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About HealthBegins

Food Insecurity Screening
We improve care and - T o=
the social determinants | .. > o
of health by making . o
clinical & community o __ /  §
partnerships more - [
effective and efficient - g =

Our clients and partners include the American Hospital Association, Medicaid health plans, large hospitals
and healthcare delivery systems, community health centers and self-insured employers. In 2017, HealthBegins

was selected to provide technical assistance to CMS Accountable Health Communities model grantees.

© 2017 HealthBegins. Proprietary/Confidential



Why address

social It's the right thing to do.
determinants

of health?

Social, civic and cultural institutions
have intrinsic value.
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Privilege

Don't have it

Have it, but unaware of it
Have it and addicted to it

Have it and paralyzed by it

Have it and always applying it for good







Increasingly, it's what the most effective
health systems will (need to) be doing

Why address
social » Value-based payments
: * CMS Accountable Health Communities Model
determ INants * Medicare Advantage
of health?  Medicaid

« State 1115 Medicaid waivers and Delivery System Reform
Incentive Payment (DSRIP)

* Regulatory standards
* NCQA PCMH standards

* NCQA Health Plan Accreditation (HPA) standards for
Population Health Management
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Outcomes

 Effective interventions
» Less preventable illness
» Decreased disparities

Costs

* Lower per-capita
costs

» Appropriate

spending &

utilization

Patient

Experience
» Satisfaction
OVE1 1Y
e Trust

Provider Experience
* Professionalism

« Joy at Work

* Recruitment & Retention

Equity
e Societal opportunity

» Decision making
e Structural Fairness

‘ HAamith
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Healthcare professionals are frustrated by inability
to address social determinants of health

"l am sitting here writing a prescription [for] this person who has
limited ability to afford the medication or have insight on the
situation, who can’t go outside because the neighborhood is
unsate...and | am totally unable to do my job.”

-Internist

“We have a client who was hospitalized three times in /72
hours because they didn’t take the time to really look at
what the problem was. They sent her home at midnight. The
next morning before seven, an ambulance come to get her
again.” -Social Worker
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Worse OQutcomes

* |neffective interventions
* More preventable illness
» Continued disparities

Poor Patient No social Risi
- Ising Costs
Experience -determlnants * Rising p%r—capita
o Lower Satisfaction AHLEC i

costs for high need
» Wasteful spending
& utilization

« Low Quality
e Low Trust

Poor Provider Experience
 Eroding Professionalism
 Frustration at Work
» Costly Recruitment &

Retention

Less Equity
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Meet Mrs. M

She’s a 46 year old mother of two
who also cares for her frail elderly
mother. She works two jobs to make
ends meet.

Her Type |l diabetes is poorly
controlled (last HbAlc = 8.1). At the
end of last month, she nearly fainted
at work and was admitted at a local
hospital.

The cause of her admission was e
hypoglycemia (low blood sugar) &8
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What led to
Mrs. M’s hospitalization? . ,
Living and working

Food - conditions
Insecurity bty

Education

Lower-income diabetic adults in
California have a 27% higher rate of : |
hospital admissions at the end of : , SeX services

the month due to food insecurity,
compared with higher-income diabetics.

Seligman HK, et al. Health Affairs. 2014;33(1):116-23

Housing
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Building capacity and capability
to go upstream
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Within and across communities, stakeholders differ in their values,

priorities, and approaches to improving clinical and social
determinants of health.

Financial pressures are driving experimentation with clinical and
community partnerships to improve population health at lower costs.

Communities — including clinical and CBOs — lack strategic and

operational roadmaps and toolsto pursue shared population health
priorities.
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A step-wise approach to building capacity and
capability to go upstream

|[dentity:

1. Social determinant priorities

. Priority populations

. Priority social determinants of health
. Existing resources and interventions
Carly wins

. Roadmap for change management

ow_umuuuw




Stakeholders often have different priorities
and definitions of “social determinants of
health”

- Soclal determinants of healthcare
- Soclal determinants ot healtr

- Soclal determinants of health equity




Primary
Prevention

Secondary
Prevention

Tertiary
Prevention

Primary prevention is concerned with preventing the
onset of disease; it aims to reduce the incidence of
disease.

Secondary prevention is concerned with detecting a
disease in its earliest stages, before symptoms appear,
and intervening to slow or stop its progression: "catch
it early."

Tertiary prevention refers to interventions designed to
arrest the progress of an established disease and to
control its negative consequences.

Source: University of Ottawa. https://www.med.uottawa.ca/sim/data/Prevention_e.htm
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Stakeholder Idnterve(rjwtions Idnterve(rjwtions ljﬂtggggti@ﬂs
t A - Irecte Irecte |
priorities differ e e crecte toward entir
by level Of individual organizations ~ communities
Intervention beneficiaries and their or broad
(e.g. patients, stakeholders populations
clients) (e.g. (e.g.zip
employees, codes, cities,
vendors, states)
partners,
Investors)
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1. Map existing
clinical and
community needs
and resources

2. Then identify
Interventions to
improve care and
health-related social
needs for priority
populations.

(example: diabetes
and food insecurity)

severe diabetics using
food and income
support

lenders, to reduce debt
burden for utilizer
diabetics

Patient Organization General Population
Level of Level of Level of
Intervention Intervention Intervention
Primary Financial literacy, Provide on-site Advocate for local
Prevention support, & nutrition Farmers’ Market, gym, | increase in minimum
programs for low- walking trails, or wage and supports for
income families with financial counseling for | low-income families,
strong family history families at risk for DM | particularly those at
of DM risk of DM
Secondary Poverty screening & Subsidize vouchers to Change timing and
Prevention financial assistance for | local Farmer’s Market | content WIC & school
DM patients at-risk of | or hire a financial food programs to avoid
end-of-month counselor for at-risk food insecurity among
hypoglycemia employees DM
Tertiary Reduce hospital use Coordinate with local Support legislation/
Prevention among high-utilizer banks, collectors, regulations to provide

financial and
“hotspotter” services
to severe diabetics

Upstream Strategy 3x3 Matrix™. Manchanda R. HealthBegins. Adapted from Chokshi and Farley (2012); Gottlieb et al. (2013); Cohen
and Swift (1999); and Leavell and Clark (1965). Abbreviations: DM, diabetes mellitus.
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Identify

. Primary Advocate for local
Ea rly WInS Prevention increase in supports
o for low-income
3. Choose clinical- families, particularly
Community those at risk of DM
Pa rtnerships to Secondary Subsidize vouchers to
imp|ement ear|y win Prevention local Farmer’s Market
interventions or hire a financial
counselor for low-
income DM patients Partner
AT Tertiary Reduce hospital use
(example' diabetes Prevention among high-utilizer

and food Insecurity) severe diabetics using

food and income
support

Clinical

role

Upstream Strategy Matrix™. Manchanda R. HealthBegins.“Adapted from Chokshi and Farley (2012); Gottlieb et al. (2013); Cohen and
Swift (1999); and Leavell and Clark (1965). Abbreviations: DM, diabetes mellitus.
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HIEs and CIEs
can accelerate |Prevention
the
identification

Secondary
and Prevention
implementation
of early win
Interventions Tertiary

Prevention

Primary

Upstream Strategy Matrix™. R. Manchanda. HealthBegins. Adapted from Chokshi and Farley (2012); Gottlieb et al. (2013); Cohen and
Swift (1999); and Leavell and Clark (1965). Abbreviations: DM, diabetes mellitus.
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A path to achieving
early wins in clinical-
community
partnerships

3. Go Upstream with Q|

Using the Upstream Quality Improvement toolkit, launch
rigorous, targeted campaigns to redesign systems and
workflows to dramatically improve health and social
outcome measures.

2. Get Set

Based on level of readiness, our experts & coaches help
identify or optimize on a priority population, an
upstream problem, relevant partners and data to move
upstream.

1. Get Ready

Once early wins are identified, assess the
organizational capability of current or potential healt

care partners to help address target social
determinants of health.
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Get Ready:

Assess organizational
capability of partners
to address SDOH

« Complete assessment

e Review results by site,
department, role

 Address gaps to strengthen
overall capability to address
specific health-related social
needs

Upstream Readiness Assessment

s | I pstream Readiness Assessment - Self

External environment
100

30 Perceived value of moving

B0

Financial readiness

Infrastructure &
development

Quality improvement

Workflow integration

Project management

s | pstream Readiness Aszessment - External —

upstream

Executive sponsorship

Staff & team roles

Scope of work
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Get Set

Based on level of capability of partners, identity opportunities
to:

* Develop specific, targeted Upstream QI campaigns

e |[dentify actionable measures and data to track progress

*Refine and implement integrated clinical-community
workflows

» Engage and support champions (“upstreamists”) inside
healthcare and social service partner institutions
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Example: A FoodRx program to reduce hospital admissions
for diabetic patients with food insecurity

Improve screening of food insecurity
among diabetics by 30% within 6 months

Improve provider confidence to address
food insecurity by 30%
within 6 months

Reduce hospital admissions
among food-insecure
patients by 30% within

18 months
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Case study:
An Upstream
Ql Campaign
to Improve
food
Insecurity
screening
and referral
rates
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© 2017 HealthBegins. Proprietary/Confidential



. - -..'. ¥
- | .h.1 !

. 1 L - L iz

5 . n |I 5 % "I_ ; g "

. III| % . i o
EraL. v : . Al
2 & ..‘

L1 iy - 'H-_E:'

I._..'. r ‘

e
e AT, g - | &
Invest in leadership and mfrastru&ure P N

“'Ensure contractua 'z'reqmred transfers of resources,
*-pe‘rformahce ma#agement +/‘—~tp,c_hﬂolggy capabllltles

il LEgr
Fi q hq;l 3
% "
...-% g i, "-."_- u'.. f . FH-'

"--l._

“Prevention rlders” Allgn payments W|th dl-gpapj;r
targets and. communlty needs LA

- "

-

- :
B HealthBegins

© 2017 HealthBegins. Proprietary/Confidential



Detailing

A proven method to disseminate evidence-based interventions
and change knowledge and behaviors of frontline professionals

and caregivers.

- First developed by the pharmaceutical industry.

- The approach uses brief, semi-structured, and repeated
face-to-face visits that tailor and deliver key messages to

fit the learners’ needs.
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Example: NYC Dept of Health Used Detailing
to Lower High-Dose Opioid Prescribing

Prescriptions Filled/10000 Residents

1000 -
900 -
800 -
700 A
600 -
500 A
400 4
300 A
200 A
100

o
1

B Precampaign period Mar-May 2013

O Postcampaign period 1 Sep-Nov 2013
@ Postcampaign period 2 Dec 2013-Feb 2014

813

785

550
499

487
l 110 104 102

Staten Island I Other NYC Staten Island Other NYC
Opioid Analgesic Prescriptions High-dose Opioid Analgesic Prescriptions

Target community 2
12.4% decrease.

Control community 2>

7.3% decrease.

Significantly different,
using difference-in-
difference analysis
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We adapted
detailing to tap
into the power of
community
organizations to
optimize health.

We call it

Community
Health
Detailing™

1900’'s —
Present

1980's —
Present

2003 -
Present

2012 —
Present

* Pharmaceutical Detailing
* Goal: Change prescriber behavior to increase sales of drugs.

« Sales reps were known as "detailmen" because of role promoting "details" about
particular drugs in one-on-one meetings with doctors.

« Academic Detailing - Pioneered by Dr. Jeffrey Avorn, Harvard
* Goal: Change prescribing behavior to be consistent with medical evidence, promote

safety and choice of cost-effective medications.

« Public Health Detailing — Adapted by Dr. Tom Frieden, NYC Dept of Health
* Goal: Promote essential preventive and disease management practices in high mortality

areas in New York City.

« Community Health Detailing - Adapted by HealthBegins
« Goal: Engage community-based organizations to promote preventive & disease

management practices that impact clinical outcomes for patients with health-
related social needs (social determinants of health).
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Community Health Detailingm™
Original demo: High school students in LA

Over 100 high students from south LA learned / \
Results

 Clinicians reported nearly
3x increase in confidence
to address patients’

—  housing and other social

needs

« Students reported 3x
increase in knowledge and
confidence to address
health-related social needs
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Case study:
Community
Health
Detailing™
fueled this
Upstream Ql
Campaign at
a large
community
clinic
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Outcomes

 Effective interventions
» Less preventable illness
» Decreased disparities

Costs

* Lower per-capita

Move

Patient
upstream

Experience costs
e Satisfaction 10 the — « Appropriate
e Quality N a spending &

e Trust utilization

Provider Experience
* Professionalism

« Joy at Work

* Recruitment & Retention

Equity
e Societal opportunity

» Decision making
e Structural Fairness

‘ HAamith
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Thank you!
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