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We're Recording! Engage with Us! Give Us Feedback!

» All parficipant lines are muted * We invite you fo submit * Llove what you're hearing?
and videos are disabled upon contentrelated questions in Like our session!
enfry. the Q&A section on your e Click the '‘Rate Session’

* Please keep your audio and screen or offer ideas, button and complete mini
video off unless otherwise comments, and suggestions evaluation
requested by presenters. in the Chat section.
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\C‘ Health

WHO WE ARE OUR MISSION

Health Leads is an We partner with communities and health systems to address systemic
Innovation hub that causes of inequity and disease. We do this by removing barriers that keep
unearths and people from identifying, accessing and choosing the resources everyone

addresses the deep needs to be healthy.
societal roots of
racial inequity that
Impact health.

OUR VISION
Health, well-being and dignity for every person, in every community.
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Phase VIlI:
Community
Care Planning

Phase VI:
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Record
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Common Challenges Every Step of the Way

Establishing and/or

Navigating Redesigning Practices and
Power Dynamics Processes for Optimal
Engagement

Establishing A Compelling Establishing a Shared
Value Proposition Language




a Information
237

Community
Information
Exchange



- 3' Information
2-1-1 San Diego / Imperial Community Information Exchange
* Free, 24/7 service, 3-digit dialing e Systems change that fosters true
code collaboration across networks
e Access to community, health, social ¢ Moving towards person-centered
and disaster services interventions and interactions
e Tailored programs take the client across healthcare and human
beyond just a referral—movement SErvICes
towards Navigation e Goal is to improve health and
wellness for individuals and
populations

o
2’4“ | REAL PEOPLE. REAL CONNECTIONS. REAL HELP.



Community Information Exchange Z!i
Core Components
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Network Partners Shared Language (SDoH) Bidirectional Closed Loop Referrals
Collective approach with standard Participation Setting a Framework of shared measures Updated resource database of community,
Agreement, Business Associates Agreement and and outcomes through 14 Social health, and social service providers. Ability
participant consent with shared partner Determinants of Health Assessments and a to accept/return referrals and to provide
governance, ongoing engagement, and support. Risk Rating Scale: Cirisis, Critical, Vulnerable, outcomes and program enroliment.

Stable, Safe Thriving

J

Technology Platform and Data Integration Community Care Planning
Technology software that integrates with other platforms Longitudinal record with a unified
to populate an individual record and shapes the care community care plan that promotes
plan. Partners access the system. System features include cross-sector collaboration and a
care team communication feeds, status change alerts, holistic approach.

data source auto-history and predictive analytics.



Person-Centered Care

Housing

Employment / 2 Primary Care
) (e

Personal Care * Health Management

Education [..J . 6 Nutrition
Transportation Q

Utilities & Technology !

Financial Wellness

...,

,ﬁ.'{ Activities of Daily Living

e00
19
Disaster and Safety 6P Social Connection

Legal

' Community
Information
REAL PEOPLE. REAL CONNECTIONS. REAL HELP. Exchcmge
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Community-Driven Approach to Care

e Community Stewardship
e Led by shared governance structure (Leadership at all levels)
e Informed by community needs
e Community Ownership
e |Input from the community and orgs representing community
* Opt-in
e Community Access and Input (Advisory Board)
Tailored by Community
e Based on community needs and customized by users
e Ongoing development, led by users
Integrated
e One size does not fit all
e Goalis not to use one system, but integrated from multiple systems and
data structures

Power Dynamics

__Z-zi | REAL PEOPLE. REAL CONNECTIONS. REAL HELP. 11



Comprehensive Social Assessment Continuum

H 0 USI NG STABI LITY Long-term safe and adequate housing that meets all needs with access to multiple

resources and ability to access supports for long-term housing sustainability

CRISIS CRITICAL VULNERABLE SAFE THRIVING

Legend

IMMEDIACY

Crisis: Intense difficulty,
trouble or danger

Critical: Severe concern

Vulnerable: At-risk

KNOWLEDGE
UTILIZATION

g. Social Net Stable: Satisfactory state
of being

Safe: Secure and able to
manage to difficulty

. Thriving: Ability to
flourish

BARRIERS
SUPPORTS

SCHOOL OF LEADERSHIP

s Shared Language

AND EDUCATION SCIENCES

IN COLLABORATION WITH: il e ety

275




Importance of a Sto

Every statistic is a story

58 vear obd wiite wonan

wiho lnves alone. Chisnt calls
recenes 3430 month made in
from Gensral Relief. : ﬁ

ry

. X months |
Client has associoles , i
degree and is | b J
unemployed. !

......... : ' 75 Referrals
Zuffars -.'l.'i"'. Klojcathy of refesrdls for
depression ond criminol pucfice,

e —- hcusing. hedlth
cordiovoscular Wery difficult poying for basic monogement,
diseme. reecs. Needs inchedes manoging rrsirition and utilfy.

healih condifion, wober bil
poymend ossizhance [chut off].
cumrent housing being fold ond

Client has hsdi-
Cal Maraged
Care Plan o hegaith inclede kack of
social supports. Medical
condificn was a couse for
clients finoncial hardship.

Meads support groups for
her mental heatth. Barmears

.lzi | REAL PEOPLE. REAL CONNECTIONS. REAL HELP.

resds O new ploce to e, tenond c
rights educofion

Client is consenfed into CIE.
Crata shiaring with FIV indicates
client entered the Temporary
Bridge Sheller 2 monihs ofter
informinig 211 she will lose her
housing she lived in for 30 vears.

Value Proposition

13



Address inequities
(Race, Gender, Cycle
of Poverty)

Improvement in Advance Quality

Health Indicators of Life

Change in

0 Change from _ ) .
: 313 intervention an

g Improved individual’s demali SpeEiile interaction with

S) state of wellness WIS 1O WinlE le helpi

= person care peoplie helping

o people

2

= Record

= Sharing Data Consents Direct Referrals

S Look-ups

)



Value and Return on Investment

CECS

2-1-1 San.l.'.ﬁego- Connecti
the Commun ty, Infi o‘i‘ﬁﬁtmn

L

annecting patients o needed social services

can be challenging for health care providers.

wha are genarally focused on clinical care, Exchangs (CIE) data phathorm
Addaionally, they are often neither aware of the full developed by San Diego 2-1-1 designed 1o alow
range of community services nor have the capacity to
refar and follow up with patients. Recognizing that Ll
social facters significantly mpact health outcomes and and COmMUNEY senaoes.
spending, 2-1-1 San Diego developed the Community Pms-hi—l—l nd 34 social senice
Infarmation Exchange (CIE), a cloud-based platform
that enables panicipating providers to bater
understand a chent's interactons with haalth and
commundy services. The CIE inclides a social rlsk
assassmant tool, provides alerts, and facitates
connections acrass multiple agencies and providers
Tha rich client infermation collectad through the CIE i
also used 1o monitor community trends and addrass
local challanges. 2-1-1 San Disgo is actvely engaging
community partness 1o paricipate in the CIE in the
hapes of improving care coordination and health
autcomes for at-risk patients throughout San Diego.

=]

Program At-A-Glance: Community Informasion

Background

2-1-1 5an Diego, launched in 1097 by the United Way,
is @ free, confidential information and referral helpling

Advancing Community-Based Organization and Health Care Partnerships to
Address Social Determinants of Health

Healin care And community-based organizatns (CHOS) SCrO6E e COUNtTY BN INCRESBING]Y Working J0pemer o
etter Bcivess the ool CAUBES 0f pOO NESIN AMCNG low-INCamE B wINErabk: pPopulations. To A6SEE IhesE SN0
ihere & 3 need o Kentfy e inanclal, operational, and siralegic COREKIEMIONE NEcEERETY 10 Make

PANnErships 3 win-win for 3l parties: consumers eing served, NEalth cane provi

Thrugh suppont from Kalser Permanente Commu Cemer for Healih Care Strategles and Nonproft
Finance Fund oolatiorted fo identify new sirategies for agvancing eflecive healin care-CBO parnerships, bullding
0N WOTK dONE LNDES ME PSR Kir HESN) CUICOMES Project Tunded by the RADEN Wood AoAnsan Foundanon
This cae Sy s part of 3 series NIGhIGHANG JIVETsE PAFNErsinE between CBOS BN healih Gare ORaNLR1ons

Afac poxsiie Swmogh supcor fevm Kaiser Fermanente Communty Heatn

l@%}t‘ﬁels throughi
\EXchange '

Community Information Exchange

Using Data to Coordinate Care for People Experiencing
Homelessness: Addressing COVID-19 and Beyond

April 2020

WHAT IS CIE?

Community Informafion Exchanges |CIEs) ore
care coordinafion tools that bang togather
providers and daota from the health and social

@ m @

Parinersin a CIE can incude hospitols, health centers, ofher pimary care providers, social service.
providers, housing providers, and schools, among other community resourcess

While Health Informafion Exchonges [HIEs] focus
on bringing healfh cor= providers from ocrosz
fhis model buids on the

partners.

Shages of Dala Sharing:
Pefamral: bt no Coordinat=d team Fomnalized cross-
forre = mersimatan with inforrmal bt _ sechor dato
and daba shaing reguiar data shaing integration [CIE]

HOW IS CIE USED?

CIE @ respones to growing oworeness of fhe
Social Determinants of Health [BDOH). After o
health carter provider screens for SDOH relabed
nizeds, the community wide data syshem can be
wsed fo identify and connect individuals fo other
community nesources.a

An infegrated CF allows for coordination with
‘other health core providers, fiee an HIE would, but
also connects o social service providers. This
allows health canter shaff fo identify where an
individual is accesing other services and who
could be consider=d part of the core team.

In e fo 3DOH neads, health care
cose moncgen and other enabing
services sioff then howe access fo informafion on

Diata integrafion tock can be incorporated and
linked to fields in the elecironic hedlth record

(EHR), foliowwing HIPAA considerafions, fo help availoble community resources, what resounces
sl sync health center woddlow as port of someone has occessed, ond can frack
fhe SDOH strategy. on referrals fo improve care plonning
incorporafing 3DOH.!

ﬂlients with Look-ups Have Fewer EMS Trips

zLP.

Post Enrollment (n=233 clients)

25 ¢

Mean number of EMS Trips ﬂﬁ-'!!%t@!ﬂ

pre/post CIE enrollment 212
o {most dramatic for high EMS users)
15

122 mpot Looked-Up

10 4 = Looked-Up

26% reduction
s 50 4.3

1.2
1 0 Statistically

v‘nll Clients

significant
1-5 EMS Tnps 6-24 EMS Trips 17+ EMS Trips

iph

Figure 7. Average Number of EMS Transports Before and After CIE Enrollment (n=464)*

30% Reduction

4

Average Number of EMS Transports

3.0 21
Befare After

*Statistically significant difference (p<.05)
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Fewer EMS transports
.l.

Fewer ER visits

$1.3M in potential
savings

Morith 4 |
Month 5
Morth &

After

Morth 7 |

Month 8 |

Month 8 |
Menth 10

Figure B. Total Number of EMS Transports in the 12 Menths Before and After CIE
Enrollment {n=464)

Month 11

Month 12 |



PCP identifies patients who is pre- PCP identifies patients who has
diabetic diabetes Attachment A
+ With CIE: Clinical Workflow: Diabetes/Pre-
r Diabetes & Heart Disease/Stroke
Pre-Diabetes (patient is L
not independently

Pre-Diabetes
(patient is

Reduces Patient

risk with

independently

engaging in any

PCP

a

engaging in
lifestyle change

lifestyle change
activities)

ctivities

with
diabetes

v

Refer to lifestyle

change programs
and/or other SDoH

services via CIE

Diabetes Clinic

Refers to clinical p

Woest Coast Opto

exam, podiatrist, etc. (internal) and to

(external = no referral outcomes)

roviders: dental, eye

metry of San Diego

h

Patient is seen by
either:

Refers to other com

lifestyle change programs, SDOH
resources, etc.

munity resources, like

Patients who
have a history of

Refer to lifestyle change programs
and/or other 5DoH services via CIE
AND/OR
Use CIE to refer to community
based DPP programs like Skinny
Gene or Multi-Cultural if a better fit
for the patient
4

Primary Care
Physician or Nurse
Practitioner

PCP identifies
patients with/at

or are at risk of
heart disease
and/or stroke

risk of heart
disease and/or
stroke

Patients with high cholesterol,
high blood pressure, or are

Health Education Department

(high BP/overweight/nutrition edu, high cholesteral.)
Types of Services:
Nutrition classes on site
Medication management
Lab results — goal numbers
Routine Care —vaccines
Portion Control
Exercise
Stress
PHQS — Depression screening (point of intake screening)
SDOH: screen for housing, utility, clothing
Refer to Paradise Valley for a Registerad Dietician

~

overweight are referred to the
Health Edu. Dept.

Community

Cardiologist
(External)

Mo referral
cUtcomes to
external providers,
including what a
patient is referred to

Information
Exchange

Engagement




Recommendations

« Understand the worth and value of community partners and the
unique perspectives

o Strategic Partnerships are critical to Community Coordination/ Multi-
Sector Implementation is Important

« Understand your audience and tailor the values to the values of the
organizations

 Take an agile process, things change over time

2’4‘1 | REAL PEOPLE. REAL CONNECTIONS. REAL HELP.



HealthierHere

Community Information Exchange Summit 2020 e August 12, 2020
Presented by Gena Morgan, Chief Operating Officer

Equity | Community | Partnership | Innovation | Results



aENIEGEEE Nonprofit Dedicated to Health Equity

= Cross-sector partnership Convene {}ﬁ Collaborate

Improve Health

= Multi-stakeholder Governing Board Equity & Reduce

Disparities

= Contracted Accountable Community of
Health (ACH) for King County, WA

Innovate

Equity | Community | Partnership | Innovation | Results



HealthierHere HOINISNSEIT=IoRYANTe]a

A Connected, Coordinated

System of Whole-Person Care

Designed by the Community

Equity | Community | Partnership | Innovation | Results



HealthierHere RWAEIRWVEEIGER W lsdal-MIe\EIfe

Meaningful community and consumer involvement and voice

Multi-disciplinary, culturally competent care teams and coordination

Payment models that incorporate and compensate social services

Inter-connected information systems to support collaboration and coordination
between health care and social service providers

Equity | Community | Partnership | Innovation | Results




sCEUMIEIGIEGE Sharing Power & Creating Buy-in

| M N ’
‘}‘\‘ L Consumers J.&
Clinics & FQHCs '
Tribal Organizations

Together tO Behavioral Health Organizations

Bring Everyone

i

_Community-Based Organizations» z

3 Hospitals & Health Systems !
~“ City & County Government
Payers / MCOs ,

Foundations .

e -
i . Y

Equity | Community | Partnership | Innovation | Results

an Equitable,

Evenly Set Table




sCEUMIEIGIEGE Sharing Power & Creating Buy-in

Build a
Shared Vision...

and Stick to It

Equity | Community | Partnership | Innovation | Results



sCEUMIEIGIEGE Sharing Power & Creating Buy-in

Build a
Shared Vision...

and Stick to It

Equity | Community | Partnership | Innovation | Results



alEHGIISg I Building a Resource That Brings Community Together

Connect Existing
Networks and
Expand the Tent

Equity | Community | Partnership | Innovation | Results



HealthierHere [ROEEIIAAYEIVIER{oIAOI I ®elaalaalS1alinY;

Go Beyond Connections...
Build Relationships

to Enable Coordination

Equity | Community | Partnership | Innovation | Results



HealthierHere [ROEEIIAVEIVIER{elgelv g ®e]aalaalVlalinY

Equity ‘W

Engage and Ensure
Community Ownership

and Governance

Equity | Community | Partnership | Innovation | Results



EEUGIEGIEIE Navigating Through the Currents

Always Keep
the People We Serve
at the Center







O 211 pilot launched in Maryland in
2006. In 2010, legislation was
passed enabling 211 to become a PA el alth
permanent system in Maryland. |

211 MD consists of 4 regional call
centers: UWCM-Central Maryland;

CCSi-Southern Maryland; MHAFC- a
Western Maryland, and LCC-Eastern oy
Shore <\L
.
="CCSI .. ?
Community Crisis Services, Inc. _.& {
+ Out of State »
(2018 Maryland Department of S

Health Maryland Crisis Hotline
(MCH) Merge w/211




211Maryland Website Visits in FY’20=157,664
' *Top THREE Needs: MENTAL HEALTH - FOOD - HOUSIN

Gl Comwreriad Dot Hadgs ™

479,365 HIGHLIGHTS
= March through July: VID19-related calls
CALLS 710 211 puring FY'20 co
surpassed 40,000 (top three jurisdictions: Baltimore
10 YEARS OF 211... 3,247,740 caLLs City, Baltimore County and Prince George's County.
. = [Developed text subscription MDReady in
FY'11 — 271,684 partnership with MEMA to inform Marylander’s
v FY'1?2 — m,zﬂ1 about emergency COVID-related testing/services.
Ower 20,000 subscribers joined text platform.
A FY'13 — 274,273 i
= Partnered with the Department of Human
A FY'14 — 292,924 Services to be the access point for
A FY'15 — 321.817 COVID-related food distribution.
3
a P = Partnered with Maryland Office on Aging to
¥ FY'16 278,359 be the access point for the Caregiver Program.
A FY17 — 317,000 = Partnered with CareFirst and DHHS to provide
A FY'18 — 359,000 medical information and COVID testing to
Baltimore City residents.
A FY'19 — 387,037

Thee MMaryiand iInformation Network, 2=-1=-1 Marylaesd, e, | 18300 Washington Bhed, Swuite 240, Baltimore, MDD 29230 | weeeee 21 medlorg Dz



Our Future Work: CIE MODEL

« 2-1-1 Maryland was awarded a grant
through the DASH Mentor Program, within
the All In Network to support communities
In advancing efforts to share and use
multi-sector data to improve community
health.

Data Across
Sectors for Health=

2-1-1 SAN DIEGO



v

Leverage power relationships

v

- (State/Local Conversations)

v

- Internally & Externally

mmy Chin / Barcroft Media



*Our 211MD United Way Call Center is
in the beginning stage of creating an
ecosystem for older adults with
funding from Kaiser Permanente*

This Photo by Unknown Author is licensed under CC BY-NC-ND


https://dhcwargamesblog.wordpress.com/2013/04/16/april-a-month-of-failure-a-month-of-success/
https://creativecommons.org/licenses/by-nc-nd/3.0/

Questions?

Quinton Askew, President/CEO 211 Maryland
quinton@211md.org

443-721-3860
Twitter: @211Maryland



mailto:quinton@211md.org
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2:30pm - 3:30pm

Meet the Experts: Disruptio
Sponsored by Union [
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