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INTRODUCING CHWP HEALTH EQUITY HEALTH EQUITY IMPACT OF EFFORTS
SBISYAN DASHBOARDS

Overview of Community Review the inspiration Discuss the role Highlight the impact of

Health and Wellness behind our health equity dashboards are playing the PDSA efforts on

Partners and our PDSA, what it required, in demonstrating results screening rates, warm

commitment to Health and the key goals for from the health equity hand offs and referrals

Equity. the project. PDSA. to social care, and staff

engagement.
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Community Health &

Wellness Partners
Goals for Achieving Health Equity
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COMMUNITY HEALTH

& WELLNESS PARTNERS
Care... To Live Life Fully



Introducing CHWP | Mission & Vision sz

Mission

Provide quality, whole-person, patient-centered medical care to
anyone and everyone in our community.

To change lives within our community by eliminating barriers
and providing a standard of healthcare that improves the well-

being of the whole person.




Commitment to Health Equity
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Utilized census data & insights from the Community Health
Needs Assessment to develop an annual health equity plan.

Top SDOH Barriers:
Mental Health

Substance Use

Housing & Homelessness
Access to Healthcare

_Imitec
_Imitec

_Imitec

Senior Services
Reproductive Health Services
Chronic Disease Management

Community Federal
Poverty Level Breakdown:

Total Patients: 11,624

Over 200%: 27/%
151-200%: 11%
101-150%: 13%
100% & below: 14%
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Health Equity & SDOH

While CHWP historically collected SDOH data, it was not done In
a consistent or standardized way.

CWHP secured buy-in to revamp SDOH screening efforts when

the Joint Commission introduced the National Patient Safety
Goal.

NPSG.16.01.01 Assess patient’s health-related social needs
and provide information about community resources and support services.
|ldentify healthcare disparities in the patient population by stratifying quality

and safety data using sociodemographic characteristics.
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PDSA for Health Equity Plan

Aim Statement:

Community Health and Wellness Partners (CHWP)
recommends patients complete the PRAPARE Tool
Social Determinants of Health Screening annually to

meet the health center's HRSA and The Joint

Commission standards by ensuring patients answer

all of the questions and submit them through the

electronic health record.
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2023 Health
Equity PDSA

Revamping SDOH
Screening Efforts



PRAPARE Alignment & Expansion 4D

« Completed by Case « Completing PRAPARE was
Managers when time allotted standard practice & there

« 9,000 patients & 2 Case was a workflow that
Managers included all potential patient

* Lacked provider buy-in scenarios.

Introduced PDSA cycle to
improve workflow alignment,
provide warm handoffs &
referrals, and increase
integration & usage of SDOH
data across the practice

* Buy-in improved

* More Case Managers (one
at each site)

* Nurses assisted in
completing the screener
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PDSA Key Goals & Steps

@ Standardize Workflows

¢% provide Warm Handoffs & Referrals

@& Increase Utilization of SDOH Data



CHWP PRAPARE Workflow o2

Plan A — Preferred Method

Plan B — TCCM with Another Patient




CHWP PRAPARE Workflow o2

Plan C - In-office TCCM not available,
Intervention via telehealth
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CHWP PRAPARE Workflow o2

Plan D — No TCCM Available at any
location (includes Saturday)

-|-<= =




Individual Patient View Example

11:15AM Wednesday, April 17, 2024

DIAGNOSES (10)

Sex at Birth: F
Gl: Female

SO: straight or heterosexual

Phone:
Lang: English
Risk: High (20)

ALERT

Portal Access: N

Cohorts: CPC, Diabetes CGM Pilot Cohort,

Diabetes/HTN Test, Hypertension Patients April

2023

MESSAGE

RESULT

BHFUPhone BHFU-Televisit via Phone

PCP: Kiessling, Jodi
Payer: Buckeye Community

Health PNM
CM: Unassigned

Anxiety Asthma
Depresslon DM
HyLip Pre-DM
SUD Depend

RISK FACTORS (3)

CNMP
HTN-E
PreDM First

ASCVD Intermediate (8.09)

SDOH (4)

EMPLOYMENT
TRANSPORT-MED

INSURANCE

RAF GAPS DIAGNOSIS CASGORIES (0)

STRESS

Colon CA 45+
ClinPharm
Depression Remission
PRAPARE

Tobacco Scr

Flu - Seasonal

PCV High-Risk
Zoster Shingrix

Eye

Preventive Care Visit
Well Visit 19+

Ctrl Sub

Anxiety Screen w/Dx

OPEN REFERRAL W/0 RESULT

Missing
Missing

Out of Range
Overdue
Will be non-compliant in next year
Overdue
Missing
Missing
Overdue
Missing
Missing
Missing
Missing

SPECIALIST/LOCATION

1/24/2024
7/13/2022

2/14/2024

10/12/2022

7/5/2019

PopHealth

9 - F/U Window 01/23/2023 - 05/23/2023

Negative

ORDERED DATE APPT. DATE

Podiatry

Ohio Foot & Ankle Center, Ohio Foot & Ankle Center /

10/25/2023




SDOH Warm Handoffs 53

| HPI TEST, Mike Joet-They" sk Feb 2, 1980 (43 yo M) ¥ Acc No. 60120 8 Appt: (08/28/2023 11:02 am, suowH) @I ©

Interventions may include | ————

behavioral health and LR O IR LR 2 -
community resources

connected to the primary
problem for their
appointment.

Case Managers
document their portion of
the appointment within
the PCP note utilizing
structured fields.

S
S
S
S
S
S
S
S
S
N




SDOH Referrals

Providers will specify areas that
need addressing in the description
and via diagnosis codes.

i News Referral (Outgoing) TEST, Mike “JoelThey” s Feb 2, 158243 yo M) 3 Acc No. 60120 *'1!

B (B B B (3

The use of Z-codes helps with the
ongoing tracking of CHWP patients’
needs and notifies others working
on the patient’s teams of these
needs.

&
8
a

Once assigned to the case
manager, the case manager will
contact the patient in accordance
with our policy to close the loop.




Lessons Learned | Adjustments Dz

D IPads are now utilized as mid-office kiosks for smart forms to
prevent staff from having to take the time to input information.

) 4 Parents filling it out for kids (even newborns) can help identify
= failure to thrive needs.

Asking domestic violence questions to all genders.
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Lessons Learned | Challenges AD503;
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Increasing
Utilization of
SDOH Data

DRVS Dashboards



Integrating SDOH Data | Across Ve
the Practice

I_
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Integrating SDOH Data | School- Vo
Based Care

ldentify transportation needs for rides
home and/or pick up medications from
the pharmacy

Collaborates with school staff to
address needs to increase school
performance

Reporting to ODH Grant, school
boards, and community workgroups




Why Dashboards?

Cognitive burden associated with data

and report comprehension is one of the
to iImplementation of

evidence-based practices.

Dashboards allow you to

and
about your health center’s care
delivery.

azara

2024



Dashboard Pre-Work

|dentify key
decision makers

Meet with

Set as_ide time to Set your Build your
talk with parameters for dashboards!

stakeholder the dashboard
ONLY about

quality goals

Set up meeting Update the

stakeholders to annually to dashboard as

iterate on
dashboards

review next needed
year’s goals
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Building Dashboards | Key
Stakeholders / Audiences

‘ Health Equity Committee
‘ Case Management / Community Resources

‘ School-Based Health
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Health Equity Committee |
Dashboard Goals

qa Responsible for analyzing & acting on disparities present in
the data.

Dashboard is used to identify service gaps, barriers to care,
and community needs.

o
C@ Findings are used to make improvements to the PDSA.

il
EEm v EEm
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SDOH Count Distribution

2879

DALY N BBADADMDNG

Gender Identity

Female
Male
Choose not Lo disclose

Unknowmn

Transgender Female! Malke-1o-Femabe

Dther

Transgender Male! Female to Male

g &

SALRPPPPRPR

Patient Characteristics

4,734

Ethnicity

B Another Hispanic, Latino/a, or Spanish Origin
| Hispanic, Latino/a, or Spanish Origin Combined
Mexican, Mexican American, Chicanola
B Mot Hispanic, Latinofa, or Spanish Origin
B Puerto Rican
B UnreportedCThoose Not to Disclose Ethnicity

Sex at Birth

D

Hr A~ Bu

Sexual Orientation

raight (ol lesbian or gay) -

Choose nol to disclose

Don't know

Bisexual
Lesbian or gay

Something else

B American Indian/Alaska Native [l Asian Indian
W Black/African American Filiping
More than One Race [l Mative Hawailan
W Other Asian [l Other Pacific lslander
B Unieported/Choose Not 1o Disclose Race
Everything else




Case Management / Community ) 5o

Resources | Dashboard Goals

Used to monitor the improve use of the
PRAPARE Screener & identify greatest
community-level needs.

Dashboard is emailed to the Case
Management Supervisor, Chief Quality/Risk
Officer, Safety/Compliance Manager, CEQO,
and CMO monthly for continued monitoring.




Case Mana
Resources

CHWP TCCM - Community Resources

= FILTER A~
DASHBOARD

PERIOD RENDERING PROVIDERS

2024 All Rendering Provid.. + AddFiter Y © Update

PRAPARE Tool Completion - by o Gender Identity

SDOH Screening Triggers
Age

SDOH Referrals
953

764

573

382
Unknown 191

Other 0 N
¢ . \ umerator
igender Male/ Female-to-Male o’ s

Female
Male
Choose not to disclose

'nder Female/ Male-to-Female

I
Q't'

D A Ao D
F&FEF
:

W G

Sex At Birth Sexual Orientation 1 Social Needs Assessed Social Needs Assessed - All SDOH by No-Show — SDOH Count

Sites, All Ages Appts Distribution
(not Lesbian or gay)
oose not to disclo 1,915 I \
Pts w/ a completed _2,%88 ‘ .

health related social 2021 / '
needs assessment in
the period - -
@ HOMELESS |l HOUSING [ N i 2 3

Il INSURANCE ' EN EN IR N
I _TRANSPORT-MED M 2

Fuervthine slse




Case Managemen
Resources

PRAPARE Tool Completion (All Ages) = Lo - v O UDS 2023-Patients Positive for at Least One SDOH = SDOH Referral =0

196

147 ; o
2,062 0 . Immunization 8.0% 25 TRANSPORT-MED 10%

98 £9 Status (CMS117v11)
1,252 1% ) 7 :
' : FOOD 9%
» --———! 49 . Child Weight
0 Assessment J VIOLENCE 6%
368 22
/ CMS155v11)
GV 14 g ¢ UTILITY 3%
oS S S
BMI Screen &
Follow-Up 18+

(CMS69v11) EDU 2%

INSURANCE 2%
. Bellefontaine Community Health Center Benjamin Logan School Based Health Center

. Indian Lake Community Health Center . West Liberty-Salem School Based Health Center

Community Health and Wellness Partners [l Indian Lake School Based Health Center Ll EMPLOYMENT 1%
Remission at

Urbana Community Health Center [l Riverside Community/School-Based Health Center T Mmils . HOMELESS 0%

(CMS159v11) HOUSING 0%

Material Security Depression
Screening & Follow-
Up (CMS2v12)

VETERAN 0%
70
56
Tobacco Use:
42 Screening &
Cessation
(CMs138v1l)

Colorectal Cancer
Screening
(CMS130v11)

Cervical Cancer
Screening
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Case Management / )\ Fron

Community Resources

Insurance vs. Violence & Safety = < Personal Fo >12 SDOH 8-12 SDOH
Access to Care = ) Characteristics

Disparit A
. 7 Pts who had qualifying Pts who had qualifying
) encounter and o encounter and o
) 10 completed SDOH -100% completed SDOH -100% v
27 . 9 assessment in the 2023 assessment in the 2023

period period

Below FPL vs. Pts w/ Electronic 3 Isolation vs. <4 SDOH
Homeless/Housing = o Access Stressed
Disparity

) No data available
25 J
20 Pts who had qualifying Pts who had qualifying

encounter and encounter and
._ completed SDOH completed SDOH
0 0 assessment in the assessment in the
- period period




School-Based Health | Dashboard  4bgzs:

Goals

Focus on select quality measures and
Implementing the PRAPARE Tool for all

students.

Dashboard is emailed to the Assistant

CMO, Case

Manager Supervisor,

Integrated Health Manager, Nursing

Manager, C
Safety/Com

nief Quality/Risk Officer,

nliance Manager, CEO,

Chief BH Officer, and CMO monthly for
continued monitoring.



School-Based Health

CHWP Team Yellow - SBHCs = FLTER A . P
DASHBOARD L]

PERIOD RENDERING PROVIDERS

2024 All Rendering Provid... -+ Add Filter Y O Update

Total Billable Visits at a SBHC . Total Patients Served at a SBHC 5 SBHC Patients by Age (All Locations)

540

o . o
Count of Encounters 0 # Pts w/ UDS Qualifying Enc O A’
2020 2020

/Pb A .;L A ] o < bx

v 2 (,_J /\
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School-Based Health

SBHC Billable Visit o SBHC Medical Billable Visits by

SBHC BH Billable Visit by Location
1,586 Location

SBHC Individual Patients Served by
723 Location (Medical and BH

1268 ) Combined)
1,396

636 709
L] )
1116

624

B
3\
S

R 1 ) i
' W ¥
Benjamin Logan School Based Health Center

[l West Liberty-Salem School Based Health Center

oy
. West Liberty-Salem School Based Health Center Benjamin Logan School Based Health Center
Il Indian Lake School Based Health Center Benjamin Logan School Based Health Center [l Indian Lake School Based Health Center
[l Riverside Community/School-Based Health Center

Benjamin Logan School Based Health Center
[l Riverside Community/School-Based Health Center

. Indian Lake School Based Health Center . West Liberty-Salem School Based Health Center

Ml indian

Il Rivercide Communitu/Schanl_Bacsd Health Canter

ake Schanl Baced Health Center
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School-Based Health AD557;

Benjamin Logan SBHC Patients by Dx = £ Riverside SBHC Patients by Dx L Indian Lake SBHC Patients by Dx = £ West Liberty SBHC Patients by Dx

a o

[l Alcohol Disorder ] Anxiety [ Asthma Il Alcohol Disorder A Il Alcohol D
[l Attention-deficit hyperactivity disorders [l Attentio [ [l Attention-defic [ Il Attentic

B Bipolar Diagn Bipolar Disorder First Dx B Bipolar Dias i er First Dx 2 lar [ H Bipolar Dia i i der First Dx

Coronary Artery Disease No Ml Depression Il Cirrho tery Dis No MI Coron rtery Di Depression i M Hepatitis C
[l Diabetes [ Everythin




School-Based Health

Riverside SBHC Metrics

Benjamin Logan SBHC Metrics

s
% MEASURE

Well-Child
Care Visits (3-
21Yrs)

Child Weight
Assessment
(CMS155v11)

Depression
Screening &
Follow-Up
(CMS2v12)

Depression
Screening &
Follow-Up 12-
17

Chlamydia
Screening
(CMs 153v12)

Asthma Self-
Mgmt Plan

Tobacco Use:
Screening &
Cessation
(CMS138v11)

Tobacco User
-13+

Tobacco Users

Adolescent
Immunizations
-HPV

Well-Child
Care Visits (3-
21Yrs)

Child Weight
Assessment
(CMS155v11)

Depression
Screening &
Follow-Up
(CMS2v12)

Depression
Screening &
Follow-Up 12-
17

Chlamydia
Screening
(CMs 153v12)

Asthma Self-
Mgmt Plan

Tobacco Use:
Screening &
Cessation
(CMS138v11)

Tobacco User
-13+

Tobacco Users

Adolescent
Immunizations
-HPV

18.5%

29

157

Indian Lake SBHC Metrics

Well-Child
Care Visits (3- 19.3% 32 166
21 Yrs)

Child Weight
Assessment
(CMS155v11)

Depression
Screening &
Follow-Up
(CMs2v12)

Depression
Screening &
Follow-Up 12-
17

Chlamydia
Screening
(CM5 153v12)

Asthma Self-
Mgmt Plan

Tobacco Use:
Screening &
Cessation
(CMS138v11)

Tobacco User
-13+

Tobacco Users

Adolescent
Immunizations
- HPV

West Liberty SBHC Metrics

Well-Child
Care Visits (3- 11.5% 36 314
21Yrs)

Child Weight
Assessment
(CMS155v11)

Depression
Screening &
Follow-Up
(CMs2v12)

Depression
Screening &
Follow-Up 12-
17

Chlamydia
Screening
(CMs153v12)

Asthma Self-
Mgmt Plan

Tobacco Use:
Screening &
Cessation
(CMs138v11)

Tobacco User
-13+

Tobacco Users

Adolescent
Immunizations
-HPV
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West Liberty PRAPARE Tool Completion

Indian Lake PRAPARE Tool Completion

Riverside PRAPARE Tool Completion

Benjamin Logan PRAPARE Tool

Completion

West Liberty SDOH Needs

Indian Lake SDOH Needs

Riverside SDOH Needs

= &

Benjamin Logan SDOH Needs




Accessing Dashboards

Dashboards are distributed through
monthly email subscriptions to all
“Chiefs”, Department Managers, and the
Quality team.

Data Is reviewed at team meetings.

Staff can log onto Azara & see their
dashboards pinned.

< ) Dashboards

Search
MY PINS

CENTER - COMM HEALTH AND WELLNESS
PARTNERS OF LOGAN COUNTY

CHWP - Team Red
CHWP Health Equity
2024 Provider Dashboard - TEST

2024 - Blue Team Medical Provider
(Combined) Dashboard - Test

2024 - Red Team Medical Provider
(Combined) Dashboard - Test

2024 - Yellow Team Medical Provider
(Combined) Dashboard - Test

RAF
CHWP - MAT Program Management
PCMH Dashboard

CHWP BH Dashboard

CHWP Leadership Dashboard Visits / No show
o

CHWP Population Health Quality Dashboard

NETWORK - OHIO STATE
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PDSA Impact

Screening Rates and Social
Care Supports Provided



PDSA for Health Equity | Study

Study the compliance and document trends monthly at a
minimum. Document any improvement.




Screening Rates

Grouped by Locatlon - Rendering Soclal Drivers of Health Core Criterla Screening For All Patlents

A

[l Bellefontaine Community Health Center [Jl] Benjamin Logan School n ty We G lls Communit dian La C [l Mobile Health Unit




Warm Handoffs Growth ) \ B

350

309
300
205
200
150
119
100

100
50
0

Quarter 1 - 2023 Quarter 2 - 2023 Quarter 3 - 2023 Quarter 4 - 2023 Quarter 1 - 2024




Resources Provided in 2023 ) Jry

Other @

Transportation
2%

Skilled Nursing

Insurance Housing (Housing Tree, Landlord List,
3% Residential Administrators)
11%
Legal Aid

2%

Release/Request of Info
18%

Bridges Community Action
8%

Advanced Directives
1%

Home Health/PAASSPORT/

4% JES/WIC

5%

Medication/Good RX/Referral to '
Pharmacy (from TCCM)
1%

Lutheran Voucher/Food Pantry/Soup
Kitchens List
13%

Employment/OOD/RTC/Ohio Means
Jobs Board of Developmental

1% Disabilities/FCFC/Help Me Grow/El

Social Security/SOAR
5%
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| essons Learned

Building Successful Dashboards



Building Successful Dashboards sz

Treat your dashboards as a living document

Cultivate engagement through regular review
at stakeholder meetings

Update dashboards annually to align with
UDS changes and evolving quality goals

Empower staff at all levels to access
dashboards to track trends




Looking Ahead | 2024
Quality Goals

) Yoo

Continued improvements in PRAPRE screening rates.

o5/% 49%

Adults Children All Ages,
Combined
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Looking Ahead AD503;

Encourage workflow consistency across
care teams

Increase use of Z codes at point of care

¥
N

Improve health literacy and utilize data to //

adapt patient care plan /

<

Promote utilization of SDOH information at
all levels of care



Questions?

m_Azara healthcare @AzaraDRVS


https://www.linkedin.com/company/2338728/
https://twitter.com/azaraDRVS

Achieve, Celebrate, Engage!

ACE’d it? Share your DRVS success story and become an Azara ACE!

Show your organization has used DRVS to Achieve measurable

results, Celebrate improvement in patient health outcomes, and azaTa
effectively Engage care teams and/or patients. Stories should showcase

how DRVS helped your organization overcome a challenge, the tools and ACE Program
solutions used to drive improvement and details of the successes that
resulted from your initiatives. ACEs should be able to provide examples that
guantify quality improvement, cost savings, operational efficiency or patient
health improvement.

CELEBRATE

@

Benefits:

» Azara will help tell your story and provide a client-branded version for your
use

» Potential to create a 2-4 minute video or hour-long Azara-hosted webinar

* Win Azara swag!

Submit your success story by completing the form at this link or scan our QR code:

See this year’s ACE posters in the Ballroom Foyer!


https://forms.office.com/r/F8FzvA1khZ

We Want to Hear From You!

Click on the session from your agenda in the conference app.

Click the stars in the center of your screen to rate and provide feedback.

Detail

Catch Your Breath: DRVS as a
Catalyst for Transforming Asthma
Management

00 Ao

Health Partners of Western Ohio found
that 32% of their patients with a
diagnosis of asthma visited the

Jenmler McCloskey,

Mallory Ohneck

Otis

Q&A

Add To Calendar

Quick and Easy

15

Rate the session and
the speaker(s)

Provide brief
feedback or ideas

Help us continue to
improve

azara

2024
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