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We meet members where they are…
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Domains of the PHM Program
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Meet Sue…

• 52 year old woman who has suffered with mental health 
challenges her entire adult life

• Under the care of Sacramento County Mental Health for >20 
years 

• “the most difficult patient in Sacramento County”

• Multiple physical health problems

• Inpatient > 1000 days
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Anthem Blue Cross Care Management Team Engages with Sue…

Complex Care Management 

Transitional Care Services

Coordination of care for complex BH needs

Integrated BH and PH care collaboration

Complex interdisciplinary discharge planning

Enhanced Care Management (ECM)

PHM
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Meet Beverly…

• 31 year old woman admitted to the ICU after childbirth

• She has a blood clotting disorder and blood clots in her lungs

• Requiring immediate post-discharge specialty follow-up care

• She does not have supplies for her newborn baby 

• She suffers with anxiety disorder and is feeling overwhelmed 
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Anthem Blue Cross Connects with Beverly…

Transitional care services

Chronic disease management

Maternal Child Health

Care coordination with PCP and specialists

Arranged delivery of breast pump and other needed supplies

Transportation Assistance

Connected to BH telehealth services

PHM
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Meet George…
• 53 year old man

• He weighs almost 300 pounds and has end stage renal disease

• Prior to engagement in our PHM programs, he had been 
hospitalized 6 times in a 3 month period mainly because he was 
missing his dialysis appointments

• Our team engaged the member after he was discharged to a 
skilled nursing facility.  They found out why he was missing 
dialysis.

• He is wheelchair bound, requires a bariatric wheelchair and, 
being oxygen dependent, he must travel with 4 oxygen tanks

• His own vehicle is not big enough to accommodate these needs
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Anthem engages George…

Transitional Care Services

SDOH needs addressed

Home and community based services

Coordination of discharge plan with SNF, PCP, dialysis center

Worked with medical transport company

Coordination with long term services and supports (LTSS)

Enhanced Care Management (ECM)

PHM
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PHM PROGRAM HEALTH 
EQUITY
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