible 

members



New Opportunities

• Initiating Data Sharing Conversations with all Health Plans
• Active

• United Healthcare
• Health Net

• In Conversation
• Molina
• Blue Shield of California

• Process for Health Plan Bidirectional Data-Sharing
• Member Match those with Health Plan and Active Consent in CIE

• For Health Plans: Send all social need data (ex. HMIS) and closed-loop referral
information

• For CIE: All Health Plan Members in CIE & ECM enrollment & CalAIM Provider


