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1. Population Needs Assessménterview

Lyf !l yR 9 YL NB9 Il)SEpaatipik Needs AsgeSsinend(PNA) identifies Member health status and
behaviors, Membehealth educationpriorities, altural/linguistics needs, health disparities, and gapseirvice
related to theseissues. 9 1 t Q& t b! RS@GSt2LIVSyld LINRPOSaa o6l a RSaA:
data from secondary data sources to guide the development of an Action Plan to improve Member health
outcomes and experienc&he health plartonvened an internal PNA workgroup to collaboratively review and
interpret secondarydata andprovide input into key priorities for the 2021 PNA Action Plan. Stakeholders
representedhealth planareasincludingQuality Systems, Culture & Linguistics, HeBHucation, Provider

Services, Health Services Research and Evaluation, Care Management/Behavioral Health, and Pharmacy.

Datasourceslza SR Ay RS@Sft 2 Likeyeihe Depdrimedizof Healtm Gare Sdrvices (DHCS)
Disparities Data, CAHPS® responisealth plan claims/encounter data, akttalthcare Effectiveness Data and
Information Set (HEDI&)sults.Secondary data analyses were performed (descriptive analyses with
stratification applied to identify disparitiedfindings from these data sourcesre synthesized to develop the
2021PNA report and Action Plan.

Based olEHRclaims datahypertension, diabetes, and asthma were noted to be common chronic conditions
among MembersAs in 208, opportunities for improvement in depression screening wagainidentified

among both child and adult IEHP Members. With respect to Member experience as assessed by CAHPS®, gar
were identified in communication between Members and Providers, as well as in Praelilezred counseling
regarding tobacco cessation.

Disparities in internal HEDIS results and DHCS Disparities Data were identified with respect to Member control
of asthma, hypertension, and pediatric developmental screening compleiibention to these identified
disparitiesisreflected in health plan activities described in the 2021 PNA Action Plan. Notably, several
opportunities identified in the 2020 PNA Action plan were carried over to 2021. The d9Ylblic health
emergency delayed implementation of select 2020 PNAoAd®ilan initiatives; IEHP plans to launch some of

these in 2021 as they are still relevant to Member health needs.

Data Source
L 9 | 20Z1BNA involved the collection and descriptive anedysfseveralsecondary data sources.

2. Secondary Data Sourceaefollowing sources of secondary data were included and analyzed to develop
L9l t QBRNArepor and action planlEHP attempted to use the most tp-date version of each
secondary data set, recognizing that this might result in variation inmégiarting periods.

a. Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Data &
2020 CAHP®data were analyzed fothe 2021 PNA. CAHPS® responses were fieligetelephone
and mail (mixed method¥)etweenFebruary and May of@®0from a mndom samplef 1,823
IEHRViembers who were 18 years of age or oldeo&é®ecember 31, 2@and continuously
enrolled in IEHEhe six months priarOut of the 1,823 cases, 14 were ineligible and removed from
the denominator. A total of 250 completed surveys were valid with 233 completed by mail and 17
completed by phonédtotal response rate of 13.8p4t is important to qualify the 2020 CAHPS®
findings in the context of this response rate; the response rate in 2019 wasCAMP® responses



providedinsight intoMemberexperience withaccess to caresommunication with Providers
customer service, and coordination of care.
a. Methodology ¢ CAHPS® desciptive analysis of CAHPS data was performed.
b. Department of Health Care Services (DHCS) Disparitie®Basasesthe Disparities
Datato improve the health of all Californians, enhance quality including patient experience in all
DHCS programs, and reduce DHCS per capita health care program costs. DHCS contracted with
Health Services Advisory Group (HSAG) to conduct a health dispsttitlgs Thancluded DHCS
Disparities Data wasom reporting year 2020 (measurement year 2019)
a. Methodology ¢ DHCS DispaigsData:5 S& ONRA LG A @S ylfeasSa 27
DHCS Disparities Data were revieveed interpreted
c. |IEHP Healthcare Effaeness Data and Information Set (HEDIS) Batas
compliance rates are calculated and reported using Meméeel clinical information that is
aggregatedt the health gan level. The Membeevel data consist of denominator counts of
Members qualifying for any specific HEDIS measure according to the specifications of the measure
and numerator counts of Members who qualified for the same specific measure and who received
the screening or level of care required by theasure for the measurement yeén this case,
calendaryear 2019/reporting year 2020 Ttesedataare then stratified into categories
determined by the underlying Member demographiesy(,age, sex, race/éinicity, preferred
language, anthealth planservice region) to calculate HEDIS compliance rates by Member
demographics and identify disparities in compliance rates.
a.  Methodology¢ IEHP HEDIS Da&:S & ONRA LJGA @S +ylfteasSa 2F L¢
data were performed(with stratification to identify disparities, as described above
d. IEHP Claims and Encounter Dataims and encounter data for the entiéember
populatonweNBE 200Gl AYSR FTNRBY L9l tQa AydSNyhetataftSRA Ol
this report represent claims and encounter data received by IEHP from both capitated afiod-fee
serviceProviders between Januaryhnd December 34, 2020(calendar year 202D
a.  Methodology¢c5 Sa ONR LJG A @S | yI f & & BHRlaBnF antericounté®@ & F A
data were performed

3. Key Findings
2021PNA findings are described below by domain; relevant data from the various previously described
data sources are referenced to support key results.

a. IEHP Membershi@roupProfile Table 1 describesat a highlevetL 91 t Q& OdzNNBy i
Membership by business lin8ources for this section inclutiEHP Claims and Encounter Data

(calendar yeaR020.
Table 1: IEHP Membership by Business Line
SPD Members Frequency Percent
Medi-Cal 72,543 5.3%
Medicare Fedor-Service 99 0.0%
Total SPD Members 72,642 5.3%




Non-SPD Members Frequency Percent
Medi-Cal 1,262,831 91.5%
Medicare Fedor-Service 83,483 6.1%
Cal MediConnect 33,393 2.4%
Total Membership 1,379,707 100%

1. Seniors and Persons with Disabilities (SPD) MembHEkiFhas a total of72,642Members falling

into the SPD categorthis group accounts f05.27: 2 F L9l t Qa LR LJzZ I A2y @

2. Race andtthnicity: Data on IEHP Membeeported race and ethnicity are presented in Table 2.
Members selected both a race and an ethnicity grotipe majority $5.3%) of the population
identifies as being Hispanic.

3. Age:661,206 Members were between the ages ef®years;K Sa4S G OKAf Ré a$
for 45.5% of all IEHP Members. Most of these Members were betwedghy2ars of age.

Table 2: Race and Ethnicity
Category Frequency Percent

Hispanic 806,353 55.5%
White 252,535 17.4%
Not Reported 173,839 12.0%
Black 132,195 9.1%
Asian or Pacific Islander 64,470 4.4%
Other Race or Ethnicity 19,717 1.4%
American Indian or Alaskan Native 3,240 0.2%
Total Membership 1,452,349 100.0%

b. Languagé@referenceTable 3 displays languagesference data for IEHembers Most
Membersreported Englistastheir preferred languagethis was followed by Members who
preferredSpanishThe five most common preferred languages reported are displayed below;
Members could select more than one preferred language.

Table 3:.Language Frequency

English 1,677,183
Spanish 474,653
Vietnamese 8,026
Arabic 5,809
Chinese 4,769




C.

HealthStatus and Disease Prevaleride 2021 PNA usedlendar yea2020 claims and
encounter datato describe health status and disease prevalence among IEHP Members. Table 4
describes common conditions by IEHP population (as indicated by diagnosis codifgddaa
descriptive analysis.
a. Physical Health Conditions:
1. Due to the COVHR9 pandemic, it is surmised that diagnosis codes describing acute
respiratory illness/exposure to communicable diseases appeared within the most
frequent diagnoses for MedtalMembers (both adults and children) in the 2021
PNA data. This condition did not appear as frequently in data reviewed for the 2020
PNA.
2. Certain chronic conditions were commonly seen across all adult IEHP Members,
including special populationhypertensionanddiabetes These conditions
remained persistently frequent from measurement year 2019 to 2020.
3. Additional information on clinical screenings and services related to these
conditions are discussed further in subsequent sections reporting on HEDIS data
4. Among childrenasthmaremained a frequent chronic condition; this also reflects
what was seen in 2019.

Table4: Disease Prevalence

Medi-Cal Member Top 10 Diagnoses Frequency
1 Hypertension 130,935
2 Contact/exposure to viralommunicable diseases 114,987
3 Cough 108,793
4 Obesity 106,872
5 Acute upper respiratory infection 104,449
6 Back pain 93,939
7 Hyperlipidemia 84,059
8 Abdominal pain 74,754
9 Type 2diabetes 71,151
10 | Urinary tract infection 62,133

Cal MediConnect Member Top 10 Diagnoses Frequency
1 Type 2diabetes 27,127
2 Hyperlipidemia 20,029
3 Hypertension 18,669
4 Backpain 8,334
5 Gastroesophageal reflux disease 5,530
6 Vitamin D deficiency 5,318
7 Chronic obstructiv@ulmonary disease 4,758
8 Shortness of breath 4,737
9 Presbyopia 4,674
10 | Hypothyroidism 4,588

SPD Top Diagnoses Frequency




1 Elevated body mass index (BMI) 32,905
2 Hypertension 20,792
3 Disorders of lipidemia 16,547
4 Long term/current drugherapy 14,779
5 Type 2 diabetes 13,970
6 Back pain 13,445
7 Unspecified soft tissue disorders 12,848
8 Joint disorder 11,846
9 Abdominal/pelvic pain 10,144
10 | Abnormalities of breathing 9,911
Top Diagnoses list for Membergyed 219 years Frequency
1 Obesity and overweight 205,084
2 Disorders of refraction 70,337
3 Acute upper respiratory infections 59,450
4 Cough 42,518
5 Contact/suspected exposure to communicabiseases 33,052
6 Fever 32,523
7 Allergic rhinitis 28,577
8 Asthma 27,089
9 Abdominal/pelvic pain 26,765
10 | Acute pharyngitis 26,027

d. Behavioral Health Conditiamsdescriptive analysis @020 claims and encounter data

revealed that the three most common behavioral health diagnoses among IEHFCElddembers
were depression, anxietyandnicotine dependenceThis was in keeping with findings of the 2020

PNA.

e. Housing Statug: descriptive analysis of IEHP claims and encounter data was performed to

identify IEHP Members who might b&periencindhomelessessor unstable housingA

combination ofdiagnosis codes for homelessness and Membsidential address types known to
be associated with unstable housing status were used to identify5ti8& of Members who may be

at riskfor or experiencing homelessnegBableb).

Table5: Housing Status (Administrative Data)

Unstable Housing Status Indicator Frequency Percent
No 1,365,982 94.1%
Yes 86,367 5.9%
Total Membership 1,452,349 100.0 %




4. Access to Car(Member Experience)

Findings regarding S Y 6 SNA Q S E LI&&id\dEayirhienm2a28CABPSRBat@pportunities for
improvement were identified.

a. 2020 adult CAHPS® responses identified two gaps with respect to Member care experience; these
will be areas of focus in the 2021 PNA Action Plan:
1. IEHP rated in th&0" percentilewith respect tohow well doctors communicatewith
Members(both adults and children).imitations of service acce@sg., restricted care
I 00Saa RArK2¥Be¢a2NRENE T (dbrinStkeSTOYVHRMpandem LIG A 2
might have contributed to this findin@otable decrease ém 2019 CAHPS®)
2. IEHP rated in th&0O™" percentile with respect to Membereceipt of advice regarding
smoking cessationThis finding had worsened compared to what was captured via CAHPS®
in 2019.
5. Gaps andDisparitiesn Care; DHC ®isparities Datand HEDIS Findin@zata ongaps inpreventive
screenings andare for chronic conditiond SN RNJ ¢y T NP YcaleSdarye@ra | 95L{ R
2019/reporting year 202). These data, along with DHCS Disparidegtsi ¢ also calendar year 2018 were
used to identify disparities withiquality measurgerformance by factors such as age, race/ethnicity,
language, sex, and health plan service region (geographg)PNA Workgroup found it most meaningful to
identify HEDIS disparities and opportuadtifor improvement in those chronic conditions identified as most
prevalent using020 claims and encounter datdhese HEDIS metrics and their related conditions are
described below.
a. Disparities (e.g., lower performance in certain IEBdPpopulations) in HEDIS compliangere
identified in measures related to the useasdthma control medicationsdevelopmental
screenings for childrepand control of high blood pressureThese gaps, and disparitiegthin
measuresare described in Tablg

Table 6:Gaps and Disparities in Care

Reporting Reporting

Performance Measure Data Source Year 2020 = Year 2020 NEEID FETEIENES

Performance = Percentile Disparities
Asthma Medication HEDIS, DHCS 57 4% 10" Lower performance among
Ratio (AMR) DisparitiesData residents of San Bernardino

Proper health plan service
region,as compared tall
regions combined

Developmental DHCS Disparities  12.9% NA Lower performance among

Screening in the First = Data thosepreferring the English

Three Years of Life language as compared to

(DEV) Members preferring other
languages




Controlling High Blood | HEDIS 55.0% 25N Lower performance among
Pressure (CBP) Members identifying as Black

as compared to Members of
other race and ethnic groups

b.

The performance gaps (and disparities noted within measures) that are presented in Table 6 were
selected as focus areas for improvement in the 2021 PNA Action Plan.

6. Gap Analysis and Opportunities for Improvemeht¢ PNA data presented above wareiewedand
synthesizedyL 9 | muflidisciplinary PNA Workgroup. In this venue, stakeholders from across the health
LX FyQa Ot AyAOFt RSLINIYSyia O2yaARSNBR Ay CS&NDSy (
qualitygaps, angberformarcedisparities described above.

a.

Culture & Linguistiaspportunities br improvementwere identified indoctor-patient
communication(supported by poor CAHPS® performance in this atellitionally, opportunities

to culturally tailor improvementinitiatives focused on chronic conditions to IEHP Memb®grs
increasing presence in underserved communities to propi@geentivescreeninggculturally

tailored materials, and referrals to health plan resources.

Health Educationeedswereidentifiedin developingand refining existingrograms to address
chronic condition management on the topicsasthma, blood pressure managemensmoking
cessation anddiabetes care Collaborations with other key departments (e.g., Pharm&ecgvider
Serviceywere pusued to increase impact. Similarly, an opportunitfdous these disease
management programs to subpopulations with the greatest need (e.g., those living with asthma in
San Bernardino Proper, Blaiclentifying Members with hypertensionyas identified

Quality Improvemen#ctivitiesat the network,Provider, and Member levels were identified

to address HED®rformanced I LJA® C2NJ SEF YLX S L91t Q& vdz f A
performance on depression screening through {ayperformance(P4P)ncentives (network

level), office staff education (Providvel) and Member incentives (Membkvel). Additional

Qualty Systems activities focused on HEDIS measure performance are described in the 2021 PNA
Action Plan.



7. 2020 PNAAction Plar{in Review)
In response to it2020 PNAeyfindings IEHP developedd | & (i 2@28 Actitl BlanThe following matrix describes IEHP programs that
were undertaken in Cultur& Linguistics, Health Education, Quallystemsand other areas during calendar year 202@esponse to the
2020 Action Plan. Outcomes are reviewed, as well as plans to continue, modify, or discontinue these india¢\tethe GOVID19 public
health emergencyPHE)some intended activities were modified delayed

2020 PNA ActiofPlan(In Review)

PROBLEM STATEMENT

Overweightand Obesity: Despite the high prevalence of overweight and obesity diagnoses among IEHP Members, these Members are not scrigersadl
for these conditions and are not linked to weight loss resources. There is also opportunity for improved identifitatiogek Members, and a better
coordination of community and IEHP resources made available to Members (e.g., assistance in accessing foastondintious food).

ObjectiveNumber OBJECTIVE: Goal: Final: m::/NOt
By June 30, 2021ncrease the percentage of Membersc¥@ years of age
who had an outpatient visit and whose body mass index (BMI) was
documented during the measurement year or the year prior to the
measurement year to at least 50th percentile. Once these Members are
. " ) . 65.3%
identified, ensure that they are linked to related health plan and communi

. (Measurement
1 programs and resources to support achieving a healthy wekghh 90.3% Year2020 Not Met
Percentile Goal: 90.3%; Data Souscdaims/encounter data, HEDIS data 270 -
Preliminary
Note: This priority is not carried ovdéor monitoringinto the 2021 PNAction rate)
Planbecause many of the activities described belmave become health plai
standard work anavill be sustaired to continue with the goal of improving
the rate year to year.
Activities FIEEEE , COVIDfl_9 PHE Impact/Outcome Description
Process Metric Impact (if any)
Care Management: Proportion of COVIBL9 PHE Training:91%of Team Members | Foodinsecurityscreeningandresource

Implement standard work tc
screen Members for food
insecurity and link them to
appropriate resources to

weretrained on how to screen for
food insecurity

Team Members
trained on
screening toal
proportion of

supported rapid
expansion of this
screening and
linkage program to

linkagéfollow-up protocol successfully

AYLX SYSYGSR Ay

LO9lt Q

department(see 2021 PNA Appenylix
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access free or lovgost

eligible Members

meet Member food

Screaing completion75% of

nutritious food. undergoing insecurity needs | Members were screened fdood
screening secondary to the | insecurity
LI YRSYAOC
economic impacts
Community Health/Heath | Member Due toCOVIEL9 407 Members participated in Healthy recipe cards shed via IEHP social
Education: participation in | PHE, all classes | fithessclassesand93 Members media to promote fitness and nutrition class
Offer preventive wellness | fithess and were transitioned | participated innutrition classes participatior Health Appraisals targeted
classes and activities nutrition online | to online offerings | 416 Health Appraisals completed | Members with opportunities to improve healtt
focused on nutrition, classesHealth (Facebook, WebEx behaviorsrelated to fithess and nutrition
physical activity, and Appraisals
behavioral change to completed
maintain a healthy weight. | (initial/6-month
follow up)
Community Health Providedthe Due toCOVIERL9 1,350 tons of food distributed Partnering withCBO4do0 provide resources to

Increasing community
basedorganization (CBO)
outreach to increase
awareness of weight
management resources.

community with
food resources,
paired with
educational
information

PHE, increased
efforts were made
to address food
insecurity and to
provide tealthy
food sources for
Members

(includes food parcels distributed
directly by IEHP as well as in
partnership with local CBQsjalue
of food resources was $4,347,000

combat food insecurity imonjunction with
education on nutrition

Health Education:

Number of class

Due toCOVIBL9

Since July 2020, a total of 64 clas!

Needs of the intended audience are better

Offer preventive wellness | offerings PHE, classes were| modules were offered online servedwith disabilitycentered content on
classes to persons with transitioned to nutrition and activity

disabilities focused on onlineplatforms

nutrition, physical activity, (Facebook, WebEX

and behavioral change to

maintain ahealthy weight.

Marketing/Health Sociamedia NA Instagram: 8 posts, 230 likes; Sociamedia campaign to raise awareness
Education:Launch social engagement Facebook: 6 posts, 23ikes; around healthy lifestyléor child Members
media campaign to raise | metrics Twitter: 4 posts, 8 likes

awareness around healthy
lifestylefor child Members.

11



Quality Systems
Monitor and educate

Providerson medical record

review standards for

primary care sites for child

and adult Member
overweight/obesity
screening.

Provider sites Unable to NA {ntervention postponed
receiving training| implement

(couni Provider office
basededucation
intervention due to
COVIELY9 PHE

restrictions

Monitor and educate Rviderson medical
record review standards for primary care site
for child and adult Member overweight/obesit
screening, with emphasis on Providers who
have been identified to have deficiessiin this
measure(to be implemented postOVIBEL9
PHE restrictions

PROBLEM STATEMENT

Disparities in Managing Chronic Conditions: Members may not be able to access culturally tailored resources to help tigerkeyareionic conditions;
control of these conditions is marked by disparities. The ability to understand and gather regional characteristics woylcbgiding more culturally tailorec
approaches and care to Members. Child IEHP Members residing in San Bernardino expeliigropartionate share of acute care use due to uncontrollec
asthma. IEHP Members who identify as Hispanic are significantly less likely to have controlled hypertension than thegyadsutiEHP Hispanidentifying
Members who prefer Spanish are siggaitly less likely to have controlled diabetes than their counterparts who prefer English.

Objective Number OBJECTIVE: Goal: Final: m:"\'c’t
By June 30, 2021, Improve the offering of tailored resources for groups
marked by disparities in themanagement of chronic conditions:
Asthma and Geographic/Age Disparity: In San Bernardino Proper, amon
cohort of IEHP child Members2l years, improve AMR compliance to at
least 50th percentile through a health education and multidisciplinary carf
coordnation program50th Percentile Goal: 63.6%; Data Source: HEDIS ¢
DHCS Dispaiés Data, CAHPS data® 53.5%
(Measurement
2a Note: This priority will carry over into 2021 Pi#tion PlanProgram 63.6% Year2020 Not Met
evaluation findings after completion of 2020 Action Plan activities have Preliminary
identified future opportunities to scale the pilot program to increase reéech rate)
Members in theSanBernardino Proper Region.
Activities FOEEE : COVIDl.g PHE Impact/Outcome Description
Process Metric Impact (ifany)

12



Community Health/Health
Navigators
Engag#&Recruita cohort of

Recruit 50
Members into
the Asthma Pilot

Due toCOVIBEL9
PHE, efforts to
engage Members

Outreached to 322 Members to
enroll 50 Members into the Pilot
Program(see 2021 PNA Appenylix

In a multidisciplinary Pilot Program (including
Health Navigator, HealtBducator Pharmacist
and network Provider partngrenroll a cohort

child IEHP Membengith Program were conducted of 50 IEHP child Members $an Bernardino
asthmaand their caregivers virtually Properthat had a confirmed diagnosis of
in San Bernardino proper td asthma(see 2021 PNA Appenglix
participate in asthmapilot.

Health Education: Due toCOVIEL9 Provide caregivers of child Membewith
Engage a cohort of child Pre/Post Asthma| PHE, 1:1 health Members in Pilot Program asthmahealth educatiorto improve self

IEHP Memberwith asthma
and their caregivers in San
Bernardino proper to
participate in the asthma
education or coaching
programs.

Control (ACT)
Test Scores

educationwas
conductedvirtually

improved ACT scores by 8%.

efficacy related to asthma contr(dee 2021
PNA Append)x

Pharmacy:

Engage a cohort of child
IEHP Memberwith asthma
and their caregivers in San
Bernardino proper to
participate in targeted
medication review.

Asthma
Medication Ratio
(AMR) Pre/Post,
andICS filf; via
Pharmacy claims
data)

Due toCOVIEL9
PHEPharmacy
corsultations were
conductedvirtually

64% ofPilot ProgranMembers
improved or maintained AMR at
the 6-month period.

At 6 months 58% ofPilot Program
Members adherent to ICS fill
(compared to 8% baseline)

(see 2021 PNA Appendlix

Provided caregivers of child Members
medication education, conducteerovider
outreach as neede(k.qg., regarding
prescription medication needs)

Marketing: Develop and NA Spotlight Newsletter: Promote awareness of asthma management
Promote awareness of publish 18,998 English; 9,192 Spanish with culturallytailored messagein Member
asthma management with | newsletter Accessibitiy Newsletter: newsletters
culturallytailored messages) content to 93,940 Englist27,982 Spanish

complement Pulse Newsletter:

IEHP asthma 453,045 English; 124,637 Spanisl

programs
Objective Number OBJECTIVE: Goal: Final: mg/Not

13



2b

By June 30, 2021, Improve th#fering of tailored resources for groups
marked by disparities:

Hemoglobin Alc and Hispandentifying Members who Prefer Spanish: In
L9l tQa aSYOSNI LR LA FGA2Yy ljdzZ t A TFe]
Comprehensive Diabetes Care (CRRgmoglobin Alc Contr¢Alc <8%),
reduce the percent difference between the reference group of Members v
prefer English and the disparate group of Members who prefer Spanish fi

3.4% to 2.4%Data Source HEDIS data, DHCS DispagData

Note: This priority is not carriedver to 2021 PNA Workplan due to goal

being met.Other disparityfocused objectives have been identified for 2021

Close the gap
by 1.0%

Closed the gay

by5.3% | Ve

Activities

Progress/
Process Metric

COVIBL9 PHE
Impact (if any)

Impact/Outcome

Description

Health Education:

Engage IEHP Members witl
diabetes who prefer Spanis|
to participate in a culturally
tailored diabetes education
program in the Spanish
language.

SpanisHanguage
class offerings

Due toCOVIB19
PHE, classes were
transitioned to
virtual platforms
(Facebook, WebEX

3 WebEx Spanigiohorts (9
sessions eaclyffered:
26 participants

16 Facebook Live Spanissiors
offered: 1165 live views

Onlinediabetesmanagementlassin the
Spanish languagepnsisting of 9 weeks of
health education with topicscluding:
diagnosis disease mnitoring, healthyeating,
medication,coping, andohysicalactivity

Community Health/Culture
& Linguistics:

Provide training taCBOg0
address culture/linguistics
sensitivity to care specific td
L9lt Qad aSyYoS|
that prefers Spanish.

CBO visitgcount)

Due toCOVIEL9
PHEgefforts
redeployedto
provide food
distribution to
Membersin need

NA {ntervention not implemented

Community Healtliepresentatives will provide
local CBOwith SpanisHanguage educational
and promotional materials for distribution

Pharmacy:

Provide culturally tailored
medication therapy
management outreach to a
cohort of diabetic IEHP
Members who prefer
Spanish to increase
recommended statin
medication adherence in

this population

Number of
accepted
interventions by
Provider

Due toCOVIBL9
PHE|ntervention
wasprovided
virtually

Member outreach: 533 Members
successfully reached;
recommendation to initiate statin
delivered to Providers for 9,384
eligible Members

Interventionincluded Members of all language
preferences

14



Quality Systems
Continue to offer Member
incentive for hemoglobin
Alc (diabetes control)
monitoring

Incentives
claimed by
eligible
Members; impact
on hemoglobin
Alc screening

NA

Final data collection for Member
incentive program still in progress

Follow up program evaluation results and
continue to offer Member incentive for
hemoglobin Alc testint the eligible
populationbased on results

Objective Number

OBJECTIVE:

Met/Not

Final: Met

Goal:

2C

By June 30, 2021, Improve the offeringaifored resources for groups
marked by disparities:

| 8 LISNI Sy aArzy

FYR NI OSkSGKYyAOAGRY

the HEDIS measure of Controlling High Blood Pressure, reduce the perct
difference between the referencé/hite groupand the dsparate group
(Hispanic identifyingfrom 2.8% to 1.8%ata Source: HEDIS data

Note: This priority will carry over into 2021 PNA Workplan to focus on
broader population as wedls a newly identified population experiencing
disparities in bloogbressure contralNew data findings show a shift in
population of disparity for 2021 reporting yetifficulty achieving blood
pressure control among Members who identify as Black)

Close the gap
by 1.0%

Closed the gar

by6. %6 | Vet

Activities

Progress/
Process Metric

COVIB19 PHE
Impact (if any)

Impact/Outcome

Description

Pharmacy:
Launch mail order pharmac

Mail order paid
claims, 9eday

NA

Increase inutilization of mail order
spending from $21,800 in Quarter

Launch mail order pharmacy program to
increase medication adherence

program to increase paid claims 2019 to $79,600 in Quarter 4 202(

antihypertensivemedication

adherence.

Community Health/Culture | Training Due toCOVIEL9 Total of 679 individuals trained During the month of Octobe2020,IEHP

& Linguistics: attendees PHEtrainings (256CBO representative93 produced a biveekly training series fa€EBOs,

Provide training taCBOg0
address cultural/linguistic

sensitivity to care specific tc

shifted to virtual
platform (WebEx)

Providers 330 internal IEHP Team
Members from Membeiffacing

departments)

network Providers and TeamMembers on
subjects related to culture, linguistics and
inclusion(themeslanguage/literacy,
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Members who identify as
Hispanic.

N} OSKKSIFf GK SldZAadezx
LGBTQ and youth, seniors & SPD, and
spirituality/healing

Marketing/Health
Education:

Launch culturally tailored
textingcampaign to
promote awareness of
hypertension among
Members who identify as
Hispanic

Languageand
culture-
concordant text
messageontent
for relevant
population

NA

Texting campaign fdmypertension
and @VID19risk
Englishmessages sent: 385,037
Link clicks: 296
Spanishmessages sent: 115,736
Link clicks: 7,466

Encourage Members tgontinue to seek
recommended hypertension care during the
COVIEL9 PHE

PROBLEM STATEMENT

Screening for Behavioral Health Condition: Most IEHP Members over the age of 12 years are not routinely screened fondegmessry care. This is in tr

context of data showing that a significant proportion of IEHP Memérpgeriencedepression an@nxiety.

Objective Number OBJECTIVE: Goal: Final: mg:"\'c’t
By June 30, 2@2increase depression screening rates of IEHP Members a
12 years and above to at least 50th percentileth percentile Goal: 58%; 37.%%
Data Source HEDIS data, claims/encounter data (Measurement
3 56.0% Year 2020 Not Met
Note: This priority will carry over into 2021 PNA Workpéethe 202@oal Preliminary
wasnot met, andin response tdhe priority of addressing mental health data)
impacted by COVHDO.
Activities ATEIEES) PHE Impact (if any Impact/Outcome Description

Process Metric

Quality Improvement:
Increaseproportion of
Providers performing
depression screeninga
P4P program

HEDIS$lepression
screening
measure rate

COVIBL9 PHE may
have contributed
to Members
electingto delay
primary care(site

Interim 2020P4Pdatareflectan
incremental increaseén Member
compliance with the depression
screening measure

Activity to continue in P4program
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of depression

screening
Marketing/Behavioral Social media NA Faceboolpostreach: 15,875 Sociamediacampaign to increase depression
Health: engagement Twitter reach: 13,470 awarenessand promote related health plan
Launch social media metrics Instagrampostreach: 5,194 resources

campaign to increase
awareness oflepression
screening and related healt
plan resources.

PROBLEM STATEMENT

Member Communications: IEHP Members report not feeling-iwdkrmed regarding the coordination of health plan benefits available to them. This coulc

linked to cultural barriers anknowledge, leading to also medication adherence issues tied to managing chronic conditions.

Objective Number

OBJECTIVE:

Goal:

Final:

Met/Not
Met
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By June 30, 2021, strategically communicate Member benefits in at3east
communication campaigns or activities to better inform select Member
populations about health plan benefit®ata Source: PNA Survey; CAHPSR

data GComplete 3 3 campaigns
4 . Met
campaigns completed
Note: This priority is not carried over to 2021 PNA Workglarthegoalwas
met. However, Member communidan continues to be a priority across
IEHP.
Activities Prcljégggel\s/lseftric PHE Impact (if any Impact/Outcome Description
Marketing/ Health Number of NA Newsletter mailings: A:Member Newsletteicontentencouragng
Education: mailings April 2020: 622,300 mailings blood pressure checkand covered servicdn

A.Launch culturally tailored
communication campaign t(
reach and connect adult
Members who identify as
Hispanic with hypertension
to coordinating their related
health plan benefits.

B.Launch culturally tailored
communication campaign
(text messagingo reach
and connect adult Members
who prefer the Spanish with
diabetes to coordinating
their related health plan
benefits.

C.Launch culturally tailored
communication campaign t(
reach and connect parents
of children (B21 years) with
asthma regarding
coordnating their related

health plan benefits.

(newsletters with
relevant content)
completed
number of text
messages sent

June 2020: 623,100 mailings
October2020: 723,363 mailings
Jaruary2021: 727,284 mailings

March 2021 28,817 text messages
April 2021 1,044 text messages
May 2021 639 text messages

keypopulations

B: Diabetediealth plan benefitstext messages
regarding diabetes and@/ID19risk

C: Asthma education and health plan

information wereshared vianewsletters with
culturally tailored messging based on findings
of the asthma pilot program
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Marketing/Quality
Improvement/Health
Education

Launch culturally tailored
social media campaign to
reach and connect teens to
coordinating their health
plan benefits.

Social media
posts and
interactions

NA

Instagram 8 posts, 230 likes
Facebook6 posts, 237 likes
Twitter: 4 posts, 8 likes

Social media conterdgducatingteen Members
on navigating health plan benefits.
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8. ActionPlanUpdate(2021)
To develop th&2021 PNA Actiorlan IEHP considered the findings of updated data (described above). Again, the priorities identified
includedblood pressure contro{with mitigationof attendant racial/ethnic disparitiesasthma control in childrerand adults(with
consideration of geogghic disparities)pptimization of treatment for Members with diabetesdepression screeningand counseling
regardingtobaccocessation It is notable that several of these priorities were carried forward from the 2020 PNA Action plan for continued
focusin 2021.This is described in the matfelow. The 2021 Action Plan will drive activitie€uiture& Linguistics, Health Education,
QualitySystemsand othedEHP health plaareas during calendar year 2D2

It is important to note thapopulations ofinterest with respect to health disparities shifted in the 2021 PNA Action Flaeomparison to
those identified in the 2020 PNABetween 2020 and 2021, changes were made in heaith planreference groups werdefinedto
identify disparities in performance of quality measures (e.g., disparities in performance were identified in compaoigeralichealth plan
performancein a particular measure among the eligible population). This improved standardization of manfriperformance
disparities will allow more accurate trendigging forward. This will also support better understanding of the impact of interventions
targeted to address these performance gaps.

2021 PNA Action Plan

Priority
Population

ProblemStatement

Objective

Data Sources

Activities

Members with
hypertension
(additional focus
on Members
who identify as
Black)

Disparity Focus

A significant proportion of
Members with hypertension
do not meet blood pressure
control goals (CBPIEDIS
measurg; furthermore,
Members who identify as
Black are less likely to meet
the CBP measure@hen

O2YLJI NBR (2 L
population
(Measurementyear2020

Preliminary Rate for CBP:
54.9%; 58 percentile goal:
61.8%)

ByJuly1,202m1H t Qa
Member population qualifying
for the HEDIS measure of
Controlling High Blood Pressure
(CBP)(a) aim foroverall
improvement in CBFrom 54.9%
to 61.8%and (b) reduce the
percent differencddisparity)
between thelEHReference
groupMembers who identify as
Hispanic to Members who
identify asBlack froml1.4% to
8.4%*

(*Performance levels used to

generate disparity goal: 22.2%

Claimséncounter
data
HEDIS Data

Pharmacy Remote patient monitoring pilot
(blood pressure)

C&L/Community Healthimplementation of
blood pressure screening and resource linkag
intervention in IEHP Community Resource
Centers.

Behavioral Health/Care Managementaunch
pilot integrated care managememrogram to
manageMembers with hypertension in the
KSI f (i KowDeserfeQian

Health Edication: Launch hypertension
educationprogram to address health
educatioricultural & linguisticseedsof IEHP
Members, with a focusroMembers identifying
as Black
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(HEDI$neasurement yea2020
interim rate for Blackdentifying
group); 24.9% (HEDIS
measurement yea2020 interim
rate for reference group)

Health HomesProgram Launchvalue Based
Paymentprogram withparticipatingProviders
(Member populationCBP metric performance
tied to reimbursement)

Quality SystemsInclusion of CBP measure in
P4P program

Pharmacy Comprehensive Medication
Management (CMMprogram piloting with
pharmacy sites to improve CBP measure

Pharmacy Targeted Medication Review (TMR
for Members withhypertension

Quality/Pharmacy DHCS Health Equity
Performance Improvement Projecto offer
medication therapy managemeservicesor
hypertension control

Members with
Asthma inL 9 |
San Bernardino
Proper region

Disparity Focus

Members residing ih 9 | t
San Bernardino Proper
geographic region
demonstrate worse
performance in asthma
control as measured by the
Asthma Medication Ratio
(AMR) HEDIS metric, in
O2YLI NhAazy
reference rate ¢verall
performance across regions

02

¢ By July 1, 2022mprove AMR

compliance rateamong
Members in theSan Bernardino
Proper region taeduce the
percent difference betweethis
regionand the reference rate
from 7%to 4%*

*Performance levels used to
generate disparity goab35%
rate SB Proper (HEDIS
measurement yea2020 interim
data); 574% overall rate (HEDIS
measurement yea2020 interim
data)

Claimséncounter
data
HEDIS Data

PharmacyH ealth Education: Launch expanded
Asthma Program to addressthma needs for
both child/adult Membersn the San
Bernadino Properregion(mitigate disparity)

Pharmacy Comprehensive Medication
Management (CMMprogram piloting with
pharmacy sites to improve AMR measure

C&L/Community HealthCommunity Health
Workers will increaseulturally responsive
referralsto the asthma program

Quality Systems/PharmacyDHCS AMPBroject
(will involve Provider engagement and Target
Medication Reviewe TMR¢ for Members
missing an asthmeontroller medication
prescription; will also recruit outside the San
Bernardino Proper region)

Cardiovascular
risk for people
with diabetes

Members with Diabeteswho
are at risk forcardiovascular
disease araot receiving

By July 1, 2023mong IEHP
Members qualifying fothe

Statin therapy for People with

Claimséncounter
data
HEDIS Data

Pharmacy Targeted Medication RevieWw(IR
program topromote statininitiation and
adherenceor eligibleMembers with diabetes

21



statin therapy (Measurement
Year2020 Preliminary Rate:
66.9%; 79 percentile goal:
68.7%)

Diabetes (SPD) HEDIS measur
receiving statin therapyimprove
the rate from 66.9%%6to 68.7%.

Pharmacy Provideroutreach with education
regarding SPD measure compliance among
eligible Members

Pharmacy Launching partnership with a
network academic medical center to improve
SPD measure adherence in a Member
population of interest (Members who prefer th
Spanish language)

Depression MostIEHP Members over the By July 1, 202 improve rate of | Claimséncounter Health Edication: Include validated depressior
screening age of 12 years are not depression screening across all data screening irPerinatalHealth Education
routinely screened for age groups fron37.8% t047.8%.. P4P data Program and refer téroviders asindicated
depressionin primary care. C&L/Community HealthHealth Navigatorsral
(MegsgrementYearZOZO Community Health Workes will complete
Preliminary rate: 37.8)6 Health Appraisalvith Member to screen for
depression and refer Members accordingly in
culturally responsive manner and will provide
cultural resources for other health plan
departments as needed
Quiality Systemsinclusion of depression
screening measure in PgiPogram
Health Homesrogram: ensure performance
and documentation (via Providdinked care
teams) ofdepressiorscreening for Health
Homes PrograrkligibleMembers within 90
days of enroliment
Child IEHP IEHP Members ages3years | By July 1, 2022, improve the rat DHCS Dispaigls | Quality SystemsProvidereducation campaign
Members(ages = who prefer Englislre less of developmentalscreening Data focused on accurate coding for pediatric
0-3 years; with a likely to undergo (DHCS DEV measure developmental screening
focus on recommendedpediatric performancelamong IEHP C&L/Community HealthHealth Navigators&

Members who
prefer English)

Disparity Focus

developmentalscreening as
comparedto the overall

eligible population (reference
group)(Measurementyear

Members ages-3 years who
prefer Englistirom 12.9% to
18.0%

Community HealtiWorkerswill complete
Health AppraisaWith the Parents/Guardians of
Members age0-3 yearsand refer Members to
developmental screeingand Health Education
program
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2019DHCS Disparity Data
Rate 12.9%)

Health Edication:/ 2 Y G A y dzS &/ A N
program promoting developmental screening
childMembersages @5 yearsand their
caregivers; launch partnership with regional
Gl StLJ aS DNRBgé AYyAUA
participation in developmental
screening/resource linkage

Quiality Systemstnclusion of pediatric
developmental screening measure in P4P
program

Adolescent and
adult IEHP
Members
identified as
using
tobacco/nicotine

In the 2020 CAHRSuUrvey,
IEHP scored at 71.7%, or 25
percentile with respect to
receipt of Provider advice
regarding quitting the use of
tobacco(CAHPS®
Measurementyear2020 rate
71.7%, or 25th percentile)

By July 1, 2022, launch a
coordinated pilot program to
improve the rateat which
Providers advise Members on
smoking or tobacco cessation tc
at least 80%

CAHP® data

Pharmacy LaunchPharmacy student internshiy
program at IEHP to provide smoking/tobacco
cessation to a cohort adligibleMembers

Health Edicatior Culture& Linguistics
Developa smoking/tobacco cessation individu
coaching program to support Members in
setback recovery, motivational interviewing,
and goal setting to a cohort efigibleMembers

Health Edication: Develop community
partnerships with local and state levatities
to provide cessation resources for Members
identified as smokertobacco userge.g.,CA
Quits,SmokersHelpline, and Tobacco Coalitior

Quality Systemstnclusion of CAHPS® tobacc
cessation counseling measure in P4P prograr

Provider ServicesPromote Provider Portal anc
educational materials/resources trovider
offices to encourage cessation communicatio
with Members
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9. Stakeholder Engagement

IEHP engagecbmmunitystakeholders throughout the PNA procelsHP sought feedback from
Members inEHP Community Advisory Committétiee Public Policy Participation Committemr PPPLC
Inthisvenue on 6/16/21,IEHRpresented the 2021 PNA Key Findings and Action Plant&fmsolicit
feedback abouR021 PNA prioriti€@ppropriateness andlarity. When presented the priorities for the
PNA this yeaMember feedback from tis venuesupported the followingralidationand feedback

1. ThePNAfocusandprioritiesare accurate ad ¢on the right tracR €

2. The health issuesharedarerelatableto the community;

3. The PPPCsupportéte nHm tb! ! OdA2y tflyQa prévéntivg OAy 3
careand chronic disease managemeand

4. With respect to the objectivéocused on depression screening, Members highlighted the
importanceof addressing cultural barriefstigmawith regards tomental health.

The2021 PNA also involved dissemination of Key Findings arD&Action Plan Update texternal
partners (e.g., dpartments of public health, health care delivery syste@BO} Findings were shared

via individual meetings with stakeholders, committee presentations, and via joint operations meetings.
Engaged key stakeholdesgiformly expressed a desire to develajidre ongoing collaboration with

IEHP with the emphasis of reducing duplication of work and focusing on key priorities to build collective
impact.

The summary of findings and final report will dieseminated to IEHP Members, IEHP Providers, and key
community and public agency partners. Findings will be sharethei@rovider Portal an{in-person

and/or virtual)presentations. Highlights will be communicated and publishedw&lember
Newsletter.Additionally, the 2021 PNA Action Plan will be sharetiéalth plan quality reports and
AYGiS3aINFrGSR Ayid2 LO9ItQa &aidNIGSIAO LAY
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2020 Food Insecurity PROGRAM EVALUATION RESULTS

A Food Insecurity Screening & Resource Linkage Program
Executive Summary

By: Anna L. Edwards

The Food Insecurity Screening and Resource Linkage Program was designed after completdagthn in
population assessment guided by the PRECGHREBCEED Model (PPM) planning framework and aligned
gAGK GKS aAyySazidl LyidSNBSy lhe ®gls pogulatidri wasihigiek2z y O S LJ( dzt
members of a public, managed care health insurance plan (Inland Empire Health Plan [IEHP]) living in the
Low Desert region of the Inland Empire in southern California. IEHP members are Medicaid and/or
Medicare benefi@ries who are at greater risk for adverse health outcomes and social determinant of
health disparities. Highisk member characteristics included poverty, disability, and an aging

population. The population assessment, which included quantitative aalitgtive data synthesis,

revealed several population risks and diagnoses. The diagnoses were validated with key stakeholders
within and outside the organization and prioritized according to evaluation criteria. The highest
population risk was food inserity. The results of the assessment informed the program plan

development. The program goal was to reduce food insecurity in the focus population by 60%. Key
LINPOSada 202S0O0GA@PSa AyOf dzZRSR &St SOGAY3ddvelopimg2 R Ayas
training materials, standard work, decisisapport algorithm and a resource grid for the IEHP care
management staff who interact with the focus population. A monitoring and oversight report was
designed to collect and analyze the data throughiine implementation period (June 1, 202@ctober

15, 2020). Outcome objectives to support the program goal included training, staff completing the food
insecurity screening and documenting a follow call with members who screened positive to

determine if the food resource was obtained. The CGlApandemic increased the food insecurity
prevalence. Senior leadership responded to this need and requested that the program be expanded
beyond the focus population to all IEHP members that the care manegestaff interacted with. The
program wasxpandedand 160/173 staff were trained between June 1, 2020ly 1, 2020. Program

data were analyzed and determined that although the process objectives were met, only two out of

three outcome objectives we met. The program goal was not met. During feedback sessions with
supervisory leadership, valuable information was learned to inform process improvements for the
program and potentially contribute to future studies and program development. The program
sustainability plan has been approved and supported by IEHP leadership.
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A Food Insecurity Screenirand InterventionProgram for HighRisk Members of

Inland Empire Health Plan

Food Insecurity (FI) is a growing concern across the USiiaés, particularly in light of the
recent COVIEL9 pandemic which has negatively impacted the health and economic stability of millions
of Americans. The number of Americans qualifying for Medicaid is increasing exponentially due to loss
of employment. According to a 2014 report to congress by the Medicaid and CHIP Payment and Access
Commission (MACPAC), Medicaid recipients are at higher risk for poor health outcomes, comorbid
conditions, poverty, disability, and negative social determinants of hel#th those with commercial
insurance and/or higher income levels (MACPAC, 2014). This information indicates that the larger
population of Medicaid recipients is vulnerable to adverse health and socioeconomic disparities,

including food insecurity (MACPAZD14).
Problem

I O2YLINBKSYAaA@®S LRLMzA FGA2Yy FaaSaavyYSyidiskO2y RdzOG S
members living in the Low Desert region of the Inland Empire revealed that this population was at risk
for food insecurity (FI). Assessment data sosraed methods included qualitative, quantitative,
comparative literature review, and key informant interviews, which provided an appropriate depth and
breadth of information about the population. Food insecurity data were analyzed and compared across
courty, state and national realms to corroborate the extent of the problem @&ggendix A foFood

Insecurity Comparative Data).

This problem was supported by sélfS LJ2 NIi SR L2 LJdz | A2y RIFGF FTNRY &
Risk Assessment (HRA), where 29%sfandents completing the HRA reported this as an issue (Health
Informatics department, email communication, November 26, 2019). Key informant interviews with

IEHP care management staff who directly interact with this population also identified Fleagiarft
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problem reported by approximately 50% of the members (personal communication, October 15, 2019).
Additional evidence supporting this population problem includes income statakfying for Medicaid
coverage (at or below poverty level) and the tdi availability of retail grocery stores in the vast Low

Desert geographic area demonstrated through a windshield survey.

After analyzing and synthesizing the data FI was prioritized as the most significant problem for
the focus population. This wasragd upon after validating the results with key stakeholders within and
external to IEHP. They had a vested interest in understanding the data and diagnoses, as well as

prioritizing them according to relevance to the population, organization, and comgnunit
Purpose

The intent ofthe FI screeningnd resource linkagerogramwasto address three vital
processes: screening, resource linkage and folippconcluding with evaluating thextent to which the
program goal is met.e.,to reduce Fl in the highsk members of Inland Empire Health Plan (IEHP)
residing in the Low Desert region of the Inland Empire. The Fl screening and resource linkage program
included screening all focus population members for food insecurity duringnited
34S53aaYSYyikaONBSyAy3 LINPOSaa daAy3d + GFfARIFIGSR (2
The care managers serving the focus population were trained on the use of the Hunger Vital
{A3dyuns K2g G2 dzaS | y-mbkingfér Nikafeiorapprapriatd fiiwid ReSourBe8¢OA & A 2 V
Appendix B, FI Resource Algorifh@and how to link members to a food resource using a developed
resource tool (sedppendix C, Food Insecurity Resousr@ by Zip Code). Standard work was
developed b train on documenting the problem, goal, and intervention in the medical management
system, and most importantly, following up with the member to determine if the food resource was

obtained.
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The intervention was designed to augment the current assesstoets available to the care
management staff serving the target population. The intervention involved a system change at the
organizational level by incorporating specific screening questions into the standard assessment process,
a group level change tbugh educating the care management staff on the process to screen for Fl, and
the use of an algorithm for an individualized memiseecific interventionEdwards, 2020 This three
pronged approach is consistent with thMinnesota Intervention Wheel in tens of working across levels
of impact (individual, community, system), which was tbaceptuaframework used to develop the

program(Keller, Strohschein, Schaffer &-Haagberg, 2004).
Background/Significance

CKS adlrasS 27F /|t AFiasetyra residnts IWRE 7.92aNI1%, 2nd the Bow F 2 2
Desert region, spanning both Riverside and San Bernardino counties was close to this overall percentage
at 9.4% and 10.1% respectively (Feeding America Research, 2017). The population of focus qualifies fo
YR NBEOSAQGSa/adSRAGIYAR EMRaFSRW AL 0 | yYRk2NJ Rdzr £ 02 @SN
common level of poverty, placing them at greater risk for FI and other social determinant of health
disparities. The American Heart Association (Al£0entlypublished a position statement supporting
food as medicine, particularly for the Medicaid populatishich has significantly higher rates of food
insecurity than nosMedicaid populations (AHA, 2019).K S T2 Odza L2 LJddzf | GA2Yy Q& KA 3|
peope with disabilities (50%) and significant percentage of seniors (59%) places the population at
greater risk for food insecurity due to unemployment and physical, cognitive or sensory limitations
(Heflin, Altman & Rodriguez, 2019). Demographic data ®fdbus population is captured Appendix
D, IHEP Low Desert Member Demographics, October 2019. A windshield survey of the Low Desert
region revealed a geographic challenge of long distances (approximately 10 miles) between rural areas
and a limited numbr of fulkservice grocery stores to serve this vast region and overall population. This

presents not only transportation barriers but food quality selection barriers for this population, which
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are both identified in the literature as contributing factdosfood insecurity (Office of Disease

Prevention and Health Promotion, n.d.).
Evidence in the Literature

A systematic review of food insecurity screening programs in health care settings by De Marchis
et al. (2019), evaluated 23 articles for program difeness. The programs all used a FI screening
AYAGNYzYSy Gz F2dz2NJ 2F 6KAOK dzaSR GKS 1 dzyaISNI £A0F € {
revealed an overall low quality of studies (17/23) leading to a recommendation for increased scientific

rigor in future studies with a focus on quantitative outcomes (De Marchis et al., 2019).

Two Kaiser Permanente relevant studies presented the use of a food insecurity screening tool in
a comparable organizational context (Medicaid managed care organixatio@ of which focused on
the higher risk elderly population (Steiner et al., 2018; Stenmark et al., 2018). A food insecurity
AONBSyAy3a (22f gl a&a dzaSR Ay 020K addzRASEAY 2yS 2F ¢
resource referral interventiofor positive FI screening results similar to the program described here
(Stenmark et al., 2018). A positive outcome in this particular study demonstrated a systasis
change and organizational commitment to policy change in order to improve fooduitiigescreening

and referral to resources for the qualifying membership (Stenmark et al., 2018).

There is evidence in the literature relatedfkb screening in vulnerable populations such as
Medicaid recipientschildren and the elderly. This underscorés importance of adopting screening
into organizational processes and procedures to ensure all populations are screened uniystsilgr
et al., 2018; Stenmark, et al., 2018). However, there is a lack of literature evidence related to the
outcomes ofFl screening and actual resource attainment (De Marchis et al., 2019). The action of
screening for Fl, other social determinants of health, or any heeltited problem is ineffective if the

problem is not addressed, and the outcome evaluated (Canndi§)20
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Environmental Context

Inland Empire Health Plan (IEHP) is a public;profit, managed care health insurance
company serving over 1.3 million members who are Medicaid (Mad)i or dual eligible (Medicare and
Medicaid) beneficiaries living in thevd counties (Riverside and San Bernardino) which comprise the
LYftFryR 9YLIANB NBIAZ2Y Ay a2dzZiKSNY /I fAF2NYAIlI ® Lol
of the entire population (4 million) residing in the Inland Empire (IEHP, 2020; InlanceBnspin.d.).
IEHP is committed to improving the health and viing of its members and the community including
addressing the social determinants of health and food insecurity. IEHP works collaboratively with both
county Public Health Departments andmerous communitypased organizations to provide innovative

approaches to care and social support.

L91tQa /FNB alyl3aSyYSyid RS Lilimdl g&fyvio nBkeé biftréaghd Of Ay
connections with members to assess for physical, behaviandl social determinant of health needs to
connect members to health plan benefits and community resources. There is a regional care
management team, supporting members living in the Low Desert region, who were key informants and

stakeholders during the aessment, prioritization process, and plan for program implementation.

Salient features of the organization and focus population include IEHPs commitment to serving
its members and community through communkligsed partner support, education and resource
linkage at three IEHP Community Resource Centers. IEHP values innovation, including addressing social
determinants of health. For those IEHP members experiencing poverty, the experience transcends
health, weltbeing, and stability. This is deserving ofi@ervention to improve access to life essentials,

especially food.
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Project Objectives

Outcome, process and impact objectives were developed to define the steps needed to meet
the program goal (to reduce FI in the higbk members of IEHP residing etLow Desert region of the
Inland Empire) that are measurable, specific, culturally sensitive and rel@dwards, 2020)A high
bar was set for all three objectives (75%) due to a high level of confidence in the Low Desert care
management team (n=9ptattend the training and follow the standard work. Three outcome objectives

that support the program goal are detailedAppendixE and presented below:

1) 75% of IEHP care management staff who interact with-HgglEHP members living in the Low
Desert region will attend the training on the Fl screening tool and criteria algorithm for resource
linkage by May 15, 2020, measured by training attendance records.

2) 75% of members being assessed by the trained IEHP care management staff will be sareened f
FI during initial assessment, measured by the number of members with a documented FI
screening in the medical management system by August 15, 2020.

3) 75% of members referred to a food resource will have a documented falfpWwom the care
management stdfin the care plan within two weeks of the referral, measured by the
documented followup in the medical management system by August 15, 2020.

Process objectives were developed to define the steps needed to meet the outcome objectives
and program goal asethonstrated below and iAppendix E.The six shorterm process objectives

deemed essential to achieve the outcome objectives are listed as follows:

1) Select a validated FI screening tool to be used by care management staff who interact with high
risk membes living in the Low Desert region by February 2, 2020.

2) 1 RR GKS 1dzyaSNI A6t {Adyu aONBSyAy3d (22t G2 Y
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3) Develop an algorithm for eligibility for FI resources to be used by care management staff who
interact with highrisk members living in the Low Desert region by April 1, 2020.

4) Develop a staff training module on using the Fl screening tool during every initial assessment for
highrisk members living in the Low Desert region by April 15, 2020.

5) Develop documentatioexample template for care management staff interacting with kigh
members with Fl as an identified problem in the care plan section and timeframe for fafiow
by April 15, 2020.

6) Develop a weekly monitoring report that captures the focus populatiompieted FI screening,
documented care plan problem, timeframe follawp, and intervention completion date by May

1, 2020.

One impact objective is focused on a behavior change for the care management staff, to
incorporate Fl screening into their assessmeiticess during each initial member contact. The
measurable impact objective was dependent on achieving the training outcome objective as stated

below:

Upon completion of the Fl screening and resource linkage training the care management
staff will screerall members for FI during each initial contact.
The most important impact objective is aligned with the program goal, to reduce Fl in the focus

population. Measurable impact objectives are as follows:

Members who screened positive for Fl are linked toadfresource, confirmed through a follewp

contact with the care management staff.

Frameworks

The Food Insecurity Screening Program proposal was designed after completirgeathin
population assessment guided by the PREGHRECEED Model (PPM) planfiagiework.
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Assessment data sources and methods included qualitative, quantitative, comparative literature review,

and key informant interviews, providing an appropriate depth and breadth of information about the

population. The Minnesota Intervention Welewas selected as an appropriate conceptual framework to

3dzA RS GKS RS@St2LIYSyd 2F GKS F22R AyaSOdzZNAde LINE3
foundational constructs of systems, community and indivifoalsed change align with the

Ay (i S NI S ttipated iyhenat (Keligr, Strohschein, Schaffer &Hidagberg, 2004). First developed

by the Minnesota Department of Public Health, Nursing Division, this model has been applied to

numerous programs and interventions through specific actions or act\itigt promote system,

community and/or individual welbeing (Keller, et al., 2004).

The PRECEPIROCEED model (PPM) was used to guide the evaluation of the program. The
PROCEED portion of the model (phdsesthrough eight addresses the implementian and evaluation

phases (Green & Kreuter, 2005), detailed\ppendix-.
Methods

The program design was guided by the PREEHIECEED model and included a detailed
implementation timeline (se@ppendixG for original implementation timeline). The implementation
included a detailed program budget to account for personnel, materialsagraining kicloff lunch (see

AppendixH for original program budget).

The COVIR9 pandemic heightened the food insecurity problem to a level of urgency,
prompting IEHP to develop a myftfonged approach to help our members. This created an
opportunity for three significant changes to the implementation plan. The most-natethy was the
NBIljdzSad FTNRBY LO9ItQa {SyA2NJ5ANBOG2NI 2F LYyGdS3INFGSR
population receiving care management servic&his meant &hange in the number of potential IEHP

members(n= 596,757and their demographics (Appendix I., IEHP Total Population Demogragpinids)
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an increase in the number of staff to be trained (from nine staff to potentially 173). The second change
to the implementation plan was adapting the training materials and milieu from gpeirson training to

a virtual venue.

Training for the care management department staff was divided into six sessions,
accommodating leadership requests and business continuity, coraimgion June 1, 2020 and
concluding on July 1, 2020. All training materials were electronically distributed to participants on the
day of the training and placed in a departmental folder for accessibility to all care management staff.
The training includd an operended question and answer opportunity throughout the sessions and the
trainer (this author) encouraged contact at any time during the prograrnorgll Weekly checins with
the staff were completed during their team huddles (brief daily megtiio remind and encourage staff

to complete the screening for all members they contact and to answer sceseitific questions.

The program design included a weekly report to oversee the progress of the intervention and
provide an opportunity for couescorrection if needed. Due to the COMI®pandemic, the Healthcare
Informatics Department was inundated with new regulatory and internal process report requests which
deprioritized and delayed the weekly oversight report from the expectedJuitk dateo the end of

August 2020.

Procedures for Data Collection & Analysis

The weekly oversight report was designed and validated with a care management Business
Analyst and expert reporting staff in the Healthcare Informatics Departr{ss=® Appendix K for Wkly
Monitoring & Oversight Report ExampleData was extracted from the medical management system
and mapped to reporting fields to determine if the care management staff were following the standard

work provided during the trainingsée Appendix.|.Foodinsecurity Standard Work Document
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Description of Measurednstruments& Protection

¢KS 1 dzy3SNI £A 0 t Adpéndini) ista validand rélighle yodl aviaiefin thie
public domain and isoted to have sensitivity (97%) and specifi¢@8%) to accurately identify food
AyaSOdaNARiGe 61 F3ISNISG fdX HaAamMAaOd ¢KS G22t 61 & 0 dz
The monitoring report was validated by the Healthcare Informatics department and revalidated by the

care managemernBusiness Analyst as a second level review.

wdzia K ! YAOGSNEAGEQa LyadAddziazylf wS@ASS .21 NR 6
it as norhuman subject research. Data analysis was reviewed and presented in aggregate form, free of

member identifies.
Results

The original program launch date was delayed from the intended May 15, 2020 to June 1, 2020
to accommodate the widened scope and scheduling of six trainings versus the one training planned.
Data collection began on July 15, 2020 and concluae@ctober 15, 2020 (12 weeks total). Deviations
from the intended timeline for process and outcome objectives are captured withpendixE in red

font.
Training

The first outcome objective related to staff training was exceeded at 92% (n=160/173),
demonstrated inAppendixE. The training milieu was changed from onpénson training to six virtual
trainings due to the COVAD® pandemic work from home environmenAll trainings wereecorded,
and a link was provided to the leadership and staff for future review or ru@kgessions. The virtual

environment presents unique challenges such as technical difficulties, potential for participant
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distractions (.e.,home environment, incoming emails/messaging) and limited ability to gauge the

I dZRASy O0SaQ Sy3alF3asSySyiao
Screeningmplementation

The food insecurity screening and resource linkage program implementation were launched on
June 1, 2020 with a staggered approaelaccommodate multiple care management staff members.
The staff was instructed to begin using the standard work and tools immediatehtrposhg. Weekly
checkin meetings with the staff began on June 8, 2020 according to the process outcome ti(aebne
AppendixG) during their team huddle meetings to answer questions and provide a reminder to screen
all members for food insecurity and to follow the standard work provided in the traidipggndixJ.,

Standard Work document).
Oversight & Monitoring

Although the process objective to develop a weekly monitoring and oversight report was met,
the actual delivery of the report was delayed from the expected date ofJuigto August 19, 2020 (10
weeks posimplementation) due to multiple competing prigies within the Health Care Informatics
unit. The delay impacted the ability to analyze the data and course correct thepimbal results ¢ee
Appendix K for Monitoring & Oversight Report ExarhpMeetings with the care management
leadership were caducted on September 18 and 23, 2020 to discuss the results and receive feedback
regarding barriers and areas of improvement. Several themes were gleaned from the feedback session
such as staff confusion, lack of clarity in the standard work wording, tiofitrgining coinciding with
major process changes within units, and supervisor misunderstanding of the initiative and details (see
AppendixN for Leadership Feedback Details). These variables likely impacted the unmet outcome

objective and overall progma goal. During a retraining provided on October 21, 2020 a staff member
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suggested it would be helpful to have a dashboard for the staff to have visibility of their own

performance compared to their peers as a source of motivation for improvement.

The seond outcome objective regarding staff screening all members that they contact for food
insecurity was not met. The goal was 75% and the result was 30%01@7#13,784). However, the
third outcome object related to members who screened positive for fiosecurity and linked to a food
resource, with a documented followp within two weeks to check the status of the referral, was
exceeded at 94% (goal was 75%). Appendix E contains the results of the process and outcome evaluation

measures.

Discussion

TheFI screening and resource linkage program was developed according to qualitative and
guantitative data, literature evidence and the stakeholder review process. The program included a
follow-up process with members who screened positive for FI and lirkedfood resource to
determine if the member received the food resource. This has been identified as a missing element in
the related literature (De Marchis et al., 2019) and presents a potential opportunity to contribute to the

growing body of literaturén this area.

Program strengths included tremendous support from IEHP executive leadership for the
program implementation, in addition to interest from county, state, and federal level entities. The
program was responsive to a change in demand stimulated by the €@\&nhdemic and ensuing
economic crisis and it compliments similar internal department and external partner social determinant
of health initiatives. Program limitations that likely negatively impacted one program objective and the
overall program goal tluded the timing of the training which conflicted with new unit processes and
the shift from an iroffice to a work from home environment. Care Management leadership

misunderstanding of the standard work and accountability to ensure oversight also betipb
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negative impact on the results. Additionally, the medical management system has multiple selection
options for documentation which were not clearly addressed in the standard work process. This makes

data capture challenging.

Limitations can beigwed as opportunities for improvement which will be incorporated into the
sustainability plan. Some of the feedback from the staff and leadership (Appendix N) has already been
incorporated into the program as a process improvement. This includes pr@édietraining for the
care management team with the lowest performance and providing clarifying language in the standard
g2N)] R2O0dzySyiao ¢CKS LINPINIY KFa 0SSy AyO2NLRNI GSR
an intervention to support the obéty problem identified in the organizational assessment. The
Population Needs Assessment is a health plan requirement and results are reported to the state
Department of Health Care Services (DHCS) on an annual basis. This inclusion will be helpérl to gar
continued support for sustainment at the organizational level. Additional sustainment plans include
incorporating the training into the new employee onboarding process for care management&haff.
data will be monitored over time to assess for reace of needHowever, as previously mentioned,
the Medicaid population is particularly vulnerable to the adverse health outcome effects of social
determinants of health and therefore likely to demonstrate a continued need to assess for food security

long-term.
Conclusion

After a thorough population assessment, synthesis of the data and literature review, food
insecurity was prioritized as a significant problem for the population. Screening for food insecurity was
a gap in the care management procebgrefore demonstrating a need for the program. Due to the

COVIEL9 pandemic and the economic impact, the food insecurity problem was amplified, necessitating
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an expansion beyond the focus population. All process objectives were completed within a thodifie

timeframe and two out of three outcome objectives were accomplished.

Although the overall program goal was not achieved, feedback gathered from internal
stakeholders provided an understanding of barriers and ways to improve the program. This istpart o
continuous process improvement cycle. This program will be continued into the foreseeable future and
continuously monitored for quality improvement due to the ongoing need to support IEHP members in
the food insecurity space. The support and entass for the continuation of the program from IEHP
executive leadership is appreciated. Result dissemination will span from internal stakeholders to
county, state and federal interested parties. Dissemination opportunities to date includes presenting
the program constructs to the California Department of Health Care Services (DHCS) and the Centers for
Medicaid & Medicare Services (CMS) during a monthly call (June 9, 2020), and a formal presentation of
the program to a diverse audience attending the M€dl Managed Care Advisory Group of the

program on September 3, 2020.

This program has the potential to add to the growing body of literature through publication
opportunities, where others can build on the work that was completed. The overarchingfgba o
program and future work is to positively impact the health, virding and dignity of vulnerable

populations experiencing food insecurity.
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Appendix A. FabInsecurity Problem Comparison Data

Table A. 1.

Food Insecurity Problem Comparison Data: IEHP Focus Population, County, State & National

IEHP HigiRisk
Members Riverside @ San Bernardino California National
Residing in Low.  County County

Desert Region

Food Insecurity
Rate in 29% 9.40% 10.10% 11% 12.50%
Percentage of

Total Population

Note. National, California state and county data on food insecurity adapted from FeedingAmerica.org
data retrieval, 2017 statistics.

IEHP higliiskmember data: 29% of members who completed Health Risk Assessment survey indicated
food insecurity per Health Informatics department, 11/25/19 data.
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Appendix B.Food Insecurity Resource Algorithm

Immediate need
fior food?

]

W'a
discharged from
haspital within 30
days?

Mo

Receiving
CalFresh
benefits?

Yes

s Member a senior
citizen?

Mo

Is Member a
eteran?

Mo

Is Member pregnant,
breastfeeding or have
hildren under age of 5

e s—m

Refer to local food
bank.
AND/OR
COVID-19 Relief
resources by County.

Evaluate for Medically
Tailored Meal &

Yes—> Process Referral [
{Mom's Meals)
Mo—| Refer to CalFresh —_——

Refer to local Senior
Center for meal
program

Refer to local VA food
resource

Yes—

Refer to WIC

Are there school

home?

age children in the

Ye s

Provide referral
infermation for
schoollunch
program

End
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Table C. 1

Appendix C. Food Insecurity Resource Grid

Food Insecurity Resource QridZip Code

zip code: 92317

Food Resources

Description

Riverside County Resources

San Bernardino County Resources

CalFresh

Money on a debit card to

about $127 per month per
person.

purchase food.Average benefit is

http://dpss.co.riverside.ca.us/self-

http://wp.sbcounty.cov/tad/programs/calfresh/

sufficiency/calfresh-snap/apply

Women, Infants and
Children (WIC) Program

foods for pregnant/post-partum
women, infants and children
under 5. Nutrition education and
breastfeeding support also
provided.

Money to purchase pre-specified

https://www.rivhero.com/

http://cms.sbcounty.gov/wic/home.aspx

Summer, Afterschool, and
Summer Meals Programs for
Children
https://www.cde.ca.gov/ls/nu
/sf/sfspinfo.asp

Free or reduced price meals or
snacks for students. Eligibility
criteria for programs during the
school year and summer may
vary.

https://riversideca.gov/park rec/pro

https://sbcusd.com/district offices/nutrition ser

grams-sports/youth/summer-food-
program

vices-old/school meals program

Food Banks

Free food and grocery items for
people of all ages. Food must be
picked up in person by the
Member or a proxy.

ConnectlE: Enter Member's zip code
to search for all local food banks.

https://connectie.org/

ConnectlE: Enter Member's zip code to search
for all local food banks.

https://connectie.org/

Congregate Meal Sites

specific sites, such as senior
centers, churches or housing
communities.

Meals provided to older adults at

ConnectlE: Enter Member's zip code
to search for all local congregate
meal sites.

If age 18 or older and meets CBAS
criteria, explore this option with the
Member.

https://connectie.org/

ConnectlE: Enter Member's zip code to search
for all local congregate meal sites.
If age 18 or older and meets CBAS criteria,
explore this option with the Member.

https://connectie.org/

Home Delivered Meals

Meals delivered to older adults
who can't otherwise prepare or
obtain nutritionally adequate
meals.

Meals on Wheels:
https://www.riversidemow.org/

Meals on Wheels and More:
http://hss.sbcounty.gov/daas/resources/nutritio

Home Delivered Meal Programs
and Others:
https://riverside.networkofcare.org/a

n.aspx

ging/services/agency.aspx?pid=RIVE

RSIDECOUNTYOFFICEONAGINGSenio

rNutritionProgramCongregateandHo
meDeliveredMeals 38 1 0

Medically-Tailored Meals

Home-delivered meals tailored

to meet the needs of a specific

health condition or combination
of conditions.

Mom's Meals: Discuss this option
with IEHP Medical Director for Medi-
Cal only Members. If Member has
Cal MediConnect, review with
Manager for Care Plan Options
benefit.

Mom's Meals: Discuss this option with [EHP
Medical Director for Medi-Cal only Members. If
Member has Cal MediConnect, review with
Manager for Care Plan Options benefit.

Soup Kitchens/Free Dining
Rooms

Free prepared meals for people
of all ages.

ConnectlE: Enter Member's zip code
to search for all local soup kitchens.

https://connectie.org/

ConnectlE: Enter Member's zip code to search

for all local soup kitchens.

https://connectie.org/

Note: Adapted from the Nutrition and Obesity Network for Policy, Research & Evaluation.

46



Appendix D. IHEP Low Desert Member Demographics, October 2019
Table D. 1.

IEHP Low Desdwtember Demographics by ACG Sc@etober 2019

Low Desert Region Risk Stratification
October, 2019

High Risk by Gender

High RislACG 4,760 3% Female 57% 2,702

Rising RiskCG 13,584 10% Male 43% 2,058

Low RisKACG 122,498 87% 4,760
140,842

High Risk by Ethnicity

o

High RIS}ACG 0-20 112 3% ﬁlrgg&::?\l;gjzn o g 20
High RislACG 21-30 183 Asian Indian <1% 8
High RISIACG 31-40 382 gf;"’r‘]rc‘jgrr Pacific <1% 16
High RislACG 41-50 656 Black 5% 241
High RisltACG 51-60 1,489 Cambodian <1% 1
High RislACG 61-70 1,324 Caucasian 32% 1513
High RislACG 71-80 420 Chinese <1% 4
High RislACG 80+ 194 Filipino 1% 30
Rising RislhCG 0-20 1,870 Hawaiian <1% 1
Rising RiskCG 21-30 1,337 Hispanic 51% 2411
Rising RiskCG 31-40 1,570 Japanese <1% 2
Rising RislhCG 41-50 1,871 Korean <1% 5
RisingRiskACG 51-60 3,270 Not Provided 10% 461
Rising RiSACG 61-70 2,267 gtt:sircif;"ce or 1% 42
Rising RishCG 71-80 794 Samoan 4
Rising RiskRCG 80+ 605 Vietnamese 1
Low RislACG 0-20 68,638 4,760
Low RislACG 21-30 16,908

Low RislACG 31-40 11,871 HighRisk Seniors & Persons with Disabilities (SPD) &

Medicare (MCR) with Disability Code

Low RistACG 41-50 8,355 SPDﬁMCR % with Disability Code
Low RistACG 51-60 8,669 1,985 50% 3,956
Low Risl¥ACG 61-70 5,174
Low RistACG 71-80 1,871
Low RisltACG 80+ 1,012
Total 140,842

7
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Appendix E. Evaluation Method Taletcome & Proces®bjectives

Objective Design Sample Measure Data Type &  Analysis Plan Results
Source

Outcome Objectives
75% of IEHP care Descriptive,  Convenience Training Ratio eveldata  Number of actual Goal Met 92%
management staff who Prospective  sampling: Care attendance | (Percentagef attendees
interact with highrisk IEHP management attendees)
members living in the Low staff at IEHP Total number of care
Desert region will attend the serving the management staff who
training on the food focus Training interact with members 160
insecurity assessment tool population attendance living in the Low Desert 173
and algorithm for resource record region
linkage by May 15, 2020, of staff were trained
measured by training measured byattendance
attendance records. records
75% of members being Descriptive, | Convenience Documented = Ratio level data Number of members GoalNot Met: 30%
assessed by the trained IEF Prospective | sampling: Fl screenings with an assessment anc

care management staff will
be screened for FI during
initial assessment,
measured by the number of
members with a
documented FI screening ir
the medical management
system by August 12020.

The number of
members in the
focus
population
being assessed
by the trained
care
management
staff.

in the
medical
management
system

(Percentagef
members with
an assessment
and a FI
screening
documented)

a documented FI
screening completed by
the trained care

management staff

Total number of
members assessed by
the trained care
management staff

4,167

13,781

of the Members being
assessed/contacted
received a FI screening
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Outcome Objective 3775%  Descriptive, = Convenience Documened  Ratio level data Number of members Goal Met 89%
of members referredtoa  Prospective | sampling: follow up in with a documented
. (Percentagef .
food resource will have a the care plan . problem of Fl in the
The number of . members with
documented followup from _ presentin care plan and referral 636
members in the . a documented
the care management staff the medical ; to a food resourceand
. s focus follow-up in 718
in the care plan within 2 _ management a documented follow
ks of thereferral population system the care plan) up with the member
wee ’ being assessed pw had a documented followap
measured by the . by the trained within 2 weeks of the within 2 weeks §36)
documented followup in referral
. care
the medical management management Number of o
system by August 15, 2020 umber ot members
Y Yy A9 staff. with a documented A 1% @ members) had
care plan and referral
to a food resource )
A 10% {3members) had no
follow
Process Objectives

Select a validated FI Descriptive Literature Validated FI = Nominal level = Review of tools and Goal Met
screening tool to be used b review of Fl tool, briefin | data: Selected setting use. Discuss |
care management staff whc screening tools  format, used = (Yes/No) tool options with IEHP

interact with highrisk

members living in the Low
Desert region by February -
2020.

available in the
public domain
for validity,
reliability and
relevance to the
population.
Sample size: 6
Fl screening
tools evaluated

in health care
delivery
systems

Data: Fl tools

Source:
Literature
review

organizational
stakeholders.

Selected Hunger Vital
{A3yun CL a
tool due to validity,
brevity and current
use in other IEHP
departments.
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' RR | dzy 3 S NJ #, Descriptive, n/a Screening Nominal level | Evidence of Hunger Goal Met
screening ¢ol to medical Prospective tool data: Added A Gl t { A3y
management system by embedded in: (Yes/No) tool present in
May 1, 2020. medical medical management

Data Source:

management _ system by May 1,
system Hunger Vital 2020.

{A3Iyn |

from

Hagar et al,

2010.

This is 42)

guestion

screening tool

with Likert

scale response

set
Develop aralgorithm for Descriptive n/a Algorithm Nominal level | Develop algorithm Goal Met
eligibility for FI resources to data: according to age,
be used by care Developed gender, income
management staff who (Yes/No) criteria according to

interact with highrisk
members living in the Low
Desert region by April 1,
2020.

Data source:

Federal, @ate
and local
eligibility
requirements
for food
resources.

federal and state
requirements.
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Develop training module on Descriptive, n/a Training Nominal level | Completion of training Goal Met
using the FI screening tool prospective material data: module.
during every initial Developed
assessment for highisk (Yes/No)
members living in the Low Dat .
Desert regio by April 15, _a a source:

Literature
2020. .

review on Fl

screening tool.
Develop documentation Descriptive, n/a Documentati Nominallevel | Documentation Goal Met
example template for care | prospective on example | data: example template
managment staff template Documentation: complete by 4/15/20.
interacting with highrisk created using example
members with Fl as an medical developed
identified problem in the management: (Yes/No)
care plan section and system fields
: Data source:
timeframe for followup by
April 15, 2020. Medical

management

system (care

plan module)
Develop a weekly Descriptive, Members in Medical Nominal level @ Data capture of Goal Met
monitoring report that Retrospective | focus management: data: Report | documentation of:
captures focugpopulation, population, care; system developed S .
Fl screening completed, cal management documentati | (Yes/No) ~>creening
plan problem documented, staff who on fields -Care plan problem
. . Data source:
timeframe for followup, received the FI | (presence or Medical _
and intervention completion screening tool | absence of edica -Follow up timeframe

. . management

date by May 1, 2020. training screening, _

system fields

care plan
problem
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documented
and follow
up
documentati
on.

For members of focus
population with an
assessment.
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Appendix F. Diagram of the PROCEED Phases of the PPM for FI Screening & Resoutémygiakage

Implementation

Phase Develop program content.

Develop process and outcome measures.

Ensure fiscal, resource (staff) and procedures are attainable.
Construct timeline with program details.

Obtain approval to implement.

Implement program: Training and kioff

Proces<£valuation

Phase Begin data collection through weekly monitoring reports of screening {
care planning documentation.

6 Conduct weekly touch base meetings with care managers to answer
guestions and reinforce progranomponents.

Evaluate achievement of process measures.

ImpactEvaluation

Phase Evaluate program impact through data collection on the number of
members screened for Fl, linked to FI resources and have a documg
seltreport of resource obtaied.

Outcome Evaluation

Phase Analyze data to determine if outcome goal was met; to reduce food
insecurity in focus population.
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Appendix G. Food InsecurBgreening & Resource Linkage Program Timeline

Objectives: ol ol o o ol o ol o
Process & Outcome Program Activity gisg|a|§| /8|8 §la|§8|9|¢T
*Red font indicates actual vs. S| 2|12 £33 21816 & 8
planned achievement
Process Objective 1Select a Rev_ile\l/)vl Fl screl;alnir(ljg tools by x
validated FI screening tool to be use i)l??llgoe N public domain by
by care management staff who _ _ _
interact with highrisk members ]P'S_IC_USS tObOI ;/hlc;;:gs with X
living in the Low Desert region by acilitator : y _
February 2, 2020. Select validated FI screening X
’ tool by 2/2/20
Meet with Manager of Health
Education & Cultural
Linguistics to reviewool and X
gather input on cultural
considerations by 2/28/20
Process Objective Zdd Hunger ~ Meetwith IT to discuss addin
+AdFf {A3yu & ONB Flscreening questionsin X
management system by May 1, 202 Medical management system
(MMS) by 3/15/20
Submit IT request to add FI
screening questions to MMS X
by 3/15/20
Process Objective Develop an
algorithm for eligibility for FI
resources to be used mare _ Research resources for
management staff who interact with X

highrisk members living in the Low
Desert region by April 1, 2020.

algorithm tool by4/1/20
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Objectives:

Process & Outcome Program Activity § § @ @ § § 5\1‘2 8@ % @ § %
*Red font indicates actual vs. S|e|2]2 2|33 || S| 2|4
planned achievement
Process Objective 4Develop Develop training module for X
training module on using the FI care managers by 4/15/20
screening tool during every initial
assessment for highisk members
living in the Low Desert region by
April 15, 2020.
Process Objective 5Develop ik docur_nenta'_uonexample
documentation example template fo document including screen X
care management staff interacting shotsby 4/15/20.
with highrisk members with FI &
identified problem in the care plan
section and timeframe for followp
by April 15, 2020.
Outcome Objective 1:75% of IEHP Conduc_:t training on Fl .
: screening, resource algorithrr
care management staff who interact . X
i . ... and documentation by
with highrisk IEHP members living i 5/15/20
thg ITow Desert region YVI|| attend th Schedule training room
training on the Fécreening tool and ot needed due to virtual X

criteria algorithm for resource

environment

linkage by May 15, 2020, measure
by training attendance records.

Print training materials
No longer needed. Electronic

materials provided
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Objectives: ol ol o o ol o ol o

Process & Outcome Program Activity § a9 § & ] @ Y
*Red font inc_iicates actual vs. S|e|2]2 2|33 || S| 2|4
planned achievement
Outcome Objective 275% of
members being assessed by the
trained IEHP care management stai
will be screened for FI during initial Conduct weekly touch base
assessment, meas“re‘_j by the meetings with the care X X X X
number of members with a managers
documented FI screening in the
medical management system by
August 15, 2020.
Process Objective 6Develop a Research and document
weekly monitoring report request  reporting fields for data
that captures focus population, FI _capture by5/1/20
screening completed, care plan
problem documented, ti.meframe for submit weekly monitoring «
follow-up, and intervention report request to IT by 5/1/20
completion date by May 1, 2020.
Outcome Objective 2:75% of 0”90'”& da;a colli:;t(l)ozrz)& X X X X X X
members being assessed by the rewgw ay ugus.
trained IEHP care management sta Begin data analysis 9/_1/20
will be screened for FI during initial Complete data analysis

9/30/20
assessment, measured by the - -
number of members with a Write progam evaluation &
L presentation October X X
documented FI screening in the
. November
medical management system by :
August 15, 2020 Present program evaluation X
' ' first week of December 2020
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Objectives:
Process & Outcome
*Red font indicates actual vs.
planned achievement

Program Activity

Jan20

Feb20

Mar-20

Apr-20

May-20

Jun20

Juk20

Aug20

Sep20

Oct20

Nov-20

Dec20

Outcome Objective 3:75% of
members referred to a food resourc
will have a documented followp
from the care management staff in
the care plan within 2 weeks of the
referral, measured by the
documented followup in the medical

management system by Augukb,
2020.

Present results to IEHP
stakeholders by 12/15/20
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Appendix H. Food Insecurity Screening & Resource Linkage Program Budget

Table H. 1.

FI Screening Program Budget

Program Budget for Food Insecurity Screening & Resource Linkage

JuneAugust 2020
Lineltem Detail Unit Annual Salary/ Hourly Wage Number of = Total Salary/
Expense Hours Expense
Personnel
RN Care Manager 2 FTE $ 88,351.46 $ 42.48 60 $ 5,097.20
LCSW Care Manager 2FTE $ 8835146 $ 42.48 60 $ 5,097.20
LVN Care Manager 2 FTE $ 62,212.80 $ 29.91 60 $ 3,589.20
Community Health
Worker 1FTE $ 5515467 $ 26.52 60 $ 1,591.00
Care Coordinator 2 FTE $ 43,562.13 $ 20.94 60 $ 2,513.20
Health Care Analytic Stafi 1 FTE $ 88,351.46 $ 42.48 10 $ 424.77
IT Development Staff 1FTE $ 78,520.00 $ 37.75 12 $ 453.00
1 0
Benefit Percentage for 30% of n/a n/a $ 5.629.67
personnel annual salary
Total Expenses 24,395.24
Non-Personnel
Paper for Job Aids 15 4.15 n/a 4.15
LaminationDevice 1 53.75 53.75
Lamination of Algorithm 15 2791 n/a 27 91
Tool
Lunch for Staff Training
($15/per person) 9 135 na 135
Total Expenses 220.81
Grand Total Personnel & NeRersonnel Expenses 24,616.05

Assumptions:

1) Nonpersonnel costs for papemndlamination supplies obtained through Staples (office supply vendor u:

by IEHP).

2) Staff lunch budget aligns with organizational policy amount.
3) Annual salaries by staff designation calculatesgisin average of the minimum, maximum and midpoint

salary range from the organization's Human Resource department.

4) Number of hours needed from-kind personnel calculated using the above annual salary average, divi

by 2080 hours and multiplied bys#mated hours of work for program development.
5) Benefit percentage provided by the Director of Human Resources.

6) Organizational productivity expectations for care management staff: Assess/screen 4 new members
Estimated time per member forl Bcreening program is 15 minutes per member. Weekly hours for progra

estimated at5 hours, multiplied by 12 weeks for the program.

58




)

®

Inland Empire Health Plan

Appendix I. IEHP Direct Total Membership Quarter 4, 2019

ACG Membership CounttEHPDIrect Total Populatiorr 2019 Q4

SPD
High RisltACG 4,242 4,979 7,109 16,330
Rising RisRCG 7,555 10,844 50,460 68,859
Low RislACG 7,604 20,046 483,918 511,568
19,401 35,869 541,487 596,757
Risk Stratification| Range MCR SPD MED Medi-Cal Total
High RisltACG 0-20 0 217 206 423
High RistACG 21-30 16 299 423 738
High RisltACG 3140 117 382 900 1,399
High RistACG 41-50 265 547 1,553 2,365
High RisltACG 51-60 805 1,922 2,459 5,186
High RistACG 61-70 1,720 1,319 1,369 4,408
High RisltACG 71-80 963 184 105 1,252
High RistACG 80+ 356 109 94 559
Low RiskACG 0-20 0 6,670 250,002 256,672
Low RislACG 21-30 177 2,980 90,604 93,761
Low RiskACG 3140 444 2,194 63,027 65,665
Low RislACG 41-50 459 1,428 35,592 37,479
Low RiskACG 51-60 811 2,764 31,543 35,118
Low RislACG 61-70 3,175 2,469 12,896 18,540
Low RiskACG 71-80 1,913 1,064 115 3,092
Low RislACG 80+ 625 477 139 1,241
Rising RishCG  0-20 0 1,497 8,040 9,537
Rising RiskCG  21-30 94 993 8,398 9,485
Rising RishCG 3140 307 942 9,368 10,617
Rising RisSkCG  41-50 497 1,100 8,114 9,711
Rising RisCG  51-60 1,120 3,151 10,492 14,763
Rising RiskCG  61-70 3,025 2,288 5,135 10,448
Rising RisCG  71-80 1,807 550 343 2,700
Rising RisSRCG 80+ 705 323 570 1,598
19,401 35,869 541,487 596,757
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Appendix J. IEHP Direct Total Membership Demographic Graphs

FigureJ. 1.Total IEHP Direct Population by LindBakiness (n=596,757)

IEHP Direct Population

Medi-Cal SPI
Medicare 6%
3% "
m Medicare
m Medi-Cal SPD
m Medi-Cal

Medi-Cal
91%

Figure J. 2. Total IEHP Direct Membership by Risk Level (n=596,757)

IEHP Direct Membership by Risk Level

m High Risk
H Rising Risk

m Low Risk

Figure J. 3. Total IEHP Direct High Risk Membership by Gender
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High Risk by Gender

m Female

m Male

Appendix J. IEHP Direct Total Membership Demographic Graphs
Figure J. 4. Total IEBRect High Risk Membership by Ethnicity

High Risk Membership by Ethnicity

m American Indian or
Alaskan Native

m Asian Indian

11.86% m Asian or Pacific
Islander

m Black

m Caucasian

22.80% 10.72% u Chinese
| Filipino
m Hawaiian
B Hispanic
m Korean

22.97% m Laotian

m Not Provided

19.55%

m Other Race or

Ethnicity
B Somoan
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Appendix KWeekly Monitoring & OversigliReport Example

BHCM Weekly Food Insecurity Oversight Report

Report Run Date: 10/19/2020
Food Insecurity ProductivityMedi-Cal & CMC Combined)
Food Insecurity % Members et ISEeiE) [ Aeel) Iy % Members
. (answers Probem
Assessment contacted with | : , . who answered
. Documented .. 'Sometimes Documentatio " .
Report Period Complete Food Insecurity . positively with
Contact : or 'Often’ to n
(unique Assessrant : ICP
at least one . (unique :
Member) Complete . documentation
question) Member)
09/20/2020-
0, 0
Week 1 09/26/2020 2,056 482 26.73% 134 139 83.58%
09/27/2020-
0, 0
Week 2 10/03/2020 2,026 527 29.84% 180 169 82.22%
10/04/2020-
0, 0
Week 3 10/10/2020 2,039 589 32.94% 176 167 80.68%
10/11/2020-
0, 0
Week 4 10/17/2020 1,977 651 37.70% 212 197 80.19%

CMC Food Insecurity Assessment & Intervention
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Food Insecurity

% Members

Food Insecure

Food Insecurity

% Members

. (answers Probem
Assessment contacted with : . who answered
. Documented . Bometime€) Documentatio » .
Report Period Complete Food Insecurity positively with
Contact : or WftenCto n
(unique Assessrant : ICP
at least one . (unique :
Member) Complete . documentation
question) Member)
09/20/2020¢ 0 0
Week 1 09/26/2020 1,232 417 39.12% 111 109 87.39%
09/27/2020¢ 0 0
Week 2 10/03/2020 1,233 436 40.52% 134 128 88.06%
10/04/2020¢ o 0
Week 3 10/10/2020 1,209 509 48.34% 147 139 83.67%
10/11/2020¢ 0 0
Week 4 10/17/2020 1,179 564 55.73% 172 166 86.63%
Medi-Cal Food Insecurity Assessment & Intervention
Food Insecurity % Members et ISEeie) [ ATe) Inessliiy % Members
. (answers Problem
Assessment contacted with : . who answered
. Documented . Bometime€) Documentatio o .
Report Period Complete Food Insecurity positively with
Contact . or PftenCio n
(unique Assessrant : ICP
at least one . (unique .
Member) Complete . documentation
guestion) Member)
09/20/2020¢ 0 0
Week 1 09/26/2020 821 65 8.86% 23 30 65.22%
09/27/2020¢ 0 0
Week 2 10/03/2020 784 91 13.36% 46 41 65.22%
10/04/2020¢ 0 0
Week 3 10/10/2020 824 80 10.97% 29 28 65.52%
10/11/2020¢ 0 0
Week 4 10/17/2020 795 86 12.08% 40 31 52.50%
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Closed Food Insecurity Interventions
Report Period
10/11/2020¢ 10/17/2020
Problem Status CMC SPD
Closed 6 1
Closed to IPA 0 0
Met 11 0
No Longer a
Problem S !
Not Met 0 0
Legend:

BHCM=Behavioral Health & Care Management
CMC= Cal MediConnece(,name of the dual eligible demonstration program in California)
ICP=Individualized Care Plan

IPA=Independent Providéyssociation



Appendix L: Food Insecurity Standard Work Document

Food Insecurity Screening

Objective:
To screen all Members for food insecurity and assist with needed resources.

Out of Scope Teams:
i Behavioral Health Call Center
1 BHCM Dispatch Team

Frequency:
On all initial contacts with the Member, Annually and as needed.

Intake:

Member case may be received through one of the below avenues for food insecurity screening:

T Inbound/Outbound Call

9 Individualized Care Plan Follow Up
1 Program Referral

M Health Risk Assessment review

Procedure Guide:

1. Member contact through onefdhe above intake avenues.

2. Screen Member for food insecurity using the Food Insecurity Assessment in MHK.

f ' RR dal0Ra22F0dzNA e gomé ! 3aSaaySyid Ay aly

Food Insecurityv1

Food Insecurityvi

r— Food Insecurityvi

Some people have made the following statements about their food situation. Please
answer whether the statements were often, sometimes, or never true for you and
your household in the past twelve (12) months:

1. Within the past twelve (12) months, you worried that your food would run out -
before you got money to buy more. :

2. Within the past twelve (12) months, the food you bought just didn't last -
and you didn’t have money to get more. :

3. LT C22R LyaSOdNRGa LINE
AR

G o)
GNHzZSZ ¢ LINR O S NB&az2dz2NDSa

f Using theFood Insecurity Resource Gid G @ LIS Ay GKS aSYOoSNERQ
Member lives in and access the resource information to help coordinate the resource

fSY ARSYGATASR ATFY
Y

5]

adzo YA

aSYo SN

T AL O2F

4. Create Care Plgiif Member does not have an op&are Management OR Care Coordination Care Plan)

1 Program: Care Management
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file://///iehpds3/Medsvsvol/Med_services/BHCM/Food%20Insecurity/Resource%20Grid

1 Program Type: Episodic
1 Source: Self/Caregiver

Document PGI in Care Plan

9 Problem: Food Insecurity
1 Goal: Document in SMART goal format
1 Intervention: Document théntervention with specific language on what and when it will be completed

*Please efer toFood Insecurity Trainirfor SMART goal and intervention examples.

Schedule a Callbkaevithin the Care Plan Module. *

9 Callback should be no longer than 2 weeks from the day you screened the Member.

*Please refer to th€M MHK Manudfor steps to create a care plan and scheduling obaaks.

Follow up with Member on call back date.

Document outcome in the PGI.

Close PGl if food resources have been provided and no further assistance is needed.
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file://///iehpds3/Medsvsvol/Med_services/BHCM/Food%20Insecurity/Training
https://jive.iehp.org/docs/DOC-14292

 LIWSYRAE ad® ¢KS 1 dzyI3SNI xAdGEHE {A3dy un { O
CA3IdzNBE ad mo ¢KS 1 dzy3SNI xAGHE {A3y unu {ONBSyAy3a ¢22¢
Note.
Instructions: Adapted
C2NJ SIOK 2F G(GKS adrasdySyida o0St2¢ GKAyl +ozdf oM
(NHzSTé Gaz2YSGiAYSa (NHzSE 2NJ G2F0Sy G NHzSé H|ag;(;f(;
al., .

2) The food that we (1)® dz3 K (i

1) We (1) worried whether our food would run out before we (1) got money to buy more

2dza i

48 ol Appendix
N.

RARY QG fF&ad FyR

Leadership Feedback Details

TableN. 1. Leadership Feedback Details

Medicaid Care Management Team Leadershi
Feedback Meeting on 9/18/20

Dual Eligible Care Management Team Leadership Feedbac
Meeting on 9/23/20

Training was conducted during a major process
transition period (timing for training not optimal

Role confusig 6y dzNBSa ¢K2 R2
think they needed to screen for food insecurity)

2y 32A

The multiple scenarios in the training documen
may have caused confusion

Supervisors thought that the staff needed to ask if members w
foodinsecure before the screening tool was used

{ dZLISNIBAa2NBR oSNByQi 1
use the monitoring and oversight report

[ SFRSNEKALI gl ayQi
message

(NI AYSR 67

Fear of new documentation process

LeadershipandstaRA Ry QG dzy RSNR UGl yR
were contacted needed to be screened

Requesting a rraining of the staff

Standard work wording should be edited for clarity (leadership
provided the wording that they felt was more clear)

Suggest incentivizing KS & a4l FF g A
LI2AYyGa o0L9ItQa AyidSNYy
system) for the top food insecurity screeners
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A Public Entity

Inland Empire Health Plan

QUALITY SYSTEMS
HEALTH SERVICES RESEARCH AND EVALUATION

2020 Asthma Pilot PROGRAM EVALUATION RESULTS
2021

PROGRAM NAME 2020 Asthma Pilot

HSRE EVALUATC Maria Pugo, DrPH

HSRE ANALYS N/A

DATE: 06/08/2021

PROGRAM OVERVIEW

RESPONSIBLE UN Health Education, Health Navigator, Pharmacy

BUSINESS LEA Jane Wang, MPH, RD

PROGRAM NAME 2020 AsthmaPilot

Pilot launch based on Process Improvement Asthma Collaboration efforts from March 202

Problem Statement: Members between ages 0 21 years, in the San Bernardino Proper, at

managing asthma well leading to disproportionatenecessary ED visits, urgent care visits, g
PROGRAM hospitalization.

DESCRIPTION

Aim: Construct a member centric and holistic approach to reduce barriers that negatively

impact in asthma management.

Overall outcome goal: Improve AMR rates
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PROGRAM GOAL

1. Outreach to SACHS Clinic Members who are not managing their asthma well.
2. Deliver excellent asthmeelated services.

3. Facilitate asthmapecific health education.

4. Improve AMR rates.

KEY STAKEHOLDE

IEHP Memberg SACHS Clinic Members, Health Educatiorabie@nt, Health Navigator
Department, Pharmacy Department

PROGRAM
TIMEFRAME

July 01, 202@ April 30, 2021

PROGRAM PHAS| Program Monitoring and ContrePerformance Tracking

EVALUATION PURPOSE AND RESEARCH QUESTIONS

1 Tosystematically assess program performance through the documentation of pragsks

EVALUATION and metrics
PURPOSE q Toensure the project is within scope, on time, and on budggiroceed with minimal risk

and perform as intended.

EQ1: Did thepilot outreach to SACHS Clinic Members who are not managing their asthn?a

EVALUATION EQ2: Did the piloteliver excellent asthmaelated service®
QUESTIONS EQ3: Did the pilotakcilitate asthmaspecific health educatich

EQA4: Did the pilomprove AMR rate?

EVALUATION DESIGN AND METHODS

Timeframe:

Program Timeframe:

July 01, 202@ April 30, 2021
Evaluation Timeframe:

July 01, 202@ April 30, 2020

Inclusion Criteria:

IEHP Members from initial outreach list (N=611).
Members who enrolled in the pildiN=50).
Members who completed the followp call (Member count varies by team)

Exclusion Criteria:

IEHP Members who were not on the initial outreach list
Members who did not enroll in the pilot.
Members who did not complete a follcup call.

Evaluation Design:

Descriptive Analysis

Data Sources:

Access Database\8sthma RIE 202BXPERIMENT®232020
Data Warehouse: Medhok Table

SelfReported: HE, HN, Pharmacy Teams

Excel Document: Teamds Generald Pharmacy Team

=4 =4 =4 =8 =8 =8 -8 -8 -84

Strengths and
Limitations:

Strengths
1 Internal data sources

1 Engagement of three (3) teams: Health Education, Health Navigator, Pharmacy
9 Leadership engagement

1 Ongoing communication between teams

1 Tools available to complete the pilot

1 Pilot on schedule with projected start and eddtes

1 Funds available to start and end pilot

Limitations
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1 Missing data
0 8-week follow up survey (peak flow meter, rescue vs. control medication)
0 Member satisfaction survey
9 Limited data
o {YIift aSYoSNI O2 dzy i-basdlieeveekddionwuif, diedenthRr |
follow-up. Members lost in follovup activities.
0 AMR manually calculated
9 Gaps in workflow
0 Member handoff/trigger unclear
1 Nonstandardized data collection
0 Multiple variables used for same information
A Mbr ID, MemberIDMemberRecordID, etc.
A Initial vs. Baseline
A Followup vs. Post
0 Multiple data sources
A DwProd_Staging
Access
Medhok
Excel
Selfreported
1 Unclear goals
o 4/ 2yaiNIHODOSYIiNBEDoBENR K2f AadGA0 I LIWNRI Q
A 12¢ R2 ¢S YSI-cerziBnd hOYASAYUIOASON K
A What are the barriers being reduced?
1 Intervention is directed to parent/caregiver with expected child outcomes.
0 The pilot is assuming information/education provided to the parent/caregiver translg
directly to the child and will result in posig outcomes.

> > > > >

Methodology:

1 611 Members in original outreach list created by HCI.
 Member data extracted from Access databasie { i dzZR&@ DNR dzLX |y R &9
1 Members filtered into three (3) teamsHealth Navigator, Health Education, Pharmacy

1 Pilotactivity data extracted from Access (Pre/Post Assessment and ACT Data), Pharmacy
documents (AMR and PDC), and-sefforted data (time spent on Member outreach).
TaSYOSNE 6AGK aO2YLX SGS¢ RIGEFE ¢SNB dzasSR. i
0 Pre/Post Assessment: Baseline/initial/pre data angdexk followup data
0 ACT: Baseline/initial/pre data;\8eek followup data, and énonths post data
0 AMR: Baseline/initial/pre data andr@onths post data
o PDC: Baseline/initial/pre data anenGontspost data
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OVERALL EVALUATION FINDINGS

GOALS

OBJECTIVES

*OBJECTIVE MET?

EVALUATION QUESTIONS

EVALUATIORESULTS

ByOctober 15, successfully recruit and enroll

Outreach to SACHS
Clinic Members who are
not managing their
asthma well.

cohort of at least 50 IEHP pediatric Members ves
Collect baseline/initial ACT data for all Yes
Members enrolled in the program.

By Marchl5, 2021, successfully reach at leas No: 6204
75% of Members who participated in the su c%essftj)ll
Asthma Pilot in completing the\Beek follow reached Y
up ACT (standardized asthroantrolled test). '
By June 15, 2021, successfully reach at least No: 520
75% ofMembers who participated in the Sucz’essflj”
Asthma Pilot in completing the-onth follow reached Y

up ACT.

EQ1: Did the pilot
outreach to SACHS Clinig
Members who are not
managing their asthma
well?

The pilot successfully
recruited 50 IEHP
pediatric Members and
collected baseline ACT
data, however, was not
successful at reaching
the target specific to
ACT data collection at
the 8week and émonth
follow up mark.

Deliver excellent asthma

l OKAS@S | alrdAra¥l OdA
least 75% of Members whaarticipate in the 8
week followup.

Data not available;
satisfaction survey
not conducted.

related services.

Of those who responded, at thev@eek follow
up survey, 100% of Members will state that a
their concerns were addressed.

Data not available;
satisfaction survey
not conducted.

EQ2: Did the pilot deliver
excellent asthmaelated
services.

The evaluation did not
find data on the delivery
of asthmarelated
services.

At the 8week follow upconsultation, at least
50% of participants will correctly identify the
purpose of a Peak Flow Meter.

Data not available;
data not collected.

Facilitate asthmapecific
health education

During the 8week follow up consultation, at
least 25% of Members will have an Asthma
Action Plan.

Yes

During the 8week follow up consultation, at

least 50% of participants will be able to identi

Data not available;
data not collected.

EQ3: Did the pilot
facilitate asthmaspecific
health education

The pilot was successfu
with at least 25% of
Members stating they
have an Asthma Action
Plan at the 8veek
follow up, however, was
not successful in
improving ACT scores b
20%.
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the difference between the rescue and
controller medications.

During the 8week follow up consultation,

Improve AMR rates and
ICS fill.

2 P . . : 9
a S Y 0 S NiIéore will improve by at least . No; 8%
|mprovement.
20%.
: . No; 64% of The pilot was not
At 6 months post intervention, 75% of
b 0 Members successful at

Members will maintain or improve (at
compliance or better 0.5 or above) asthma
medication ratio (AMR).

maintained or
improved AMR
compared to 50%
baseline.

By 90 days of the pharmacy intervention, at
least 75% of Members, with moderate
severe asthma, who did not have an ICS fill it
the past (at baseline), will have one.

Yes; 78% of
Moderate/Severe
Members had an
ICS Fill at 90 days.

Adherence: At 6 months post the pharmacy
intervention, compared to 6 months pre, 75%
of members will be adherent to ICS fill (ICS F
80% or above)

No; 58% adherent
to ICS fill, comparec
to 8% at baseline.

EQ4: Did the pilot improveg
AMR rates?

maintaining/improving
AMR compliance for
75% of Members or
maintaining/improving
ICS fill for 75% of
Members at émonths
postpharmacy
intervention.

The pilot was successfu
at increasing ICS fill for
75% of moderate/severg
Members who did not
have an ICS fill at
baseline.

* [temized findings listebeginning on page 10.
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EVALULATION SUMMARY

1. From the 611 Members in the original Member outreach list, 322 Members had successful outreach actiy
logged into Medhok (Tables#). Out of the 322 Members, 320 Members were considered asthma pilot elig
OAYOf dzZRSR | a a&{ (i dzR émberd|Boddedabardwete BucdedsiSlig Shrolted (Menter verb;
agreed to part|0|pate) in the program (Table 1). Most Members who selected to not part|C|pate in the Asth
t Af 240 GFrGSR GKS@ KIFIR daoStt O2yGNRffSR FAaGKY!I ¢

Fifty (50) ACT standaréid tests were administered, and scores were collected for each enrolled Member i
o aStAYSKAYAGAFIT 2dziNBIFIOK o6¢lo0fS mMmnod aSYodoSNE
(trigger unclear).

Of these Members, Health Education outreache@@dviembers and successfully collected/8ek follow up
assessment data for 19 Members (Table 9).

Out of the 50 enrolled Members, 26 Members (count varied depending on data source) were successfull
outreached by Pharmacy. Out of these Members, Pharmacwally calculated AMR data for 14 Members w
had baseline and-fhonth data available. Pharmacy also manually calculated PDC ICS data for 12 Membe
had baseline, 9@ay, and émonth data available. (Tables-18).

Of the 50enrolled Members, the pilowas successful at collecting 31 ACT scores at-theek follow up and 26
atthe6Y2y i K F2ff2¢ dzlJd hT GKS Hc aSYo S N#éks, andénanthy) o
data.

Team Member selfeported data indicates a total of approximately 3Gour working days spent on outreach
activities related to the 50 enrolled Members. Exact time spent on pilot may vary depending on actual tir|
spent per Member (Table 8).

2. The pilot successfully recruited 50 IEHP pediatric Members and collected bas€lindata, however, was not
successful at reaching the target specific to ACT data collection atwlee8 and émonth follow up mark.
Although the pilot did not successfully reach at least 75% of Members who participated in the Asthma Pil
completing the 8week follow up ACT standardized test, the pilot was successful at reaching 62% of the 5
enrolled Members. The pilot also did not successfully reach at least 75% of Members who participated in
Asthma Pilot in completing the-®onth follow up AT standardized test, however, was successful at reachit
52% of the 50 enrolled Members (Table 10).

3. The evaluation did not find data ttetermine whether excellent asthmelated services were delivered.
Members enrolled in the program did not completeadisfaction survey at the-8eek follow up interval and
therefore data related to the services offered was not captured.

4. Thepilot was successful with at least 25% of Members stating they have an Asthma Action Planattie 8
follow up assessment (Ta&b®), however, was not successful in improving ACT scores by 20%. Although tf
did not improve ACT scores by 20%, the pilot was successful in improving 6% of ACT scores of the 31 M
who had baseline and-®&eek follow up data. At the-fhonth follow up, the pilot was successful in improving
5% of ACT scores (Table 11 and 12).

5. The pilot washot successful at maintaining/improving AMR compliance for 75% of Members or
maintaining/improving ICS fill for 75% of Members ahénths post pharmacy intervéion. Although the pilot
was not successful at maintaining or improving AMR compliance for 75% of Members, the pilot was succ
at maintaining or improving AMR compliance for 64% of Members (Table 14). The pilot was also not suc;
at maintaining o improving ICS fill for 75% of Members at thménth post pharmacy intervention, however,
was successful at maintaining or improving ICS fill for 58% of Memizmaonths post pharmacy intervention
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(Table 15). The pilot was successful at increasingll@# 5% of moderate/severe Members who did not ha
an ICS fill at baseline/initial pharmacy outreach (Table 16).

Not captured in the Asthma Pilot workflow (Appendix C), the Asthma Pilot also performed Member incen
activity. Through a manual procesf data retrieval, Members who successfully completed an ACT assess||
during the first 8week followup were mailed (via vendor Customer Motivators) a $25 gift card. Members
successfully completed an ACT assessment during-thertth follow-up weremailed a $50 gift card. To date,
there is no data indicating whether Members redeemed their gift card or when their gift cards were maile|
A total of 31 Members were on the eligible list to receive a $25 gift card and 22 Members were on the eli
list to received $50. The total anticipated amount spent on incentive gift cards is $1,875. This does not in
costs associated to the incentives outside of the actual gift card.

The pilot also collected partial qualitative feedback from select Memfeur responses). Due to the limited,
and possibly biased, data collection efforts, the evaluation excluded an analysis on this data. See Apper

RECOMMENDATIONS

Based on thigvaluation, the following is recommended:
1.

Define targetpopulation.
T 5STAYS 6KIFG Aa ay2d YIFylFr3aAy3a FadKYlF gStfé
1 Leverage data from pilot to determine target group when expanding the program.
Define specific Member outcome measures relevant to the target population.
1 Leverage outcomes of this evaluation for future program planning.
Define SMART goals and objectives.
1 Be specific on the objectives
Ensure the objectives are measurable
Ensure the bjectives are achievable
Ensure the objectives are relevant to the goals
Ensure the objectives are tirtmased. Determine a realistic timeframe to achieve these goals ar|
objectives.
Refine data collection tools.
1 Centralize data location to streamline vkflow and increase transparency.
1 Use same dataollection application across different departments.
Develop standard variables to use: Mbr ID vs. MID vs. Member Number
Standardize activity/approach across the different departments.
f Outreach effortx;haveOf S NJ F YR RSFAYSR GGNARAIISNRERE AY
1 Reduce manual activity and automate when possible: AMR manual calculation vs. HEDIS AV
calculation.
Update the workflow to include all activity.

)l
1
1
)l

Consider using pilot metrics and outcomes as a guide when developing metrics for future asthma prg
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Access Databasel\8sthma RIE 202BXPERIMENTI®232020

ENROLLMENT DATA

Tablel. Member Overall Program Counts
Enrolled NG Study Group Total % Total
Group
Yes 2 50 52 8.5%
No 270 270 44.2%
Blank 1 288 289 47.3%
Total 3 608 611 100.0%
Data run 05/2021

Table 2. Member Reason Given for Declining Program

Reason N %
Already know about asthma 19 7.04
Disagree with DxDxin UC/ER 7 2.59
Doesn't want to hear the info 0.37
Have attended an asthma class 1.85
No Time 1.85
Well controlled asthma 22 8.15
No Response 211 78.15

Total 270 100.0%
Items highlighted in yellow contain highest count per categbata run 02/2021

Table 3. Member Enroliment Success Rate

Enrolled and Study Group N %
Yes 50 15.63
No 270 84.38

Total 320 100.0%

Iltems highlighted in yellow contain highest count per categbata run 02/2021

Data WarehouseViedhok Table

MEDHOK CALL DATA

Table 4. Medhok Call DataSummary of OutreaciCountsto the 320 Members

Health Education Health Navigator Pharmacy TOTAL
In Study Group Cohort Count % Count % Count % Count %
Enrolled Members (N=50) 345 99.1% 206 25.5% 152 92.7% 703 53.2%
*Not Enrolled Members (N=270) 3 0.9% 603 74.5% 12 7.3% 618 46.8%
Total 348 100.0% 809 100.0% 164 100.0% | 1321 | 100.0%

Data run 05/2021

Health Navigator £ucia Reyes

Health Education Abashya RayamajhndBeatriz Alarcon
Pharmacy Sun Chanyyega, Adam YandLynn Hollaway
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Table 5. Medhok Calbatac CallType and Outcome Documentation to the 320 Members

Health Education Health Navigator Pharmacy TOTAL
Count Count Count Count
348 809 164 1321
Call Type N % N % N % N %
General 1 0.6% 0.1%
HE Attendance 4 1.1% 4 0.3%
HE Followup 17 4.9% 17 1.3%
HE Inbound 11 3.2% 10 0.8%
HE Outbound 309 88.8% 309 23.4%
HRA Member Outbound 1 0.6% 1 0.1%
Member 1 0.1% 0.1%
Member Inbound 4 2.4% 4 0.3%
Member Outbound 5 1.4% 765 94.6% 114 69.5% 884 66.9%
Member Outreach Verify Address 1 0.1% 1 0.1%
Pharmacy 3 0.4% 3 0.2%
Provider 36 4.4% 36 2.7%
Provider Inbound 4 2.4% 4 0.3%
Provider Outbound 3 0.9% 3 0.4% 40 24.4% 46 3.5%
Count Count Count Count
348 809 164 1321
Outcome % N % N % N %
Completed 4 1.1% 10 6.1% 14 1.1%
Initial Call Verified Member Rights 1 0.1% 1 0.1%
Left Message 168 48.3% 23 2.8% 47 28.7% 238 18.0%
Left a Voice Mail 352 43.5% 9 5.5% 361 27.3%
Left a Voicemail 5 0.6% 5
Materials Mailed 1.1% 2 0.2% 4 2.4% 10 0.8%
Member Declined Contact 0.9% 3 0.2%
No Answer 19 5.5% 120 14.8% 11 6.7% 150 11.4%
Outcome Successful 132 37.9% 178 22.0% 70 43.13 380 28.8%
Partial Complete 4 1.1% 33 4.1% 1 38 2.9%
Phone Disconnected 1 0.3% 60 7.4% 61 4.6%
Reached Approved Rep 7 0.9% 7 0.5%
Reached Member 1 0.1% 0.63 1 0.1%
Unable to Reach 10 1.2% 1 11 0.8%
Undeliverable 1 0.3% 1 0.1%
Unsuccessful 12 3.4% 1 0.1% 10 6.25 23 1.7%
Wrong Number 16 2.0% 1 0.63 17 1.3%
Average call per Membe 1.1 25 0.5 4.1

Data run 05/2021

Items highlighted in yellow contain highest count per categdrylealth Navigator tucia Reyeg. Health Education Abashya RayamajandBeatriz

Alarcon/ Pharmacy Sun Chan{yega, Adam YandLynn Hollaway Average call per Member = count / 320
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Table6. Medhok CalDatac CallType and Outcome Documentatiaio the 270 Not Enrolled Members
Health Education Health Navigator Pharmacy TOTAL
Count Count Count Count
3 603 12 618
Call Type N % N % N % N %
General
HE Attendance 1 33.3% 1 0.2%
HE Followup 1 33.3% 1 0.2%
HE Inbound
HE Outbound 1 33.3% 1 0.2%
HRA Member Outbound
Member
Member Inbound
Member Outbound 568 94.2% 568 91.9%
Member Outreach Verify Address 1 0.2% 1 0.2%
Pharmacy 3 0.5% 3 0.5%
Provider 31 5.1% 31 5.0%
Provider Inbound 2.0% 0.5%
Provider Outbound 5.9% 1.5%
Count Count Count Count
3 603 12 618
Outcome N % N % % %
Completed 1 33.3% 33.3% 5 0.8%
Initial Call Verified Member Rights
Left Message 1 33.3% 16 2.7% 41.7% 22 3.6%
Left a Voice Mail 275 45.6% 275 44.5%
Left a Voicemail
Materials Mailed
Member Declined Contact
No Answer 117 19.4% 117 18.9%
Outcome Successful 1 33.3% 93 15.4% 16.7% 96 15.5%
Partial Complete 14 2.3% 14 2.3%
Phone Disconnected 57 9.5% 57 9.2%
Reached Approved Rep 5 0.8% 5 0.8%
Reached Member
Unable to Reach 9 1.5% 8.3% 10 1.6%
Undeliverable
Unsuccessful 1 0.2% 1 0.2%
Wrong Number 16 2.7% 16 2.6%
Average call per Membe 0.0 22 0.0 23

Data run 05/2021

Items highlighted in yellow contain highesiunt per category/ Health Navigator £ucia Reye¢ Health Education Abashya RayamajandBeatriz

Alarcon/ Pharmacy Sun Chan{yega, Adam YandLynn Hollaway Average call per Member = count / 270
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Table7. Medhok CalDatac Call Type ad OutcomeDocumentationto the 50 Enrolled Members
Health Education Health Navigator Pharmacy TOTAL
Count Count Count Count
345 206 152 703
Call Type N % N % N % N %
General . . . . 1 0.7% 1 0.1%
HE Attendance 3 0.9% 3 0.4%
HE Followup 16 4.6% 16 2.3%
HE Inbound 10 2.9% 10 1.4%
HE Outbound 308 89.3% . 308 43.8%
HRA Member Outbound . . . . 1 0.7% 1 0.1%
Member . . 1 0.5% . 0.1%
Member Inbound . . . . 4 2.6% 4 0.6%
Member Outbound 5 1.4% 197 95.6% 114 75.0% 316 45.0%
Provider . . 5 2.4% . 5 0.7%
Provider Inbound . . . . 1 0.7% 1 0.1%
Provider Outbound 3 0.87% 3 1.5% 31 20.4% 37 5.3%
Count Count Count Count
345 206 152 703
Outcome N % N % N % N %
Completed 3 0.9% . . 6 3.9% 9 1.3%
Initial Call Verified Member Rights . . 1 0.5% . 0.1%
Left Message 167 48.4% 7 3.4% 42 27.6% 216 30.7%
Left a Voice Mail . . 77 37.4% 9 5.9% 86 12.2%
Left a Voicemail . . 5 2.4% . 5 0.7%
Materials Mailed 4 1.2% 2 1.0% 4 2.6% 10 1.4%
Member Declined Contact 3 0.9% . . 3 0.4%
No Answer 19 5.5% 3 1.5% 11 7.2% 33 4.7%
Outcome Successful 131 38.0% 85 41.3% 68 44.7% 284 40.4%
Partial Complete 4 1.2% 19 9.2% 1 0.7% 24 3.4%
Phone Disconnected 1 0.3% 3 1.5% 4 0.6%
Reached Approved Rep . . 2 1.0% 2 0.3%
Reached Member 1 0.5% 1 0.1%
Unable to Reach 1 0.5% 1 0.1%
Undeliverable 1 0.3% . 1 0.1%
Unsuccessful 12 3.5% . . 10 6.6% 22 3.1%
Wrong Number . . . . 1 0.7% 1 0.1%
Average call per Membe 6.9 4.1 3.0 14.1

Data run 05/2021

Items highlighted in yellow contain highest count per category.
Health Navigator £ucia Reyes

Health Education Abashya RayamajhndBeatriz Alarcon
Pharmacy Sun Chanyyega, Adam YandLynn Hollaway
Average call per Member = count / 50
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SelfReported DataHE, HN, Pharmacy Teams

TIME DATA ANALYSIS

Table8. SelfReportedEstimated Team Member Outreach Tim&0 Enrolled Members
Health Education | Health Navigator Pharmacy TOTAL
Team Count Count Count Count
Team Member 2 1 3 6
Average
Type of Activity Averageminutes AverageMinutes | AverageMinutes Minutes
spent perMember | spent perMember | spent perMember | spent per
Member
Pre-Outreach Call / Preparation 45 30 20 95
Member Outreach Call 50 60 18 223
Provider Outreach Call 12 140
Additional Resources to Member 30 13 55
PostOutreach / Documentation 30 30 25 128
Total minutes per Member 125 150 88
*# of Members: 36 50 27
Total time (mins) per Member: 4500 7500 2376 14376
Total time (hours) for calls made: 75 125 39.60 239.60
Total time (days 8hrs/day) for calls made 9.38 15.63 4.95 29.95

* Total number of enrolled unigue Members outreached per team with at least one outreach documented.

Data run 02/2021

Total time (mins) per Member Total minutes per Member / # of Members
Total time (hours) for calls made Total time (mins) peMember/ 60
Taal time (days8hrs/day) for calls made Total time (hours) for calls made8

Access Databasel8sthma RIE 202BXPERIMENT®®232020

HEALTH EDUCATION DATA ANALYSIS

Table9. Access DataOutreach Calls to the 50 EnrolledStudy Group Members

Health Education

Enrolled / Study Group *Complete Data
N=36 N=19
0, 0,
PRE POST Ch;onge PRE POST Ch;onge

Pre/Post Assessment Question N=36 N=19 4722 | N=19 | N=19 0.00
1. What have you done to reduce the # of triggers at home/work/school?

Various responses | 36 | 19 | 4722 19 | 19 [ o000 |
2. Do you have and Asthma Action Plan?

Yes 7 9 28.57 3 9 200.00

No 29 10 -65.52 16 10 -37.50

3. How confident are you in youability to use your controller medication correctly?
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Very confident 1 200.00
Confident 10 -10.00 5 80.00
Somewhat confident 2
Not confident at all 1
52SayQi KI @S I O2yiNRtf SN 17 7 -58.82 11 7 -36.36
4. Howconfident are you in your ability to control your asthma?
Very confident 5 3 -40.00 3 3 0.00
Confident 19 14 -26.32 12 14 16.67
Somewhat confident 11 2 -81.82 4 2 -50.00
Not confident at all 1
5. How confident are yownderstanding all the mediations that you are currently taking correctly?
Very confident 6 8 33.33 3 8 166.67
Confident 22 9 -59.09 12 9 -25.00
Somewhat confident 7 1 -85.71 4 1 -75.00
Not confident at all 1 1 0.00 1
6. In the past 4 weeks, howften have you had shortness of breath?
More than once a day 2 1 -50.00 1
Once a day 3 1 -66.67 1 1 0.00
3 to 6 times a week 5
Once or twice a week 9 4 -55.56 5 4 -20.00
Not at all 17 13 -23.53 11 13 18.18
7.How confident areyou understand all the signs and symptoms of Asthma?
Very confident 3 100.00 1 500.00
Confident 14 -35.71 10 -10.00
Somewhat confident 17 -76.47 8 -50.00
Not confident at all 2

Data run 02/2021
*Complete data = baseline af@dweek followup data available
**See Appendix A for responses.

Access Database:\8sthma RIE 202BXPERIMENT®®232020

ACT DATA ANALYSIS

Table10. ACTScores for thes0 Enrolled Members
Enrolled *Complete Data
1st 2nd 1st 2nd
. % . %
Baseline | Follow Follow Change Baseline | Follow | Follow Change
ACT 411 Up Up Up Up
Score 112
Score 13 19 3 3 2 -33.33 3 3 2 -33.33
Score 227 29 16 14 -51.72 11 11 12 9.09
Subtotal 32 19 16 -50.00 14 14 14 0.00
ACT 1221
Score 112 2
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Score 1319 6 1 1 -83.33 1 1 1 0.00
Score 225 10 11 9 -10.00 0.00
Subtotal 18 12 10 -44.44 10 10 10 0.00

Total 50 31 26 -48.00 24 24 24 0.00

Data run 05/2021
dif yourscore is 19 or lesgpur asthma symptoms may not be as well controlled as they coddbe g6 6 ®! 3G KY |l @02 Y
*Complete data = baseline;Beek follow up, and #nonth follow up data available

Table 11. ACT Scores for the 50 Enrolled MemlgeBsiseline Compared to-8/eeks Post Intervention
ACTData, N31
Baseline *Post
% ofMembers who achievedCTscore 20 or higher 81% 87%

Data run 05/2021

dif yourscore is 19 or lesgpur asthma symptoms may not be as well controlled as they coddbe g6 6 ®! G KY |l @02 Y
*Post = 8week followup

Table 12. ACT Scores for the 50 Enrolled MemlzgeBsiseline Compared to-fonths Post Intervention
ACTData, N=24
Baseline *Post
% ofMembers who achievedCTscore 20 or higher 83% 88%

Data run 05/2021
dif yourscore is 19 or lesgpurasthma symptoms may not be as well controlled as they coddbe 666 d! A G KY Il @02 Y
*Post = 6month follow-up

Table13. ACTIncentive Data
Baseline- $0 1st F?ZOSW Up- | *2nd F$05"(;)W P | Total $ Amount
ACT 411
Yes 0 19 13 $ 1,125.00
No 32 0 0 $ -
Unknown 0 0 0 $ -
Subtotal 32 19 13 $ 1,125.00
ACT 1221
Yes 0 12 9 $ 750.00
No 18 0 0 $ -
Unknown 0 0 0 $ -
Subtotal 18 12 9 $ 750.00
Total 50 31 22 $ 1,875.00

Data run 06/2021
*There is ACT-fhonth followup data for 24 Members, however, only 22 of these Members were on the incegitgible list.
**Only includes costs associated to the actual gift cards.
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Excel Document: Pharmacy Team

PHARMACY AMR AND PDC DATA ANALYSIS

Tablel4. Pharmacy AMR Datq Baseline Compared to-fonths Post Intervention
*OVERALIN=14
Baseline Post
%of Members who achieved AMR 0.50 or higher 50% 64%
MODERATE OR SEVHERE
Baseline Post
%of Members who achieved AMR 0.50ragher 100% 100%
MILD OR N/An=9
Baseline Post
%of Members who achieved AMR 0.50 or higher 22% 44%
Data run 05/2021
Overall, seven (7) Members had an AMR of 0.5 or higher at baseline.
Overall, nine (9) Members had an AMR of 0.5 or highérrabnths post intervention.
Post = émonth followup
AMR manually calculated by the Pharmacy Team. AMR = Units of Controller / (Units of Controller + Reliever).
Data extracted from pharmacy claims datlcludes Members with baseline anengonth follow-up data only
Table15. Pharmacy ICS PDC DatBaseline Compared to-fonths Post Intervention
*OVERALIN=14
Baseline Post
%of Members who achieved PDC 80% or higher 8% 58%
MODERATE OR SEVERE
Baseline Post
%of Members who achieved PIB0% or higher 14% 71%
MILD OR N/An=9
Baseline Post
%of Members who achieved PDC 80% or higher 0% 40%
Data run 05/2021
One (1) Member had PDC 80% or higher at baseline.
Seven (7) Members had PDC 80% or highemabBths postintervention.
Post = émonth followup
PDC manually calculated by the Pharmacy Team.
Data extracted from pharmacy claims data.
*Includes Members with baseline anengonth follow-up data only
Tablel6. ICSFill 9GDays Post Pharmacy InterventiciMembers with "0" Fill at Baseline
Moderate or Severe
Pharmacy Intervention
ICS-ill Date within 90 Days No % Yes % Total %
No 50.0% 22.2% 5 %
Yes 50.0% 77.8% 10 66.7%
Total 6 100.0% 9 100.0% 15 100.0%

Data run 05/2021
ICS PDC manually calculated by the Pharmacy Team.

Data extracted from pharmacy claims datbncludes Members with baseline and-8@onth data.
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Data Warehouse: DwProd_Staging

MEMBER DEMOGRAPHICS DATA

Table I7. Demographicg Members Enrolled
Enrolled
N=50
Age N %
0-10 26 50.00
11-20 22 42.31
21-30 2 3.85
Unknown
Ethnicity
American Indian or Alaska Native
Asian or Pacific Islander
Black 10 19.23
Caucasian 5 9.62
Hispanic 30 57.69
No Response / Unknown 5 9.62
Other Race or Ethnicity
Gender
F 19 36.54
M 31 59.62
Homeless Indicator
Homeless 4 7.69
Not Homeless 46 88.46
Language
English 38 73.08
Spanish 12 23.08
Member Region
Corona/Temecula/Hemet
High Desert
Low Desert
Riverside
San Bernardino Proper 50 100
West San Bernardino
Out of Area

Items highlighted in yellow contain highest count per category.
* Data run 02/2021
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APPENDIX A

TestType

Post Assessment

Pre Assessment

Total

MemberRecordID

MemberRecordID

MemberRecordID

Frequency

Frequency

Frequency

01

Clean carpet monthly, using Lysol, daily cleaning

Cleaning carpet monthly, using Lysol, daily cleaning

Cleaning frequently, wash bedding once a week, washing
towels frequently

[ ]

Cleaning frequently, washing bedding 3 times a week, and
they donét have any pets.

Daily regiment for asthma/allergy

Everything is the same and no changes have been made.

Everything is the same. Using a peak flow meter

Frequently cleaning

Instead of using Febreze. They use essential oils & diluted
with water and spray it around the house.

Instead of using Febreze. They use essential oils and diluting
with water and spraying it around the house.

No pets, washing bedding frequently, cleaning

Not using fabric softener when washing clothes

N = N

Nothing new

Peak flow meter and spacer

Re-locating, change diet, install flooring, using natural
cleansers

| —

Staying inside due to fire smoke and smell.

Stop using chemicals to clean and now using natural cleanser
to clean.

Using an air purifier

Using nebulizer

Using peak flow meter.

clean home more frequently

cleaning carpet once month, deep cleaning one week,
bedding washed twice a week

cleaning frequently. Also, when her child experiencing asthma
symptoms they get him to relax and this helps.

doing the same things

has controller and rescue meds

keeping window close, room clean, keep shoes out room

no

none

nothing

[N TN TN Y

nothing new

stop using chemicals to clean and now using natural cleanser
to clean.

switch to natural cleansers and essential oils

P iR i pm i Ny i i s i e Ny i e N R s i
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TestType

Post Assessment Pre Assessment 1ol
MemberRecordID | MemberRecordID MemberRecordID
Frequency Frequency Frequency
switch to natural cleansers and secessional oils il 1
using an air purifier and nebulizer 1 . 1
Total 19 16 38
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APPENDIB

Qualitative Data¢ Member Testimonials

Members Testimonial

Mother of Members

200504008*F***
200209004*=***

“I' had a wonderful overall experience. | really needed education for both my boys who have Asthma.
Health education taught me how to deal with my boys’ constant wheezing.”

“I have now learned how to use the Asthma action plan. The Peak flow meter and spacer | have received
have helped my boys. The pharmacy recommended that | get a humidifier and it has really helped them
with their allergies.”

“Please do not stop what you are doing. You guys are doing a great job. | have recommended the IEHP
Asthma program to my neighbor who has asthma, she is also the god mother to my children.”

20071100315600: “Were able to assist with other concerns and PCP appointments. Happy with the
extra care aside from Asthma. Team went above and beyond with helping address other concerns and
help with navigation. Feels it helped a lot and very happy.”
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APPENDIX

Asthma Pilot Workflow

Asthma Program Care Coordination Workflow

Health Navigator

£
B
-
8
3
3
w
£
=
]
1]
i

ntacts and
Notes in Program
Referral

Performs initial
outreach/
assessment/
Asthma 101

Explains Asthma
Pilot Program and
asks if Member
accepts program

Creates MHK

Creates MHK

Control Test &

Follow-Up to
“Pharmacist/Th
Group

Reviews access to
Asthma
medication

Program Referral
to Health

Emiss)
contact
Phamacy?

Creates MHK
Follow-Up to
“Pharmacist/TMR™

Education Group

Calls Pharmacy
8 Team in Real Time L
via Facetime

Adds Contact in MHK and
selects “Member Dec

MHK Follow-
Up to
“Health Ed-
Follow Up”

OR
“Pharmacist/

METRICS

+  MHK Program
Referral: 1
Aftempt to
Contact
Member within
3 business days.

+  MHK Follow-Up:
Address and
close within 3
business days.

HE Specialist

makes Qutbound
call to Member

Yes

Health Educator
conducts 1:1
consultation (30-
45 minutes) with

Member

HE Specialist

Ml schedules 1:1and
completes Asthma
Class Pre-Survey

Creates MHK
Follow-up to

Makes follow-up

Closes Program
Referral

“Pharmacist/TMR™
Group

+  HM HE and
Pharmacist will
create MHE
Follow-Up
between depts,
as needed,
determined by
Member's need
during the
program.

&  HN, HE and
Pharmacist will

RPH ensures
appropriate asthma
medication sent to

pharmacy or PA
submitted for approval

RPH conducts
provider outreach to
discuss appropriate
medication options

Notes in Program Referral

RPH makes
Outbound Call and
asks permission to

engage with TMR

RPH receives call in
Clinical Call Queue

RPH provides
education and asks
permission to
engage with TMR

RPH conducts TMR
and requests

contact prescriber
for issues

“Health Ed-

RPH discusses or Follow Up”

(3w 2 faxes interventions
to prescriber

document all
Follow Ups,
Contacts, and
Motes in the
same Program
Referral initiated
by HN.

*  HN. HE and
Pharmacist will
make up to 3
attempts to
reach Member.
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