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EVENT FLYER

Mark your calendar and join us for an informative day to share and
learn with other ALL/PHASE clinics and safety net providers.

ALL HEART/PHASE Convening

Thursday, March 5, 2015

10:00 a.m. — 4:00 p.m.

Hilton Orange County / Costa Mesa
3050 Bristol St, Costa Mesa, CA 92626

4:00 p.m. — 6:00 p.m.

Join us for a fun-filled networking
reception with clinics and partners!

A prescription for a
heart healthy community

REGISTER ONLINE HERE

www.ALLHeartHealth.org

Special hotel room rates available for $149/night.

Stay for an extra day and join us for the
14th Annual Health Care Symposium
on Friday, March 6, 2015 at the Hilton!

Sponsored by : &, KAISER PERMANENTE.
in the community




EVENT OVERVIEW

Purpose:
The purpose of the ALL HEART/PHASE Convening is to promote the spread of the Kaiser

Permanente evidence-based ALL HEART/PHASE model in the safety net population and
to share best practices and lessons learned in ALL HEART/PHASE implementation and
evaluation.

Objectives:

By the end of the ALL HEART/PHASE Convening, participants will be able to:

* Describe the health benefits of the ALL HEART/PHASE medication regimen,
including TAL;

* |dentify a specific ALL HEART/PHASE best practice that can be implemented
at their site;

* Gain awareness of the latest recommendations and indications from new research
related to diabetes and hypertension and cardiovascular disease outcomes;

lé’(" * Describe how behavioral health staff can integrate into the diabetes/hypertension

care team;

* Identify evaluation highlights from the ALL HEART program.

Audience:
| Past and present ALL HEART and PHASE clinics and grantee teams including providers,
|| quality managers and data specialists; clinic teams interested in learning more about
| ALL HEART and PHASE activities and outcomes
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4Patient Care
Alameda Health System
Be There San Diego
CARES Community Health
Center for Care Innovations
Center for Community Health and Evaluation
City of Pasadena Public Health Department
Coalition of Orange County Comm. Health Centers
Community Clinic Association of Los Angeles County
Community Clinics Health Network
Community Health Partnership
Community Health Systems, Inc
Community Partners
Council of Community Clinics
Eisner Pediatric and Family Medical Center
Emdeon
Family Health Centers of San Diego
Health Services Advisory Group, Inc.
Healthcare Consulting
Imperial Beach Health Center
Kaiser Permanente
Kaiser Permanente Los Angeles Medical Center
Kaiser Permanente South Bay Medical Center
Krokidas & Bluestein, LLP
La Maestra Community Health Center
Los Angeles County Department of Health Services
Neighborhood Healthcare
North County Health Services
Northeast Valley Health Corporation
Pasadena Public Health Department
Redwood Commmunity Health
Riverside Community Health Foundation
Riverside County Department of Ambulatory Care
Riverside County Health System
San Francisco Community Clinic Consortium
San Francisco Department of Public Health
San Francisco Health Network
San Mateo Medical Center
Santa Clara Valley Medical Center
Serving Kids Hope
South Central Family Health Center
St Bernardine Medical Center
The Children's Clinic
The Urena Group
UCSF Center for Excellence in Primary Care
Venice Family Clinic
Vista Community Clinic



ALL HEART / PHASE
CONVENING

Risk Calculator
Station

Spansoced By,

4 KaISER PERMANENTE,

Participants were encouraged
to assess their risk for
cardiovascular disease at the
“Risk Calculator Station”.




ALL HEART 2014/2015 PILOT PROJECTS

A prescription for a
heart healthy community

&\\7’,; KAISER
"% PERMANENTE.

ose to participate in pilot projects to
a ion.




Eisner Pediatric & Family Medical Center

EISNER PEDIATRIC & FAMILY MEDICAL CENTER

Access to Family
Community Support

Services

Integrating behavioral health into
the primary care team

Personal 0
Baheviars Medical Care

Self Access to
Management Behavioral
Support Care Services

Planned Activities

Co-locate a behavioral health professional within a primary care team
Include the behavioral health professional in care team meetings

= to integrated
behavioral health s >toi i , hypertension,
and CAD.

Develop a process for warm handoffs and referrals to behavioral
health service:

Develop clear protocols by which patients
psychosocial support to enhance medical care and self-management
of risk factors/ilness

Provide self-management/short negotiating interviewing training to
site physicians and other care team members

, mitiga
sychosocial stressors.

consultation/communication via the EHR. Patient
so will be tracked using the electronic
health record.

. . °® °
Sole funding provided by: KAISER
. S\w”é PERMANENTE.




This pilot takes a deep dive into the data for ALL HEART reports were filtered to iden-

those diabetic patients age 50+ not currently tify those patients who were not on the
on a Statin and/or ACE to find out why. medication treatment regimen.

Patients not on ACE inhibitor

Reason Identified for not being on an ACE inhibitor: .\

1. Patient a Iy has blood pressure cont >d and the provider did not want the patient to be on additional
medication with possible adverse side effects

Reason Identified for not using statin medication: 4

1. LDL cholesterol was already at goal

2. Patient has elevated liver function tests. Providers did not want to give the patient a medication which
could possibly cause harm if their liver was already not functioning properly.
Blood Pressure Impaired Fasting Glucose
Provider Error ® Kept Prior Medications
® Adverse Effects Dialysis
Patient Refusal New Patient
Substitute Medication Drug Interactions
Noncompliance Diet Control
Diabetic Remission

Results: Provider education Future Plans

ing on the ACE Inhit as long as their
ly e shouldn't suffer adv:

2. There is a cardiovascular benefit of the statin medi on, even with normal cholesterol
patient

ard in
egular

3. Itis safe to have patients on these medications, even with mild liver function elev:

Patients on neither statin medication nor ACE inhibitor

Normal Vitals
Liver Disease
® No Statin Good BP
Impaired Fasting Glucose
Pending LDL Lab
Elderly
Cancer
Diabetes Managed Elsewhere Liver Disease
® Allergy to Ace Cholesterol
Patient Refusal ® Pending Lab
HIV Patient Refusal
Alcoholism Substitute Medicaton
Diabetic Remission Noncompliance
Questionable Diagnosis 15 Provider Error
® Provider Error Impaired Fasting Glucose
Noncompliance ® Allergic
Diabetic Remission
Questionable Provider

[
Sole funding provided by: §\W/;4 gﬁE\IIQSI\ﬁiNENTE




Los Angeles County Department of Health Services

Health Services

LOS ANGELES COUNTY

Present and Future Benefits of A-L-L: Expanding Cardiovascular Disease Risk Reduction for Patients with Diabetes

Los Angeles County Department of Health Services (LAC DHS), Ambulatory Care Network: Research and Innovation

Disease Management

Empaneled Patients Program Paents

| [— Count | Percentage | Count | Percentage

Patients on ACE and Statin
Patients only on ASA

Patients only on ACE

Patients only on Statin

Patients not on ACE, ASA or Statin

Total patients touched by grant

Patients on at least 2 A-L-L Drugs

9000
8000
7000
6000
5000
4000
3000
2000

=
£
®
&
s
T
2
=
3
z

Empaneled Patients Disease Management
Program Patients

Medical Ho

Patients on Full A-L-L Regimen

Number of Patief

Please contact Pl Jeffrey Guterman at jguterman@dhs.lacounty.gov or the project coordinator

Laura Myerchin Sklaroff at Isklaroff@dhs.lacounty.gov with questions or comments.
Empaneled Patients Disease Management
Program Patients

0@
Funding for this project provided by: @“’/;4 PmEEhﬁlf\NENTE
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Neighborhood Healthcare _—

NEIGHBORHOOD HEALTHCARE
a californiahealffit center

Neighborhood Healthcare(NHC) has an established chronic disease management
program to better improve the health outcomes of patients. Personal care teams focus
on individual patients providing self-management education, preventative care and

regular monitoring of health conditions. SRR

Medication Therapy Management

® Pilot at 3 NHC Health Ce N adult prime

¢ Collaborative practice agreeme S /i and phamac vith prescribing rights

Alerts Application

e All NHC Health C

Registered Nurse ALL Heart Medication Protocol
e Pilot at 1 NHC Health Center with adult primary care

RN runs rex

RN loads p

RN sends order to pr

RN notifi atient with final out e [

e AllNHC Health Centers AL .

to identify p 5 d im nical me:
* Generates call list of patients due for services

by MA Care Coordinator or Cart

0@
Sole funding provided by: g\ﬂ},}é S —-—
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Northeast Valley
Health Corporation
a californiahealti center

Northeast Valley Health Corporation

Integrating Pharmacists into the Healthcare Team: Statin Medication Therapy Management

Medication therapy management (MTM) is an effective method to The primary objective of this pilot is to utilize a statin therapy MTM
initiate statin therapy as an intervention in diabetic care and is program to provide pharmaceutical care with improved medication
associated with improved clinical measures (such as blood pressture safety, adherence and compliance in order to improve patient

or LDL cholesterol), fewer adverse drug events, and patient adherence. outcomes in controlling diabetes and hyperlipidemia. Improved
clinical outcomes can decrease the possibility of cardiac events.

Activities:

1. A chart review was conducted on 66 patients who are 50 years or older, have type 2 diabetes
and are not on statin therapy with LDL>100mg/dL. A recommendation to add a statin to the Average LDL Levels of

patients’ treatment plan was made to the primary care clinician, to prevent future cardiovascular those Cul’renﬂy on SeI'ViCG
complications.

. Following approval from the provider, the Pharmacy Intern telephoned patients to educate them
on the disease state and medication.

122 LDL Tim

. Adherence to medication was evaluated at baseline and at 2 weeks along with safety. Efficacy
to therapy was monitored at 4-6 weeks with corresponding lipid panel and liver function tests.

4. The Morisky medication adherence-scale was utilized along pharmacy pick-up history to monitor
patient's adherence. 88 LDL Most re

. Baseline LDL-C values were com with values obtained at follow-up.

6. Incidence of adverse drug reactions (ADRs) during treatment were also collected.

)

Conclusions: Produ

o Workflo

o Astatin tr

Phase 2 of the pilot will
nary tean , to implement expand the size of the Statin
MTM Pilot by reaching out
and improvement to blood pressure control was noted to more prowders

Sole funding provided by:

.\“.?. KAISER
§\ ,,é PERMANENTE.
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Northeast Valley
Health Corporation
a californiafealtlis center

Northeast Valley Health Corporation

ALL HEART Hypertension Management Pilot

Northeast Valley Health Corporation (NEVHC) is piloting a Hypertension In September 2014, 56% of the adult patients with a diagnosis
anagement Pilot at Santa Clarita Health Center. The Santa Clarita of hypertension at the Santa Clarita Health Center were in control

Health Center opened in 2011 and the impact of limited access to health with a blood pressure of less than 140/90 at their last visit. This

care services for the underserved population in the Santa Clarita Valley is compared to an average of 72.4% throughout all NEVHC

was felt immediately. Health Centers.

%Patients with HTN and Blood Pressure <140/90 Pilot will Measure:

100.0%

90.0% - . 75.3% 76.7% 80.8% . ‘ ; _
0% 1 oo o 05 68.1% 69.4% 74505 O°7° > 1. The percentage of patients with a diagnosis of hypertension
;Zg: y e 57.0% " who have their blood pressure under control

50.0%
40.0%
30.0%
20.0% 3. Number of patients participating in the blood pressure machine

100% 65 M | 60. i : g I 2 | 75. p lending program and the texting program
0.0%

2. Number of patients attending blood pressure education classes

VN Adult Santa Homeless Sun Valencia Pacoima Canoga San Mission i P
n=230 Clarita n=315 Valley n=509 n=1195 Park Femando n=26 4. Report on changes (if appropriate) on blood pressure

n=379 n=596 n=700 n=1421 management protocols
June 2014 Sept 2014 Dec.2014

Planned Activities: % NEVHC Patients with HTN
and Blood Pressure <140/90

. Conduct a chart audit to assess management of patients diagnosed with hypertension.

N

. Adult Medical Director and the Director of Pharmacy to present the JNC8 Guidelines to provider
and care team

72.5% May 2014

w

. Review the Clinical Decision Support Tool to alert providers and care team members about which
anti-hypertensive medications the patient is taking.

=

Monthly hypertension classes; Nutrition, Physical Activity, Medications, Stress Management, 0,
Healthy lifestyle strategies 72.2% June 201

o

Provide education materials during the primary care visit.

[}

Strengthen the referral process for blood pressure follow-up to RDs, HTN class, and nurse visits 72_4% Sep 20‘] 4

=

. Implement the home BP machine lending program.

©

Implement the BP and Self-Management Goals Texting Program.

70.7% Dec 2014

Sole funding provided by:

'17;‘ KAISER
% cermanente.

"
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South Central Family Health Center m &%

South Central Family Health Center

ALL HEART is a simplified cardiovascular every opportunity as to how their
risk reduction algorithm. One of the most current management differs from the
efficient ways to correct deviations from an  algorithm’s recommendation. Providers

algorithm is to give providers feedback at in turn give feedback to help improve the
implementation of the algorithm.

Eligible Patients With Medication
Regimen Meeting ALL HEART

Recommendations Activities

0,
17% Juy L HEART into the

monitoring mic

21% August

26% September
30% Ootober
34% November

40% Dec o A-L-L is Easy for Providers too...

ALL Diabetcs 50 Years and Older (ot east through age 76) What Could Be Easier Than Taking
ALL Cardiovascular Disease Patients (any age) A-L-L Three of These Once a Day?

sinopril 20 mg
Monitor K+ and Creatinine At Least Once A Yoar"
c12 20126

Conclusions & Lessons Learned

Team Huddle reports are a ive way to increase adherence to ALL HEART
recommendations for cardiovascular risk reduction.

Providers like the ALL HEART algorithm because it’'s intuitive and easy to remember.
When they see an ALL HEART medicatior ommendation in a Team Huddle
report there is no mystery as to how the recommendation was derived.

A smart implementation that minimizes inappropriate recommendations builds

provider confidence in the Team Huddle report. FUTUI’@ leeCJ[IOﬂS

New providers need formal training to understand the rationale behind ALL HEART

Additional training may be necessary to overcome misperceptions about the
ACE!/Thiazide combination pill.

Sole funding provided by:

&\\7’,} KAISER
"% PERMANENTE.




Vista Community Clinic \'m Community

Clinic

Chost Hedb

Hypertension Project

The purpose of the Vista Community Clinic (VCC) pilot is to implement the JNC8 hypertensive
guidelines amongst hypertensive patients. VCC will focus on utilizing care coordinators to follow up
with patients, closely monitor medication adherence, and motivate patients toward heart healthy

lifestyle changes.

Activities
am Lead

nts no in control

* Motivate and dew self-managemel tion plans
* Disseminate provider report cz nonitor compliance with the ¢

* Meet mor 1 Hypertension Subcommittee to re\ clinical outcomes

Conclusions

8]
Sole funding provided by: é\w’;é gﬁl:::?NEIRANENTE
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AL’ CPHASE
ALL HEART/PHASE Convening
Thursday, March 5, 2015
9:00 a.m. | Breakfast & Registration 10:00 a.m. — 4:00 p.m. | Meeting
4:00 p.m. — 6:00 p.m. | Networking Reception
Hilton Orange County | 3050 Bristol St., Costa Mesa, CA 92626
Wifi: AVMS-meetings| User Name: councilclinics | Password: councilclinics15
AGENDA
9:00 - Registration, Poster Session, Breakfast and Networking
10:00am ROOM: FOUNTAIN TERRACE — LOBBY LEVEL
10:00 - Welcome and Introductions/Opening Remarks
10:15am ROOM: CATALINA Il - LOBBY LEVEL
Jill Webber, MPH, Program Manager, Community Clinics Health Network
Marc Jaffe, MD, Clinical Leader, Kaiser Permanente Northern California Cardiovascular Risk Reduction
(PHASE) Program
Jim Schultz, MD, MBA, FAAFP, Chief Medical Officer, Neighborhood Healthcare
10:15 - ALL HEART/PHASE from Adopting Clinical Protocols to Advancing Value Based Care
11:00am ROOM: CATALINA Il - LOBBY LEVEL

Session Description: A panel discussion on how the ALLHEART/PHASE program is vital to addressing the rapidly
changing health care environment.

Panelists:

e Allen Cheadle, PhD, Director, Center for Community Health and Evaluation

* Mary Maddux-Gonzalez, MD, Chief Medical Infomatics Officer, Redwood Community Health

e Jeffrey J. Guterman, MD, MS, Chief Research & Innovation Officer, Los Angeles County Department
of Health Services

Moderator: Christina Wildlake, MS, Project Manager Ill, Community Benefit Program, Northern California Region,
Kaiser Permanente

11:00- Break

11:15am

11:15- The New Cholesterol Guidelines: Should I be on a Statin?
12:30pm ROOM: CATALINA Il - LOBBY LEVEL

Session Description: Calculating the 10-Year ASCVD risk and implications for dyslipidemia treatment
recommendations, including, why statins.

Panelists:
*  Wiley Chan, MD, Director, Guidelines & Evidence-Based Medicine, Northwest Permanente
* Jim Schultz, MD, MBA, FAAFP, Chief Medical Officer, Neighborhood Healthcare

Moderator: R.James Dudl, MD, Clinical Advisor, Community Benefit and Diabetes Lead, Care Management Institute,
Kaiser Permanente

16



12:30 - Lunch & Networking
1:15pm ROOM: BRISTOL Ill — LOBBY LEVEL
1:15- Breakout Session 1: Total Wellness — Addressing Behavioral Health as Part of Chronic Care Management
2:15pm ROOM: CATALINA Il - LOBBY LEVEL
Session Description: Integrating behavioral health consultants into the health care team.
Speaker: Mary Lou Maldonado, RN, LMFT, Clinician, La Maestra Community Health Centers
Moderator: Nicole Howard, MPH, Director of Programs and Fund Development, Community Clinics Health Network
Breakout Session 2: Documenting Efforts to Address Social Determinants of Health through Community
to Clinic Integration
ROOM: FOUNTAIN TERRACE — LOBBY LEVEL
Session Description: A panel discussion about HEAL zones and how local clinics are working with community
organizations to encourage and incentivize underserved population to make health choices.
Panelists:
e  Patricia A. Ronald Riba, MD, MA, Founder and Medical Director, Serving Kids Hope
¢ Lily Martinez, MPH, CHES, IBCLC, Director of Health Education and Outreach, The Children’s Clinic
Moderator: Clara Steimberg, Project Manager, Community Benefit, Kaiser Permanente
2:15- Break
2:30 pm
2:30- New Opportunities to Address Racial, Ethnic and Gender Disparities
3:45pm ROOM: CATALINA Il - LOBBY LEVEL
Session Description: A panel discussion that will introduce some of the new research in the management of
hypertension, starting with effective strategies to take, what works with improving medication adherence, and
disparities with special populations.
Panelists:
¢ R.James Dudl, MD, Clinical Advisor, Community Benefit and Diabetes Lead, Care Management Institute, Kaiser
Permanente
*  Marc Jaffe, MD, Clinical Leader, Kaiser Permanente Northern California Cardiovascular Risk Reduction
(PHASE) Program
®*  Winston F. Wong, MD, MS, Medical Director, Community Benefit and Director, Disparities Improvement &
Quality Initiatives, Kaiser Permanente
Moderator: Coralie Chan, MPH, Program Manager, National Community Benefit, Kaiser Permanente
3:45- Closing Remarks
4:00pm ROOM: CATALINA Il - LOBBY LEVEL
Winston F. Wong, MD, MS, Medical Director, Community Benefit and Director, Disparities Improvement & Quality
Initiatives, Kaiser Permanente
4:00 - Networking Reception
6:00pm ROOM: BRISTOL Il - LOBBY LEVEL

Sole Funding Provided by: &8s KAISER PERMANENTE

in the community
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Welcome & Opening Remarks

MPHASE

PREVENT HEART ATTACKS AND STROKES EVERYDAY

ALL HEART/PHASE
Conference 2015

Why AllHeart?

A Community Health Center
Perspective

Presented by:

Marc Jaffe, MD

Associate Clinical Professor of Medicine, UCSF

Kaiser Permanente Northern California
South San Francisco Medical Center

% KAISER PERMANENTE.

* Jill Webber, MPH, Program Manager, Community Clinics Health Network
* Marc Jaffe, MD, Clinical Leader, Kaiser Permanente Northern California
Cardiovascular Risk Reduction (PHASE) Program
* Jim Schultz, MD, MBA, FAAFP, Chief Medical Officer,
Neighborhood Healthcare

Dr. Mark Jaffe Dr. Jim Schultz




Morning Session |
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ALL HEART/PHASE from Adopting Clinical Protocols
to Advancing Value Based Care

Session Description:
A panel discussion on how the ALLHEART/PHASE program is vital to addressing the rapidly

changing health care environment.

Panelists:
* Allen Cheadle, PhD, Director, Center for Community Health and Evaluation

* Mary Maddux-Gonzalez, MD, Chief Medical Officer, Redwood Community Health
* Jeffrey J. Guterman, MD, MS, Chief Research & Innovation Officer,
Los Angeles County Department of Health Services

Moderator:
* Christina Wildlake, MS, Project Manager Ill, Community Benefit Program, Northern

California Region, Kaiser Permanente

Dr. Allen Cheadle
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Morning Session |

Evaluation Results

Q2 Session 1:ALL HEART/PHASE from
Adopting Clinical Protocols to Advancing
Value Based Care

Answered: 50 Skipped: 1
- I
Fair I
[

Poor

No Opinion

0% 10% 20% 30% 40% 50% 60% 70% 80%

90% 100%

Answer Choices Responses
Excellent 52.00% 26
Good 44.00% 22
Fair 2.00% 1
Poor 0.00% 0
No Opinion 2.00% 1
Total 50
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Morning Session 2

THE PHYSICIANS OF 8% KAISER PERMANENTE

ALL HEART/PHASE Con}:éning'

The New Cholesterol Guidelines
Should | be on a Statin?

March 5, 2015

Wiley Chan, MD
Co-Chair, NHLBI Implementation Science Work Group X
Member, State of Oregon Health Evidencé ReView Commission
Chair, Evidence-based Guidelines Subcorﬁminee ( N )
Retired from Kaiser Permanente < ~ N
Kaiser Permanente National Guideline Pl;o(ram\‘ .
Co-Clinical Lead, Dyslipidemia \ L RN - A
Methodologist =\ .
Kaiser Permanente, NorthWest =
Director, Guidelines & Evidence-Based Medicine » -
Physician, Internal Medicine

The New Cholesterol Guidelines: Should | be on a Statin?

Session Description:

Calculating the 10-Year ASCVD risk and implications for dyslipidemia treatment
recommendations, including, why statins.

Panelists:

* Wiley Chan, MD, Director, Guidelines & Evidence-Based Medicine, NW Permanente
* Jim Schultz, MD, MBA, FAAFP, Chief Medical Officer, Neighborhood Healthcare

Moderator:

* R.James Dudl, MD, Clinical Advisor, Community Benefit and Diabetes Lead, Care
Management Institute, Kaiser Permanente
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Morning Session 2

Graphic Art & Evaluation Results
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Q3 Session 2:The New Cholesterol
Guidelines: Should | be on a Statin?

Answered: 51 Skipped: 0
_

Fair

No Opinion

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses
Excellent 54.90% 28
Good 39.22% 20
Fair 5.88% 3
Poor 0.00% 0
No Opinion 0.00% 0
Total 51
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Breakout Session |

Partners for Life: All Heart
March 5, 2015

Mary Lou Maldonado RN, LMFT

Total Wellness — Addressing Behavioral Health

as Part of Chronic Care Management
Session Description:
Integrating behavioral health consultants into the health care team.

Speaker:
* Mary Lou Maldonado, RN, LMFT, Clinician, La Maestra Community Health Centers

Moderator
* Nicole Howard, MPH, Director of Programs and Fund Development,
Community Clinics Health Network

Nicole Howard and Mary Lou Maldonado




Breakout Session |

Evaluation Results

Q4 Session 3 - Breakout 1:Total Wellness -
Addressing Behavioral Health as Part of
Chronic Care Management

Answered: 36 Skipped: 15

_
Fair .

Poor

-

0% 10% 20% 30% 40% 50% 60% 70% 80%

Answer Choices Responses
Excellent 36.11%
Good 33.33%
Fair 5.56%
Poor 0.00%

No Opinion 25.00%

Total

90% 100%

13

12

25




Breakout Session 2

KN DO NO HARM:
"~ Addressing Obesity at Ground Zero

Health Education and Outreach

Define yourself - Develop best practice - Partner and collaborate - .,)
(L)
Contact the HEO Department:
DR.PATRICIA [_@ Serving (562) 933-0511
HEALTHY FAMILIES u

g o The Children’s Clinic
“Serving Children & Their Families”

caring and healing

Ce ing 75 years of servin,

1
455 E. Golumbia Street 3
Uites 201 8 6 3
Long Beach, CAS0806  Imartinez@! 9
il s
o _

Documenting Efforts to Address Social Determinants
of Health through Community to Clinic Integration

Session Description:

A panel discussion about HEAL zones and how local clinics are working with
community organizations to encourage and incentivize underserved population
to make health choices.

Panelists:

* Patricia A. Ronald Riba, MD, MA, Founder and Medical Director,
Serving Kids Hope

* Lily Martinez, MPH, CHES, IBCLC, Director of Health Education and Outreach,
The Children’s Clinic

Moderator:
* C(Clara Steimberg, Project Manager, Community Benefit, Kaiser Permanente




Breakout Session 2

Graphic Art & Evaluation Results
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Q5 Session 3 - Breakout 2:Documenting
Efforts to Address Social Determinants of
Health through Community to Clinic
Integration
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Answer Choices Responses
Excellent 241% 10
Good 55.88% 19
Fair 5.88% 2
Poor 0.00% 0
No Opinion 8.82% 3
Total
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ALL HEART/PHASE Conference 2015:
New Opportunities to Address Racial,
Ethnic and Gender Disparities

Presented by:

Winston Wong, MD MS
Medical Director, Community Benefit
National Program Offices

Marc Jaffe, MD

Associate Clinical Professor of Medicine, UCSF
Kaiser Permanente Northern California

South San Francisco Medical Center

Jim Dudl, MD

Diabetes Lead, Care Management Institute
National Program Offices

# KAISER PERMANENTE.

New Opportunities to Address Racial, Ethnic and Gender Disparities

Session Description:

A panel discussion that will introduce some of the new research in the management of
hypertension, starting with effective strategies to take, what works with improving
medication adherence, and disparities with special populations.

Panelists:

* R.James Dudl, MD, Clinical Advisor, Community Benefit and Diabetes Lead, Care
Management Institute, Kaiser Permanente

* Marc Jaffe, MD, Clinical Leader, Kaiser Permanente Northern California Cardiovascular
Risk Reduction (PHASE) Program

* Winston F. Wong, MD, MS, Medical Director, Community Benefit and Director,
Disparities Improvement & Quality Initiatives, Kaiser Permanente

Moderator:
* Coralie Chan, MPH, Program Manager, National Community Benefit, Kaiser Permanente
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Afternoon Presentation
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Q6 Session 4:New Opportunities to
Address Racial, Ethnic and Gender
Disparities

Answered: 49 Skipped: 2

- [

Fair

Poor
No Opinion
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Answer Choices Responses
Excellent 51.02%
Good 42.86%
Feir 6.12%
Poor 0.00%
No Opinion 0.00%
Total

25

21

29




Closing Remarks

Hilton

. CostaMesa |

Winston F. Wong, MD, MS, Medical Director, Community Benefit and Director,
Disparities Improvement & Quality Initiatives, Kaiser Permanente




N
What is one thing you learned at today’s event
that will help you in your daily work?

Responses
Approach to statin mgmt.

The importance of integrating primary care and mental health teams.
It (all information) was valuable.

Barriers

Number of barriers to consider when addressing adherence

As a behavioral health provider, the concept of the risk guidelines was new/useful. Appreciated the behavioral
health presenter/presentation, but | would have like it to be more specific to heart disease/chronic disease
management.

Great review of new statin guidelines. | will definitely be sharing the PowerPoint.
The work being done resources results & thoughts to culturally specific care delivery

Healthcare must be affordable in order for us to make on impact on CV Dx efc. to establish better healthcare &
make a difference

Patient education and outreach measures

Great info, and great effort to engage participants

Work on simplicity to help providers and staff carry out population management easily and effectively.
Increase use of cardio-vascular risk calculator

Should put more emphasis on non-medical interventions

Infrastructure/social determinants of health are critical in the successful implementation of ALL HEART
Invest in interventional interviewing training for staff.

Important focus on ALL + HTN w/ focus on adherence and behavioral change

Food restriction as a strategy is counterproductive when addressing childhood obesity Adherence is the silent
killer right now

- Rising importance of statins - Need to focus on med adherence
More time for lunch; Q&A

New cardio-vascular risk calculator

Define roles for care team

Engage the entire team!




What is one thing you learned at today’s event
that will help you in your daily work?

New cholesterol guidelines

The efforts amongst all the other attendees to work and improve our Pl and what has worked for them and what
we can apply in our organization.

Great topics | think the efforts to address social determinants was very useful
The challenge for behavioral health to change gears & work in primary care
Will prioritize development of i2i registry data that includes medication prescriptions

Need to continue focusing on impact / patient outcomes vs. process measures (Rx rate) Need to change
communication about advancing value-based care vs. adopting clinical protocols.

AR Statins

Integration of social determinants of health in identification of high risk pop'n.
The lipid guidelines

What best practices can be used for data to help out & identify risks of our patients.
Diabetes prevention CVD prevention

Simplicity - changing our system to help pts.

Focus on adherence

Ways to integrate primary care & behavioral health. New guidelines for cholesterol & statins.

The ability to have made new personal connections. | enjoyed being exposed to Dr. Patricia Reba's work and will
be checking out her website.




How would you rate the event overall?

Q7 How would you rate the event overall?

Answered: 48 Skipped: 3
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Additional Participant Comments

Simple adherence

Very interesting presentations! Thank you.

| think a break-out group re: practical strategies with other BH providers would have been more useful to me. Well
organized; appreciate care to details & healthy options at lunch! *We should actively recruit more (any!) African-
American staff to this project. Yea for the artist!

Thank you!
The team did a great job putting this seminar together
Loved Wiley Chan's presentation, very engaging Excellent ideas etc. from Dr. Riba on childhood obesity

- Artwork provided an interesting interlude that stayed relevant to the material at hand - Dr. Riba was a very
engaging speaker and presented a lot of practice changing information that can be implemented in our clinics
tomorrow and make a significant impact on patient health outcomes

Very helpful conference | recommend moving the artist further to the back / | loved her drawings but sometimes it
was distracting

- All of this was interesting -- and | kept thinking how am | supposed to use it in my centers?
Excellent. Thank you!

Event was high yield -- inspiring, educational & invigorating. Next year, | would like to bring a much larger team
from our health system and community partners to this meeting. Looking forward to ALL HEART / PHASE 3rd
annual meeting next year! (Session 2 comment) Dr. Schultz was outstanding (rating was between Excellent and
Good)

Too many speakers assumer the audience is doctors. Panel on disparities with 3 male doctors?? Winston
comments sort of all over the place -- Dr. Jaffe mentioned black pts but only one addressed gender, ethnic or
ones disparities.

Excellent event coordination and speakers! Thank you!

This was an excellent & informative event. | enjoyed the information & interaction.




Additional Participant Comments

This was an outstanding event. Working with other facilities similar to ours and having us together under one roof
is an excellent way to assist in issues/measure we face and/or how to prepare/prevent..

(Breakout 2 comment) Both great speakers

- Great to hear best practices -- want to hear more from community clinics and have time for exchange in future -
Appreciate inclusion of racial disparities

Very good convening. Well organized w/ relevant info. Perhaps for next year, encouragement to mingle.
Please have this next year.

Would be great to have some grantee specific breakouts to start collaborative learning process & introduction to
leads who will facilitate these collaborate learning groups.

(Breakout 2 comment): More about how they reached out to community.
Really would love to have a conf. or committee on beh health & how to move forward with integrated care.
Great speaker choices. Very engaging.

Great conversation at the end I'd like to learn more what other grantees are doing -- maybe breakdown by
EHR/other analytics tools. Also, please send contact list!

Excellent event! Good job staying on schedule.

The conference was well-structured. Lunch was great, also! Good networking!

”
!

“This was an outstanding event
“Please have this next year.”
“Great conversations.”

“Well organized with
relevant info.”
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