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National Hunger & Homelessness Awareness Week

November13 - 19

An annual program where
Hun ger & people come together
Homelessness across the country to draw

Awareness attention to the problems of
WEEK hunger and homelessness
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PGHA: What We Do

* Prince George’s Healthcare Alliance, Inc.,
is an award-winning 501 (c)(3), non-profit
organization whose mission is to decrease
over-utilization of health system resources
and maximize quality-of-care coordination for
high utilizers of healthcare resources.

* PGHA trains and deploys Community Health
Workers (CHWS) to provide care coordination
and deliver evidence-based interventions that
address clinical, behavioral, and social
determinants of health.
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SOCIAL DETERMINANTS OF HEALTH

............................................................................................................................

The social determinants of health are the conditions in which we are born, we grow and age, and
in which we live and work. The factors below impact on our health and wellbeing.

Childhood Housing Education Social support
experiences
@
& @ e oemg o
L é
Family income Employment Our communities Access to health
services
Source: NHS Health Scotland
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PGHA: Our Vision

Our vision is to help county residents change their
health behaviors, to achieve their best health, and
to optimize community health
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PGHA Serves over 960,000 people, including:

High-risk patients in poor control of their chronic illness

High-risk patients needing connections to family and social
services

Patients with unmet behavioral health needs
Patients in need of medication management
Patients with no primary care physician (PCP)
Patients who have not seen a PCP in >12 months
Patients with no health insurance

Patients with care gaps

High-risk patients with a hospital readmission within 30-days
for the same condition

Very high-need patients who have 3 or more inpatient visits
in one year

Patients with multiple ED visits
Patients with multiple 9-1-1 calls for non-emergent reasons
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HealthEC’s

Tech-Enabled & Purpose-
Driven Tool Streamlines
Care Coordination

Reduce hospital visits

Cut hospital costs

Provide care to underserved communities

Social Determinants of Health (SDOH)

HealthEC’s tech-enabled tool includes
built-in assessments to document patient
problems, goals, and barriers, and
automatically schedules interventions to
address positive social determinants.

Improve community health outcomes

Capture and track interventions

Monitor care manager productivity
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Pathways to a Centralized PHM

Determine barriers

Aggregate patient data

|dentify patterns

Design tactics to overcome
implementation barriers

Collaborate with primary care
networks

Link to community resources
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PGHA uses built-in SDOH assessment to auto-populate care gaps and Problems,
Goals, Barriers, and Interventions.

Data from siloed sources create a comprehensive care plan for PGHA that outlines
patient medical, behavioral, and social needs.

Tracking intervention timelines and completion status helps PCHA identify patterns in
care delivery.

Care gap reporting, care manager contact tracking, and the intervention scheduler allow
care managers to provide necessary oversight & schedule activities with daily reminders.

PGHA shares the care plan with the patient’s care team and presents the care plan
in case conferences.

Referrals are recorded in the platform, allowing care managers to document
resources and connections to CBOs, PCPs, specialists, behavioral health
providers, and county agencies.
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Community-based Population Health Model

Link to community resources

There is great value in connecting
patients to community services, care
coordinators, and communication
services.

Provide education

Education programs aligned with patient
needs help to change health behaviors to
optimize individual and community
wellness.
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Care coordination
technology platform

Unified view of clinical and
operational data provides instant
access to multiple facets of patient
care and enables positive
oversight.

Improved health behaviors

Healthy behavior changes, including
improvement in nutrition, exercise, sleep,
hygiene, medications, etc., improve
patient outcomes.

Provider Engagement

Sharing comprehensive care plans with
data from siloed sources enables
providers to understand both the clinical
and social aspects of their patients’ care.
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Collaborative SDoH Care Management

Referral

PGHA receives referrals from participating
organizations for patients in need of care
management coordination.

Data

Data on relevant patients received from siloed
sources (HIE, providers, hospitals, etc.).

Follow-up

360-degree view of patient population
facilitates data sharing with other entities
tasked with providing care — pharmacy,
behavior health, specialty care, etc.

Technology

Data warehouse and connectivity to quality
measurement and reporting allow users to
monitor utilization, compliance, and
performance.

HEALTH EQUITY

Workflow

* Embedded assessments address barriers to care and help connect
beneficiaries to the services they need.
» QOutreach, interventions, and outcomes are tracked.
 Data-driven collaboration between Medicaid agencies, payers, and
providers is facilitated via shared reporting and care plans.
*/\3. PRINCE GEORGE'S
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PGHA: Tech-Enabled Interventions

Using pre- and post-care management data reveals how addressing Hospital Charges Per
unmet social needs can improve outcomes and reduce costs. Patient Reduced By:

$11,138

The average reduction in hospital charges per

. . atient went from $18,929 to $8,699 six months
Over 2,000 Build Evidence-based ) g $ $

after implementation.
patients Care Pathways
served
®_O Care management was improved by creating
S%°a

and following evidence-based pathways.

Hospital Visits Per Patient

Reduced By:
42%0
Of the 2,000 patients that received SDoH PGHA sent 258 emails and texts and Hospital \_/iSitS per patien’F went from 3_"55 to
screenings, 163 were enrolled in PGHA’s participated in 73 provider conferences on 2.05 six months after implementation.
Intensive Care Coordination Program. their patients’ behalf, and 723 intervention

pathways were created and completed.
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PGHA: Tech-enabled Outcomes

‘2 ,633 Social Goals Met
Care Productivity G 8,027 Phone Calls Received

3,998 Interventions

699

Clients

1,361 Emails/Texts/Letters

579 Home Visits

l 366 Provider Conferences
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HealthEC’s CareConnect Platform

Built-in Assessments,
including instruments for
SDoH, depression, food
insecurity, and more,
document problems,
goals, and barriers and
generate interventions.
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PatientN... Nursi

The SDoH Care Dashboard provides a
consolidated overview of patient
programs and status

patient

of Health

Chronic Kidney Disease

Medical Care v

Profile v

Ib

® oo @

— Gollapse All

= 1. What is your housing situation today?

O | have housing © I do not have housing
= 2. Are you worried about losing your housing?
Oves Ono
= 3. What is the highest level of school that you have finished?
O Less than high school degree O High school diploma or GED O More than high school Sele

= 4. What is your current work situation?
O Unemployed O Part-time or temporary work O Full-time work O Otherwise unemployed but not seeking work (Student, Retired, Disabled, Unpaid primary care giver)

Problems, Goals, Barriers, Interventions

= 5. What is your main i

© None/Uninsured ©)

= 6. What is the i

Status Care Manager
In Progress v BANKS-WIGGINS BARBARA CM v

POPULATION

| HEALTH
) MANAGEMENT

HealthEC’s Best In KLAS
population healthcare coordination
platform provides:

» Built-in assessments with smart
technology that creates
documentation of patient’s
problems, goals, barriers, and
interventions

» Guides intervention steps and
scheduling

» Creates comprehensive care
plans, snapshot views of client
cases

» Tracks patient contacts

» Captures productivity
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Workflow

Data Sources

1 l_ Quality Rules
-
=

HealthEC UDW

—
—
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Care & Quality
Reports

Disease Rules

Personalized D Consumer/Parent/ Community Stakeholders
Care Plan Caregiver Engagement
e
; : Consumer/Parent/ @ PHRPro
Identify problems, barriers, 0

goals & interventions Caregiver Access Alerts & reminders

Identify risk levels through Patient education Community Providers
stratification rules
Evidence-based = R Q
gaps in care Telehealth .2| PHRPro
== Consumer/Parent/ +
Decision support ~— _ _--| Caregiver Portal

Social Agencies

i

Community Agencies

SOAP notes

Care coordination

Care prioritization

g
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Engine
Q @CareConnect
Assessments
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Care Plan Tools

Caregivers’ Social Support

Intervention schedulers

Outreach & contact logs @ CareConnect
PCP/Specialist
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Practice Provider @ [ Care Manager @ Other Reports
Coverage Type Health Plan Care Manager View Report
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. ro UCtIVIty a 0g Summary —
ID | PRODUCTIVITY MEASURE D hb d MUMBER
1 Assigned patients as Oar 171 17 2 ot t - 1
2 Average Prospective Risk Score of Assigned patients 0 CONTACT TY?E RESOLUTON
Care Nasacer ~ Patisny
3  Approved Care Plans 1 Call.. Call. Let SeSchedalsd t_lll!nd. Paced Call Unevailable  Otter Calis Unwilling 10
Message —iter T Rrcavod ParSizbat
4 Incomplete HRS Assessments 14
C) z C 0 2 ] 2 0 C 1]
5 Completed HRS Assessments 8 7] 2261 152 “144 3 5 311 w2 <5 152
& Incomplete CRA Assessments 1 L] 1486 155 <3 3 = 4 7iz2 74 74 155
c] 1 [\ 0 0 3 1 b} c 1}
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Assessment Dashboards

Assessment Status Year
@HealthEC Social Determinants Of Health Al ~o| ] A ~
7
. - - istribution of Members by Year Distribution of Members by Month and Year 0 vYe -
HealthEC Social Determinants Of Health
@ ea: e Cannecrs ©2016 Year
ryone Connecaed 16.36%
2017 ©2016
‘*2016114% 2018 15% 2017
2019 13.07% —
\ 2017 11.93% 02019 °2018
Answer @ Medicaid Mone/Uninsursd Medicare Piivate Insurance 0% B Answer 2019
13.91% . Unemplo...
Part-time of te... 10.91%
S s 4 1030% 1050%
0% 54355 L Full-time work 10% 0%
. . 7T 3 i
What is your main insurance? — . ‘Otherwise unem... 8.48%
: e |do not have housing 78 7.88%
A% — I hawe housing 6.67%
6.06%
.23 -4 pi29 W0 A%
5%
20% 4%
Question Answer Percentage of Respons- m
-
0%
What is your current work situsfion?  Otherwise unemployed but not seeking work [Student, 3233 Whatisyour  What is your W RS -
Wit 5 your curtent ok sustons E?:r:dn;:’l:?fd. Unpaid primary care giver) — housing current work Presenting Problem Description & Year 48992
Total 10000~ situation situation? Intake Presenting Problem Details ~ Al ~ Patient Count
< > today?
Select all
Question Answer F Alcohol Dependence
L Anx ety.
Has lack of transportation kept you from medical appointments. meetings. work. or from getting things needed for daily iving? No Patients Count of Intake substance Assaultive Behavior / Threat substance Intake Prasenting Prohlam Details hy Age Graup
Has lack of transportation kept you from medical appointments, meetings, work, or from getting things needed for daily iving?  Yes, it has kept me from medical appointments or frem getting my Bizzare Behavior
medications appointments, work, or from getting things that | need Heehd Dg";'f: ‘;& Compulsive Gambling :fs: 480 22091
Has lack of transportation kept you from medical sppointments, mestings, work, or from getting things needed for daily iving? Yes, it has kept me from non-medical mestings AantveBehavioeTheny | 52 Daily Living Problems o s -
Total Bizza Behavior | 636 = n - " wasseuchador | 653 im i
Compulsie Gambiing 11 Compulsive Gambing 11 .
Day Living Problems 21804 Dally Liiing Problems o o g
Depmsion / Mood Disorder 1@ Depmsion / Mood Disorder 20801 800 109
Destucton & Popety 128 Destrucfon 1o Popety 129
Wi ize that social determinants of health o b s I
€ recognize tnat soclal adeterminants or nea R ——) R ,
Drug Dependence 113 Drug Dependence 54341 *® ® oK s s
ible for about 80% of health coa i 17 o
are responsibie 1or abou o Of hea e s 1 Fesewa s ke rasnting roblm Detai b Y
Homeessnass. 324 Homeless ess 3531
outcomes — and while we can’t fix them all, we oy ey i
y Masital / Famiy Problems 2853 Maital / Famiy Probiems 5177
Medical / Somatic Complaints 1505 Medical / Somatc Comphints | 1651 4K BT
Can do Ou r art Non Compliance with Teatment | 191 Non Compliance with Teatment | 193 287
p - Organic Mentl Dsorder 134 Oganic Mental Disorder 130 23583 248 23657
Other a4 Other BB 20K
Pain Management 131 Pan Management 132 12408
Personalty Dsorder | 267 Permonaity Disorder 291
Physical Abuse / Assault Victm | 362 Physcd Apuse [ Assaultvicim | 31
oK 10K 206 0K 40K 0K 50K o 2011 202 o013 01 2015 2016 am7 2018
Source: https://www.northwell.edu/katz-institute-for-womens-health/articles/healthcare-inequalities-putting- N | .. rroccrting Droblem Details

nation-at-risk?utm_source=native&utm medium=display&utm campaign=kiwh 2020
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Health Equity Dashboard & Geo-mapping

Performance and Member Count by Age Group

Performance (%) by Gender

Performance (%) by Homeless Indicator
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According to a 2018 report
by the W.K. Kellogg Foundation and
. Altarum, racial disparities in healthcare
alone result in approximately $93 billion
in excess medical costs per year.
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e « Patient and performance data can be
viewed/filtered by demographics such as
gender, age group, race, ethnicity, sexual
orientation, ZIP code, and more.

Ethnicity

« Health equity data can also be geo-mapped by

Sexws! Oretation ZIP code and filtered by various demographics

to reveal location-based barriers to care.
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Provider Testimonials

““The Healthcare Alliance are experts

on CHW integration into team-based
service delivery settings, and they have
consistently provided this expertise in
development of COVID Care Response
Plans for the county. Prior to these efforts,
the Alliance’s CHW team implemented
health education and patient navigation
interventions that decreased hospital
readmissions and frequent ED visits for
high-risk patients. They have proven to be
a premier non-profit care coordination
program in the state.”

“We love our partnership
with the Healthcare Alliance.”
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“HealthEC has worked hand in

_/  hand with us throughout the whole
process. We have created
“With HealthEC's services, dashboards with our member
we were able to achieve our practices, and we use the data to
desired outcomes for our value- guide them through the analytics
based programs and overall process and to identify where to
organization integration.” focus our efforts.”
J
y,
“They have done a really
nice job and have suppo_rted us. “The strength of our partnership
They keep our goals and interests _ _ _
o, with HealthEC is very high.”
in mind.
J J
g Health EC



Challenges and Best Practices

Challenges Best Practices

Practices may not be aware of screening tools
and may not have staff available to focus on
screenings.

Practices are uncomfortable screening their
patients for SDoH because they may not have
the resources to coordinate a response.

Lack of data exchange capabilities between
Health and Human Services and
healthcare/community organizations
contributes to care barriers.

Practices may not realize the value that
addressing positive SDoH brings to care
management and outcomes.
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Provide practices with guidance on how to
identify possible SDoH-positive patients for
referrals for care management coordination

Develop an optimized list of services to which
patients can be referred to better track and
monitor follow-up.

Find a technology partner that understands
SDoH and can provide the appropriate built-in
assessments and support for reporting and data
integration.

ldentify quality measures that can be tied to
addressing SDoH as a way to evaluate and
demonstrate ROI.
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Stop by our VBCEXxhibitHall.com Virtual Booth
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HealthEC is a leading
innovator in empowering
the exchange of
healthcare information, : S Y Se;‘}ﬁd.on
providing a complete ) MANAGEMENT
end-to-end solution to w
manage Population \ 2
Health. ‘m HealthEC
| Partners with
Egyptian Health
Violet Crabb Y Dgpqrtm‘nt

Director of Marketing and Communications

615-474-0076 - Illinois Medicaid. Integrated,
violet.crabb@healthec.com & Y X z
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https://vbcexhibithall.com/vendor-booth/HealthEC/61671ae34e96766dd8def802

For More Information
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