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It Takes a Neighborhood
S

3 year pilot project testing out a new role, called the
Health Instigator

Funded by Kaiser, administered by the OPCA at two
Oregon Community Health Centers

Goal of the role: The Health Instigator convenes
community organizations and providers to elevate issues
and barriers impacting the health of a specific
population, and then facilitates collective efforts to
address those issues with the goal of improving health
outcomes and care, and lowering costs




Why a Health Instigator?
o

1 Non-medical factors are impacting the health of our
patients

B ©Behavior, social factors,
environmental exposure
(60%)

1 We work in silos

B Genetic factors (30%)

B Health care (10%)

-1 Lack of human resource dedicated to solving
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“systems” issues




Placement of the Role

Health Instigators

Breaking Barriers and Helping to Health Neighborhood
Integrate Community Systems to
Advance Health

Patient-Centered
Primary Care Home




What Did We Learn?

1 Some success stories
1 Factors to consider

1 What comes next




PRAPARE Project
-

Project Goal: To create, implement /pilot test, and promote a
national standardized patient risk assessment protocol to assess
and address patients’ social determinants of health (SDH).

Position health centers to:

O Document the extent to which each patient—and whole patient
populations) are complex

0 Use that data to;
Improve patient health
Affect change at the community /population level
Sustain resources
Create community partnerships necessary to improve health
Institute for
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WHAT IS DRIVING THE NEED FOR THIS PROJECT?

How well
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Bay Area regional Health Inequities Initiative (BARHINL. 2008, “Health Inequities in the Bay Area”, accessed November 28, 2012 from
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Literature reviews of SDH
associations with cost and health ®
outcomes

Monitored and/or aligned with
national initiatives

» HP2020

* RWJF County Health Rankings
* I[OM on SDH in MU Stage 3

* NQF on SDH Risk Adjustment
+ SBM & NIH

Collected existing protocols from
the field

+ Collected 50 protocols
* Interviewed 20 protocols
+ Identifiedtop 5 protocols

Engaged stakeholders for feedback

» Surveyed stakeholders

+ Distributed worksheetto potential users
for feedback

IDENTIFYING CORE DOMAINS

=
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PRAPARE Domains

UDSSDH Domains | Non-UDS SDH Domains PRAPARE asks 15 questions to
1. Race 9. Education assess 14 core SDH domains.
2. Ethnicity 10. Employment

3. Veteran Status 11. Material Security

4. Farmworker Status | 12. Social Integration x -

5. English Proficiency | 13. Stress 9 queStlon‘? already asked for
6. Income UDS reporting

1. Insurance : :

8. Neighborhood =5 non-UDS questions informed
9. Housing by MU3

Non-UDS SDH Domains )

1. Incarceration History 5. Safety PRAPARE has 6 o pt' onal

2. Transportation 6. Domestic Violence domains.

3. Refugee Status

4. Country of Origin .
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Understand Patient Complexity
-

_ Patient complexity is the sum of patient

UDS SDH Domains Non-UDS SDH characteristics that affect:
1. Race Domains
2. Ethnicity 9. Education ) o
Sy e S 10. Employment 1. health care seeking and utilization
4. FarmworkerStatus | 11. Material behaviors
5. English Proficiency Sem.lnty 9 health outcomes
6. Income 12. Social
7. Insurance Integration
g' :e'g'?b‘“h””d 13. Stress Patient characteristics include clinical and
. Housin . . . .
& non-clinical risk factors (like SDH).

Care teams must have an understanding of their patients’ complexity
In order to make appropriate and informed care decisions.
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And....

Empower Patients

= Includes staff sensitivity training
= Patient-centered phrasing of questions

= Brings clinical awareness to SDH issues
affecting health

Inform Care Team Members

= Care team knows patient risks/needs to
inform counseling and referrals during
clinic visits

= (Care team understands the context of
patient health concerns

Improve Patient Population Management

= |dentify disparities among patient
segments

= [nform allocation of resources and
services

Mobilize Community Resources

= Encourage local partnerships and bi-
directional referrals

= Create an opportunity for meaningful data
sharing

= Guide local policy reform and
creation/strengthening of community
resources

Strengthen
patient-care team

partnership for
treatment plan

Align health center
and community

efforts around
SDH

health

Improve individual

Improve

community health
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Pilot Testing PRAPARE

NEXTGEN

HEALTHCARE

Teams reach states across eClinicalWorks
the country, aiding with the
national dissemination of
PRAPARE.
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How Can You Use PRAPARE?

* APCM & Population Segmentation

* We invited clinics to pick a

patient population and

. . . Five
interview 10 consumers using strategies _

3 questions from PRAPARE of
APCM

5 Teams enhance appropriate care and
wortk to reduce unnecessary utilization

Teams engage patients and provide
self-management support

* Draft
as of

10/24/14

3 Teams proactively reach out and provide acute care

to inform care needs

SEGMENTATION TOOL

Teams expand/enhance access

Teams use actionable, real-time information/data




Next Steps
S —

m2015: Complete pilot test/implementation process
m2015: Complete Implementation/Action Toolkit, including
" Free EHR templates
» Best data collection practices
» Best SDH intervention practices
=2016: Validation
m2016: Translate PRAPARE into other languages

"0Ongoing: Dissemination



