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The Rural Health Care Services Outreach Program is authorized by Section 330A of the Public Health Service Act (42
U.S.C. 254c), as amended. The program supports projects that demonstrate creative or effective models of outreach and
service delivery in rural communities. Funding can be used to meet a broad range of health care needs from health
promotion and disease prevention to expanding oral and mental health services to case management for rural HIV
patients. These projects address the needs of a wide range of population groups including, but not limited to, low-income
populations, the elderly, pregnant women, infants, adolescents, rural minority populations and rural populations with
special health care needs. The community being served must be involved in the development and ongoing operations of
the program, to appropriately address the needs of the population. All projects are responsive to any unique cultural,
social, religious and linguistic needs of the target population.

The emphasis of this grant program is on service delivery through collaboration, adoption of an evidence-based or
promising practice model, demonstration of health outcomes, replicability and sustainability. Proposed projects have an
outcomes-oriented approach that will enhance and sustain the delivery of effective health care in rural communities by
tracking specific health indicators that will demonstrate the impact of their project at the end of their grant period. Projects
are based on evidence-based or promising practice models and demonstrate health status improvement in rural
communities. Outreach projects can take the framework of an evidence-based or promising practice model and tailor it to
their community’s need and organization.

This Source Book provides a description of the 70 initiatives funded under the Rural Health Care Services Grant Program
in the 2012 - 2015 funding cycle. The following information for each grantee is included: Organizational Information,
Consortium Partners, Community Characteristics, Program Services, Outcomes, Challenges & Innovative Solutions,
Sustainability, and Implications for other Communities.
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Alaska

PeaceHealth Ketchikan Medical Center

Part I: Organizational Information

Grant Number D04RH23609
Grantee Organization PeaceHealth Ketchikan Medical Center
' Organization Hospital
Address 3100 Tongass Avenue, Ketchikan, AK 99901

Grantee organization website

www.peacehealth.org

Outreach grant project title

Alaska Subspecialty Nursing Consortium; formerly Alaska
Perioperative Nursing Consortium

Project Director

Name: Shannon Updike

Title: VP Patient Care Services

Phone number: 907-228-8300 ext. 7734

Fax number:;

Email address: supdike@peacehealth.org

Project Period

2012 -2015

Funding level for each budget period

May 2012 to April 2013: $149,822

May 2013 to April 2014: $149,799

May 2014 to April 2015: $144,792

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement)

Partner Organization Location Organizational Type
(town/county/state)
*PeaceHealth Ketchikan Medical Center Ketchikan, Alaska Hospital
Yukon Kuskokwim Health Corp Bethel, Alaska Hospital
Sitka Community Hospital Sitka, Alaska Hospital
Bartlett Regional Hospital Juneau, Alaska Hospital
SouthEast Area Regional Health Sitka, Alaska Hospital
Central Peninsula Hospital Soldotna, Alaska Hospital
South Peninsula General Hospital Homer, Alaska Hospital
*Providence Alaska Medical Center Anchorage, Alaska Hospital
Providence Kodiak Island Hospital Kodiak, Alaska Hospital
*Norton Sound Health Corp Nome, Alaska Hospital
Maniilaq Medical Center Kotzebue, Alaska Hospital
*Alaska Regional Hospital Anchorage, Alaska Hospital
*Fairbanks Memorial Hospital Fairbanks, Alaska Hospital
*Alaska Native Medical Center Anchorage, Alaska Hospital
*MatSu Regional Medical Center Palmer, Alaska Hospital

Part lll: Community Characteristics

A. Area

The service area for the grant has been the entire state of Alaska. Health provider organizations from the following communities
participated in the program: Ketchikan, Sitka, Juneau, Homer, Soldotna, Anchorage, Palmer, Bethel, Kotzebue, Nome, Fairbanks

and Kodiak.
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B. Community description
This project has involved all regions in the state of Alaska. Alaska is a huge rural state with several challenges and opportunities.
About 50% of its residents reside in Anchorage, its largest community. The lack of a connected road system poses many barriers
for the delivery of healthcare services throughout the State. Alaska had a total of 710,231 people in the 2010 census. Alaska’s
elderly population is one of the fastest growing subsets with 54,938 persons 65 years and over. Alaska also has 104,871
American Indian and Alaska Natives spread over more than 210 remote communities. Many of those remote communities lack
adequate healthcare and basic sanitation services. There are high rates of disease and behavioral health issues that adversely
impact those remote villages. The tribal health system has made great efforts to reduce the health and social service challenges
with innovative grass roots programs.

C. Need
The need for this project was first identified by the Chief Nursing Officers (CNO) / Directors of Nursing (DON) Sub-Committee of
the Alaska State Hospital and Nursing Home Association (ASHNHA). Continuously challenged by the limitations and lack of a
sufficient workforce of specialty trained nurses in Alaska, the DON Sub-Committee identified the need to create an Alaska-based
training program of subspecialty nurses to work in communities serving Alaskans. Subsequently, a newly created Consortium
identified perioperative (surgical) nurses as their area of greatest need for training. Alaskan hospitals were relying on traveler
nurses with 13 week contracts. This was very expensive, did not lead to the development of permanent staff or state-based pool
of workers, and challenged organizations in establishing and maintaining consistency in practices and delivery of care. The
Consortium determined that growing its own subspecialty workforce would be much more sustainable, result in a higher level of
care, and deliver better outcomes for the communities involved.

Following the successful implementation of the Perioperative training program, the Consortium broadened training to address the
next highest need — Perinatal (labor and delivery). Other areas of identified need and focus include Behavioral Health and
Emergency Medicine.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
PeaceHealth and ASHNHA adapted the consortium model from the NorthWest Perioperative Nursing Consortium (NWPC) from
Seattle, Washington. NWPC has been in existence for 13+ years and is a consortium of hospitals in the metropolitan area of
Seattle. The leadership of NWPC was instrumental to our ability to implement the Alaska-based program efficiently and
cohesively. The NWPC had a proven model and allowed the Alaska Consortium to utilize their materials including the design of
their membership and curriculum; they also provided mentorship and guidance.

The biggest adaptation Alaska made from the NWPC model was to concentrate the specialty surgery areas into a concentrated
week of didactic training. The NWPC model provided for nurse interns to receive that training once a week for several weeks. In
Alaska, the extensive travel distances would have been cost prohibitive especially for the rural remote hospitals involved. The
adapted model has proven very beneficial and has been further adapted to the perinatal subspecialty nurse training. Alaska also
developed a webinar-based program to keep the nurses in contact while they are at their facilities between the didactic sessions.
This too has been effective in keeping the lines of communication open and has contributed to an on-going network of resources
after completion of the program.

We continue to look to ways to improve the program and reduce cost and impact associated with rural partners traveling into
Anchorage for training. Use of distance-learning tools and techniques along with the didactic sessions continue to be explored.

B. Description
PeaceHealth Ketchikan Medical Center through its contractor, the Alaska State Hospital and Nursing Home Association
(ASHNHA) has trained 5 cohorts, each of 17-week duration, for perioperative nurses. There have been 61 perioperative nurses
trained from 9 consortium partners. In addition, 4 nurses completed on-line programs for perioperative training through the
Association of Operating Room Nurses (AORN).

Two cohorts for perinatal, each of 13-week duration, have been completed with 32 nurses trained. Additionally, the perioperative
training program has allowed 10 surgery tech students to participate in the initial didactic session with the perioperative nurses
from 4 of the consortium partners. The consortium has also investigated the establishment of a formal surgery tech program for
Alaska. No decisions have been made concerning that program.
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Finally, the consortium has begun discussions on a third subspecialty area of training. It is a combination of emergency medicine
and behavioral health.

C. Role of Consortium Partners
The consortium has two levels of facility membership.
e Full Member—provides a nurse educator for the subspecialty training, and/or participates in planning, space, grant
administration, etc.
0 PeaceHealth Ketchikan Medical Center, Yukon Kuskokwim Health Corporation, Providence Kodiak Island
Hospital, Fairbanks Memorial Hospital, Alaska Regional Hospital, Alaska Native Medical Center, Providence
Alaska Medical Center

e Associate Member—is unable to provide an educator, but provides financial support.
0 South Peninsula Hospital, Sitka Community Hospital, Bartlett Regional Hospital, Central Peninsula General
Hospital, Norton Sound Health Corporation, Maniilag Medical Center

Full members sign a Memorandum of Understanding agreeing to provide staff resources for the training, and participate in
consortium meetings, planning, other Consortium related activities. Associate Members participate in the meetings and provide
input on the program focus/activities. The consortium members meet twice a year to provide management oversight for the
program, determine the priorities and develop new strategies for providing the training. The consortium acts as a sub-committee of
the ASHNHA Chief Nursing Officers/Directors of Nursing (CNO/DON) Committee. The Consortium reports on its activities to the
full CNO/DON committee.

The nurse educators for either the perioperative or perinatal services are the backbone of the consortium. They have the following
roles and responsibilities:

e Select a chair for the groups and rotate that chair position to allow shared responsibility among the members.

e Develop and adjust the curriculum to address the needs of the nurse interns

e Hold planning meetings throughout the year to discuss the curriculum, schedule of the training, locations for the training

and # of trainings to be offered.

o Develop resources including guest presenters and assign specific parts of the curriculum to each other.

e Assign an educator to handle evaluations for the cohorts of nurse interns

o For the perinatal classes, assign a team member to coordinate the Friday Check-ins.

During the HRSA grant, PeaceHealth and ASHNHA staff have served a coordinating/administrative role for the program. This has
included grant administration, finances, coordination of travel for interns/instructors, preparing and scheduling meetings of the
consortium/ educators, etc.

Part V: Outcomes

A. Outcomes and Evaluation Findings
The Consortium has achieved its goal of training perioperative nurses in Alaska and reducing reliance on traveling nurses to staff
our surgical departments and operating rooms. To date, the Consortium has trained 61 perioperative nurses. Another 9 nurse
interns are currently being trained in the sixth cohort of this program. These nurses will graduate in June bringing the total trained
to 70 nurses over the grant’s three-year period. This is consistent with the target in PeaceHealth’s application for HRSA outreach
funding.

The Consortium has pushed beyond perioperative nurse training to a second focus area of perinatal nursing. Following the same
model and approach as with the Peri-Operative training, the nurse educators first looked to identify an existing program that could
be adapted to meet our Alaska needs and requirements. The Association of Women'’s Obstetrical and Neonatal Nursing ‘s
(AWHONN) Perinatal Orientation and Educational Program (POEP) modules were was selected. The Consortium, through its
perinatal nurse educators, has completed two 13- week training cohorts for 30 nurses. Expanding our program focus to include
perinatal nursing has attracted two new associate members to the Consortium, as perinatal nursing is more broadly needed
among ASHNHA’s membership. The two new members are both rural tribal facilities: Maniilag Medical Center in Kotzebue and
Norton Sound Health Corporation in Nome. There are 15 nurse interns currently in the training which will be completed in May,
2015.
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In April 2014,

identified as

the Consortium members identified a third critical area of concern / need in subspecialty nursing. Though first
two separate needs, through further discussion and assessment it was determined that addressing Emergency and

Behavioral Health together would be extremely beneficial, especially for the rural remote hospitals throughout Alaska The
CNO/DON committee met at the State of Alaska’s psychiatric institute to focus attention on the need to better train and manage

relationships

for those facilities who do not have dedicated behavioral health services but encounter patients with behavioral health

issues in their emergency rooms/medical-surgical floors. A planning meeting to explore options occurred in January, 2015.
Additional work is needed to assess possible training options and determine if there are sufficient resources to accomplish the
training. Alaska has very limited capacity for institutional behavioral health services and to date, no existing model such as the
NWPC for peri-op training, has been identified.

Atter the first year of the grant, PeaceHealth and ASHNHA reached out to the leadership of the NWPC, and asked if their key staff
would be willing to conduct an evaluation of Alaska’s program. Diana Frawley and Tracey Jones conducted the review and
provided a detailed report of their findings. Based on these findings, we made the following adjustments:

Because of the limited number of nurse educators, there was concern that our key instructors would burn out over
time. The consortium addressed this by utilizing a nurse educator as a consultant to relieve the demands on the core
instructors and assist new consortium members with the training for the interns at their facility. This approach has
worked well. In addition, the educators took the spring of 2014 off to recharge. This has also proven to be effective,
both for the instructors as well as the participating organizations.

It was recommended that the nurse educators meet more regularly to evaluate the quality of the program and
improve their teaching skills/tools. Utilizing webinar services, the educators started meeting on a more frequent and
regular basis. A major effort was made to enhance the skills of the educators in teaching adult learners and being
sensitive to different learning styles. PeaceHealth and ASHNHA contracted with a college professor to provide
guidance and conduct activities and two seminars to improve the skill sets of the instructors. In order to standardize
the teaching of particular skills and avoid variation in their guidance for measurable skills, the educators conducted
joint reviews of their instructional days utilizing the Association of Operating Room Nurses (AORN) manual for the
standards and protocols. The team continues to utilize the most recent edition of the AORN manuals for
perioperative nursing.

In order to do a better job of explaining the segments of the training (including the justification/efficacy of spending
several weeks having the interns learn the scrubbing role in the OR) and also addressing with their facilities the
appropriate use of the interns in their clinical settings, we adjusted the didactic sessions to reinforce the reasons for
the various elements of the learning. Each of the facilities worked to reinforce this with the leaders and preceptors in
their respective operating rooms.

In order to improve the process for on-boarding nurse interns and providing recruits with the expectations/realities in
the perioperative setting, the participating organizations revised their screening procedures. The facilities adjusted
their recruitment efforts to require that the interested nurse spend a day shadowing circulating nurses in the operating
room to better understand the requirements/demands of the job. This has been very beneficial for the selection of
interns and improved cohort completion rates.

The Consortium contracted with the same NWPC evaluators for a review of years 2 and 3. That review is in process. The
evaluators were on-site in Anchorage March 16-18, 2015. A report is expected on or before April 30, 2015.

Recognition

In the spring of 2014, three of the perioperative educators traveled to the Association of Operating Room Nurses (AORN)
Congress in Chicago, lllinois, to present their materials/program at a poster session during the conference. A poster was created
that showed the model of the project and key outcomes.

ASHNHA is part of a state-wide coalition that develops strategies, policies and programs to address healthcare workforce needs
for Alaska. PeaceHealth/ASHNHA have highlighted the Consortium work to those stakeholders. ASHNHA advocated for
additional funding for the program through the Alaska State Legislature. The legislature has provided a grant to supplement the
funding received from HRSA. Those funds are expected to help sustain/expand the program past the HRSA outreach grant

period.
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At the ASHNHA annual meetings the member CEOs are briefed on the work of the committee and consortium. Several CEO’s
have expressed their support for the success of “growing our own” subspecialty nurses and the positive impacts of the overall
program.

Part VI: Challenges & Innovative Solutions

There were several challenges in the development of the Consortium and the training programs. They included:

¢ Finding a training / education model to use as a base for the Alaska program: There are not many models across the
country for subspecialty nursing education which utilizes a consortium approach. Alaska was very fortunate to connect with
the NorthWest Perioperative Nursing Consortium (NWPC). Most importantly, their leadership proved to be very receptive and
supportive of Alaska’s efforts to develop their emerging practice model. They gave of their time and resources to conduct a
feasibility study and help Alaska adapt and use their curriculum. The finding of an existing and proven training model for a
specific specialty focus continues to be our greatest challenge as we look to expand into new program areas.

o Getting commitment from the larger urban hospitals in Alaska to support the training of their staff and the staff from
the rural hospitals: Although this was a HRSA outreach grant, the only facilities in Alaska with the capacity/resources to
provide the instructors/space were the urban facilities in Anchorage and Fairbanks. Therefore, the project needed to address
their needs so that they would be willing to provide those resources. That did and continues to occur.

o Partnering with an organization that met the requirements for HRSA outreach funding: PeaceHealth Ketchikan Medical
Center was willing to serve as the applicant agency for the funding on behalf of the Consortium. Fortunately, the leadership of
PeaceHealth and ASHNHA were aligned since Pat Branco was chair of ASHNHA and CEO at PeaceHealth Ketchikan Medical
Center. PeaceHealth has a rich history in partnering with the federal and state government to successfully develop,
implement and manage grants.

o Identifying the Nurse Educators and bringing them together to develop the team: The Consortium needed the support
of the chief nursing officers to allocate the educator resources in order for the project to be successful. This was
accomplished by use of Memorandums of Understanding and Associate Member Agreements with the various
entities/facilities. The engagement of these leaders continues to be very important to the sustainability of the programs.

o Development of the second area of focus - Perinatal Nursing: This required a commitment from an entirely new group of
nurse educators. Fortunately, the core curriculum for this had been developed by the Association of Women'’s Health
Obstetrics and Neonatal Nursing (AWHONN). The consortium is using the Perinatal Orientation and Educational Program
(POEP). As many more ASHNHA members provide obstetric services, new associate members have joined. The same
model has been used for the perinatal cohort although the length of the training is 13 weeks instead of 17 weeks for the
perioperative training.

Part VII: Sustainability

A. Structure
The Consortium plans to continue the work which was originally begun with the HRSA Rural Outreach grant funding.  There
continues to be a need to train subspecialty nurses in Alaska. Growing our own nurses will be crucial for ASHNHA members’
ability to provide community healthcare services. Itis expected that the full members will continue. It is also expected that
associate members will join when their facilities have the demand for training. The Consortium will continue to explore other areas
of need. As noted above, there has been an interest in training for emergency room nurses and behavioral health nurses.

B. On-going Projects and Activities/Services To Be Provided

X_ All elements of the program will be sustained
Some parts of the program will be sustained

None of the elements of the program will be sustained
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The Consortium will continue to provide both perioperative and perinatal training in 2015 and 2016. There will be some
adjustments due to the loss of the grant funding. It will be necessary to further develop the core educators so that they can work
independently of the funding available with the grant support. Given the cost of travel, there will be challenges for the small
facilities that struggle with having sufficient resources to sustain such programs.

One of the strategies is to increase the reliance on the nurse educators to assume some of the coordinating functions that were
accomplished by ASHNHA staff during the grant period. As well, there will be a greater reliance on the facilities outside of
Anchorage to manage the logistics of getting the nurse interns/instructors to Anchorage.

Finally, it's hoped that additional grant funding will be available to allow the Consortium to add additional areas of subspecialty
nurse training.

C. Sustained Impact
The Outreach program has allowed the Consortium to “grow their own” subspecialty nurses. This will have a lasting impact on the
delivery and cost of healthcare in Alaska. Given its remoteness, Alaska will always struggle in attracting and retaining nursing
talent and expertise, especially in the rural remote communities. By helping nurses that already live and work in Alaska to gain
these specialized skills, we are enabling those nurses to serve their communities more effectively for years to come. Overcoming
the reliance on temporary nurses will pay long-term dividends. Not every nurse or family is successful in Alaska. Those who have
grown up in the state have a much greater desire to work and live in such a fascinating place.

It is certainly the case that this project has built relationships among the Consortium members. Having educators work together
has already paid huge dividends in sharing best practices in the facilities and a willingness to help each other in their everyday
activities. At one perioperative class, a new surgery manager was able to obtain a specific package of instruments for a case in
her community from another facility. That would not have been possible without the collaboration and shared belief that facilities
are better and stronger working together. This project has brought together large urban hospitals and small-rural Critical Access
hospitals. This interchange of ideas and challenges is very healthy as Alaska addresses its healthcare needs and determines how
best to support those needs today and into the future.

Part VIII: Implications for Other Communities

In developing this Consortium, it is evident that not many similarly focused sub-specialty nurse training programs exist across the
country. That certainly suggests there is an opportunity to take the good work accomplished with this HRSA assistance to other

states and jurisdictions. The consortium model relies on the belief in shared values by sometimes-competing entities. There has
to be a vision that the training will be better if it is aggregated and the expertise of educators is shared across organizational lines.

A key element in the framework of our Consortium was the belief that all participants, whether full or associate members,
demonstrate a financial commitment to the program from the onset. In our grant application it was stated that the largest single
expense for the training would be the cost of wages for the nurse interns. Facilities had to commit significant resources to help the
nurses gain the training and experience. Additionally, the Consortium asked full members to contribute $1,000 and associate
members to contribute funding in lieu of providing an instructor to the program. Having these financial metrics has helped to
solidify the commitment of the members and participants as well as sustain the program past federal assistance. Other states
should consider such commitments to ensure program success.

Alaska faces unique challenges given its geography and lack of connectivity to a central road system. Other states will most likely
find it easier and less expensive to implement a similar type program and curriculum. Conversely, because of its isolation and
remoteness, Alaska facilities have always had to help each other to provide the best care for the Alaskan citizens. Those walls
may be much higher in large cities with many more entities involved.
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Arizona

Mariposa Community Health Center

Part I: Organizational Information

Grant Number DO4RH23596

Grantee Organization Mariposa Community Health Center
Organization Type Federally Qualified Health Center (FQHC)
Address 1852 N. Mastick Way, Nogales, Arizona 85621

Grantee organization website http://www.mariposachc.net

Outreach grant project title Vivir Mejor! (Live Better!) System of Diabetes Prevention and
Care

Name: Susan Kunz

Title: Chief of Health and Wellness
Phone number: 520-375-6050

Fax number: 520-761-2153

Email address: skunz@mariposachc.net
2012 - 2015

May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Project Director

Project Period
Funding level for each budget period

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization

Location
(town/county/state)

Organizational Type

*Mariposa Community Health Center

Nogales, Santa Cruz, Arizona

Federally Qualified Health Center

*Southeastern Arizona Area Health Education Center
(SEAHEC)

Nogales, Santa Cruz, County,
Arizona

AHEC

*Carondelet Holy Cross Hospital CHCH)

Nogales, Santa Cruz County,
Arizona

Critical Access Hospital

*Nogales Community Development (NCD)

Nogales, Santa Cruz County,
Arizona

Community Development Corporation

Arizona

*University of Arizona Prevention Research Center Tucson, Pima County, Arizona University
(AzPRC)
*Nogales Community Food Bank (NCFB) Nogales, Santa Cruz County, Food Bank

Santa Cruz County Superintendent of Schools
(SCCCSS)

Nogales, Santa Cruz County,
Arizona

Schools/County Government

University of Arizona Cooperative Extension Office
(UACEO)

Nogales, Santa Cruz County,
Arizona

University

Women, Infants, Children (WIC)

Nogales, Santa Cruz County,
Arizona

Federally Qualified Health Center

Arizona

Adolescent Wellness Network (AWN) Nogales, Santa Cruz County, Network
Arizona
Cosechando Bienestar (Harvesting Wellbeing) (CB) Nogales, Santa Cruz County, Coalition
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Part lll: Community Characteristics

A. Area
Vivir Mejor! serves all the communities within Santa Cruz County. The communities are: Rio Rico, Nogales, Tumacacori,
Patagonia, Sonoita, and Elgin.

B. Community description
Santa Cruz County is a border community with two very active ports of entry that welcome a steady flow of people and commerce.
Santa Cruz County is a poor, rural Hispanic/Latino community that faces many challenges. Ninety-three percent (93%) of Nogales
residents are Hispanic Latino, a high percentage is foreign born and the majority speaks Spanish in the home. More than 20% of
country residents live in poverty. Only six out of ten adults graduate from high school (71.2%), compared to eight out of ten adults
(85.2%) in Arizona. It also remains the most uninsured county in Arizona. In 2012, 21.5% of the Santa Cruz County population
was uninsured. That rate was cut in half, approximately, by the five thousand new enrollments in health insurance during the 2013-
2014 Affordable Care Act enrollment period.

Additionally, Santa Cruz County faces an overweight and obesity problem, as well as a high prevalence of diabetes. More than
one in four (26%) of Santa Cruz County adults has a BMI over 30, compared to 25% of Arizona adults. The rate of obesity among
Santa Cruz County adults has increased by two percent according to the average annual prevalence of 24% from 2001-2007.

C. Need
The US-México border region has been impacted by diabetes to an alarming degree. The rate of mortality in the border region is
nearly 50% higher than in the rest of the country and Hispanics/Latinos are 2-3 more times likely to suffer from serious
complications. This elevated prevalence is directly associated with the obesity epidemic in the United States. Not surprisingly,
Nogales residents have high rates of obesity and diabetes. According to the 2007 Behavioral Risk Factor Survey, 37% of Santa
Cruz County adults were overweight, exceeding the Arizona prevalence of 35%. Of greater concern is the increase in obesity
among adults from 26% in 2005 to 37% in 2007 (compared to 21% of adults in Arizona). Consumption of refined food low in fiber
and high in sugar, fat and salt is the norm. Approximately 4,200 residents of Santa Cruz County self-identify as having diabetes
(Behavior Risk Factor Surveillance Survey, 2007) and 11% of the adult patients served by Mariposa Community Health Center
have diabetes. The age-adjusted death rate for diabetes was 48.7 /100,000 populations in 2005, compared to 20.1/100,000 for all
Arizona (Arizona Health Status and Vital Statistics). Only 17.4% of high school students reported eating the daily recommended
five or more servings of fruits and vegetables (Youth Risk Behavior Survey, 2007).

In regards to physical activity, the following are some facts to note:

o An Arizona Department of Transportation Walking and Biking Study underway for the North County documented
significant barriers to bicycle and pedestrian mobility in the Rio Rico area.

e According to the RWJF County Health Rankings, Santa Cruz County ranks 13! out of 15 Arizona counties in access to
recreational facilities.
There is not public transportation in the City of Nogales, Rio Rico or the rest of the county.

o Very few sidewalks exist and no biking paths along the major thoroughfares in the City of Nogales.

e A Design Charrette completed in 2009 included community recommendations for more green space and pedestrian by-
ways.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
Vivir Mejor! adopted four evidence-based program and/or promising practices during the grant cycle. They were:

Evidence-based
1. The Pasos Adelante (Steps Forward) Curriculum was used in our weekly one and a half hour classes. The curriculum focus
is to reduce the risk for cardiovascular disease and diabetes. We adapted it to include more diabetes specific sessions, including

diabetes complications and foot care. In Year 3 of the grant cycle, the eight-week intervention was modified to five weeks to
improve participant retention.
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2. Promotoras de Salud (Community Health Workers) deliver the diabetes education, train and support the Lay Leaders.
Mariposa Community Health Center's (MCHC) Health and Wellness department, Platicamos Salud (We Talk Health) has used
this model since 1991, when it received its first Rural Health Outreach grant to provide promotora- delivered community health
education.

3. The Patient Centered Medical Home Model (PCMH) was used to integrate the Promotora de Salud into the coordinated care
teams. The Promotora’s title was changed to Patient Navigator to distinguish the special role in disease management and
coordinated care. High-risk patients were identified by the clinical care teams and the Promotora de Salud provided education
and support via a home visit.

Promising practice

4. Three Lay Leaders were trained by the Promotora de Salud to recruit and informally teach community members diabetes
prevention and self-management. All three Lay Leaders were participants of the Vivir Mejor! program before becoming
volunteers. They were identified by the Promotora de Salud as good candidates for Lay Leader training because of their
commitment and dedication to learning and sharing what they learned with others.

Description
Vivir Mejor! Diabetes Education
Promotora-delivered, culturally competent diabetes education classes, Pasos Adelante, were held once a week for 1%2-2 hours
throughout the three years. The classes were supplemented by physical activity sessions that included Yoga, Aerobics and Body
Strengthening taught by trained /certified instructors. By the end of Year 2, the physical education sessions increased to four days
a week. The following is a list of topics covered by the Pasos Adelante diabetes education classes held at the Mexican Consulate.
o Whatis Diabetes
Nutrition & Diabetes
The Heart & Diabetes
What am | eating?
Complications of Diabetes
Foot Care
The Effects of Stress
e  Counting Carbs
Program participants and their family members were recruited within the community or referred by MCHC providers. Incentives for
participation included receiving a voucher for a diabetes-appropriate food box for attending five classes and completing the post
test. In addition, other incentives such as small weights, Yoga mats or other exercise items were also provided.

Physical Activity Classes

Physical activity is an important part of the participant Vivir Mejor! experience. As mentioned in the section above, Yoga, Aerobics
and Body Strengthening made up the exercise component of the program. By Year 3, the physical activity sessions increased from
twice a week to four times a week and also included a Rhumba class. As with the diabetes classes, the physical activity sessions
were hosted by the Mexican Consulate.

Nutrition Counseling

Carondelet Health Network offered nutrition counseling to MCHC patients in the high-risk diabetes category (A1C = 8.0%). In the
first year of the grant, the nutrition counseling was provided via teleconferencing by a Registered Dietician, based out of Tucson. In
years 2 and 3, Carondelet announced that the teleconferencing was no longer available due to some funding cuts. Instead, they
provided a bilingual, nurse practitioner/certified diabetes educator (NP/CDE) with over 15 years of experience working in the
community to conduct the nutrition counseling sessions. The sessions consisted of an initial one-on-one 30 minute session, with
the option of also having two 15 minute follow-up sessions if needed.

Food Box Distribution

The Nogales Community Food Bank (NCFB) prepared and distributed diabetic food boxes to Vivir Mejor! participants who attended
at least five diabetes education classes and completed a post-test. Food boxes include items tailored to support the diets of people
with diabetes and their families. The NCFB values each food box at $125.00. Contents remained unchanged throughout the three
years. Vivir Mejor! participants redeemed all 40 coupons each of the three years of the grant.
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Patient Navigator Services

As a result of the Vivir Mejor! objective to incorporate Patient Navigators into MCHC’s Patient Centered Medical Home Model
(PCMH), the Patient Navigator (PN) at MCHC has become an integral member of the coordinated patient care teams. The PN
made home visits to patients that were identified by the care coordinated teams as needing education in self-management
strategies and support. The PN also referred patients to the group diabetes education classes that were held at the Mexican
Consulate and tracked patients who received nutritional counseling from the CDE, for follow-up.

Lay Leaders
In Year 2, three participants from the Vivir Mejor! diabetes classes who showed particular interest in learning healthy habits were

approached by the Promotora with an invitation to become Lay Leaders for Vivir Mejor! They agreed to be trained as peer
educators and to teach a pilot program under the supervision and guidance of the Promotora. Once this was accomplished, they
went on to recruit their neighbors, family and friends to come to their homes for informal diabetes education sessions.
Unfortunately, one of the Lay Leaders had to drop out soon after being trained because of health issues. In Year 3, two Lay
Leaders were trained by the Promotora to lead neighborhood walking groups. By March 2015 they had three different walking
groups actively participating.

Community Activities

In addition to the core activities listed above, the Vivir Mejor consortium conducted numerous community outreach activities during
the grant period. The Consortium sponsored a screening of the Weight of the Nation, a 4-part HBO documentary film that was
developed with the Institute of Medicine and in association with the Centers for Disease Control and Prevention and the National
Institutes of Health. Since it is one of the largest national public health campaigns on obesity, the Vivir Mejor! Consortium agreed
that our community would benefit from having it shown at the local theater. Segments of the film were shown at 3 one-hour
screenings open to the public for a nominal ticket price. Other Consortium sponsored community activities were a Diabetes
Awareness Day, a screening event held in the local Wal-Mart parking lot where staff administered 65 glucose tests to community
members; a Diabetes Health Fair conducted by Mt. Sinai Medical Center medical students; a Vivir Mejor! presentation provided to
FRONTERA students on program highlights. Other activities included a World Diabetes Day Walk attended by 36 participants and
a Bike Path Initiative that supports the construction of bike paths in and around Nogales in the Arizona Department of
Transportation 2016 budget plan.

Role of Consortium Partners
The Consortium partners participated in Vivir Mejor! per the following roles and corresponding activities:

SEAHEC

SEAHEC has organized, conducted, and evaluated health care provider trainings in Nogales, AZ to improve health care provider
services for patients with diabetes. In Year 1, SEAHEC conducted an informal needs assessment with nine MCHC providers to
discuss training topics. By Year 2, SEAHEC had organized training for Motivational Interviewing, Cost Effective Medications for
Diabetes and a Diabetes 101 class. In Year 3, SEAHEC organized Oral Manifestations of Diabetes and the Link to Overall Health
Training, and a repeat of Diabetes 101 for clinic support staff.

In Year 2, SEAHEC produced a digital story, Vivir Mejor! Making the Healthy Choice, the Easy Choice which describes the Vivir
Mejor! systems approach to diabetes prevention and care and highlights the program’s impact through its first year. SEAHEC
showed the video to twelve Mariposa health providers in January 2014. As mentioned earlier in this report, the digital story offers
an innovative way to show health providers the comprehensive approach that Vivir Mejor! uses to support community members in
a culturally appropriate manner. It is important to note the Vivir Mejor! members were able to attend a digital story workshop
courtesy of additional funds that Vivir Mejor! was awarded by a CDC REACH grant (Reach Su Comunidad).

Nogales Community Food Bank

The Nogales Community Food Bank was contracted to prepare and distribute diabetes-appropriate food boxes throughout the
grant cycle. Recommendations by a Registered Dietitian were taken into account when choosing the food items for the box. Forty
food boxes were distributed to Vivir Mejor! participants as a special incentive who attended five or more diabetes education
classes during each grant year. The NCFB valued each food box at $125.00 and all 120 vouchers were redeemed.

Nogales Community Development

The Nogales Community Development provided a one-hour financial literacy class to participants during Week 8 of the diabetes
education classes at the end of each class cycle. The class was an introductory session to a multi-session course on budgeting
expenses, banking services, investing and how to save for the future.
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Carondelet Holy Cross Hospital

Carondelet Holy Cross Hospital offered nutrition counseling to high-risk MCHC diabetes patients (A1c = 8.0%). A Nurse
Practitioner/Certified Diabetes Educator (NP/CDE) with over 15 years of experience working in the community conducted individual
nutrition counseling sessions. The sessions included the development of an individual meal plan as well as the recording of the
participant’s clinical measurements. If needed, an MCHC patient navigator scheduled a 15-minute follow-up appointment for three
months later. If the participant's HbA1c remained at 8% or above at the time of the follow-up appointment, the patient navigator
scheduled a third appointment for three months later. Follow-up calls were made to participants who were “no-shows” to
reschedule the appointment.

University of Arizona Prevention Research Center

AzPRC was the evaluation partner for Vivir Mejor! and was responsible for instrument development, data management, and data
analysis and reporting. The evaluator worked very closely with Vivir Mejor! staff and lay leaders and attended diabetes education
classes, participated regularly at Consortium meetings and stayed in close contact with the Project Coordinator. An MPH graduate
student who worked under the lead evaluator took the initiative to create a Lay Leader Development Guide to “support community
health workers (CHWs), CHW supervisors, and CHW organizations seeking to extend evidence-based disease prevention
programming using community—based volunteers (referred to as lay leaders).”

Part V: Outcomes

A. Outcomes and Evaluation Findings
In the area of diabetes management knowledge, all respondents through Year 3 (n=76), there was a statistically significant
improvement (p<0.001) in the number of clients who answered “yes” to the question: “Do you know what an A1c is?” The
percentage of participants who responded affirmatively increased from 38% at pre-test to 95% at post-test.

Pre- and post-tests measured food consumption as self-reported servings per week of various healthy and unhealthy food groups.
Unhealthy food groups included red meat, pan dulce, flour tortillas, and sugary drinks; healthy food groups included fruits and
vegetables. Among all respondents through Year 3, there were statistically significant decreases (p<0.05) in the average number
of self-reported weekly servings of each unhealthy food group and a statistically significant increase in the number of weekly
servings of vegetables (p<0.001).

Number of walks reported per week measured the amount of physical activity that diabetes education participants engaged in. At
the end of Year 3, the percentage of participants who reported taking 0 walks per week decreased from 47% at pre-test to 10% at
post-test, while the percentage of those who reported taking 1 to 2 walks per week increased from 14% to 44%. Overall, the
average number of walks per week among all respondents through Year 3 increased significantly (p<0.001), from 2.19 to 2.95, and
47% of respondents (34/73) increased their number of walks per week.

Diabetes management behaviors are categorized as: 1) maintaining a healthy diet, 2) exercising, 3) taking diabetes medication, 4)
checking feet, and 5) monitoring blood glucose level. Presented as a select-any, multiple-choice question, this item was not
included in the first version of the pre- and post-test, and therefore has only 53 responses. The purpose of the question is to
demonstrate participants’ awareness of the importance of these maintenance behaviors. McNemar’s test showed that all
maintenance behaviors had statistically significant increases (p<0.01).

Nutrition Counseling

Average HbA1c Measurement of Nutrition Counseling Clients:

The initial number of participants was 137, at first follow-up it was 68 and at second follow-up it was 2. The average HbA1c
measurement initially was 10.9%, at first follow-up 8.67% and at second follow-up 8.68%.

Average HbA1c Changes for Nutrition Counseling Clients with Follow-up Appointments:

Sixty-seven participants attended two appointments; average HbA1c at first appointment: 10.10%, average HbA1c at last
appointment: 8.67%. The change was 1.40%, with a statistical significance of p.>0.001. Twenty-two participants attended three
appointments; average HbA1c at first appointment:10.50%, average HbA1c at last appointment:8.75%. The change was 1.80%
with a statistical significance of p.>0.001.
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B. Recognition
MCHC was invited by the Milbank Fund to share its CHW Model as a best practice model with its State Reform Group that is
composed of state governors, legislators, health department directors and Medicaid directors. The presentation given in November
of 2014 featured the use of Patient Navigators and Lay Leaders as best practices for chronic disease management and
coordinated care.

In Year 2, the local newspaper featured an article on a Vivir Mejor! participant success story. Our Patient Navigator was
instrumental in helping the patient learn healthy lifestyle strategies. The patient reported that the help she received from the PN
was invaluable and inspired her to “stick with it”. Also in year 2, a local magazine, BorderEco, featured an article on Vivir Mejor!
after having interviewed the Project Coordinator about the program and its impact on the community.

Part VI: Challenges & Innovative Solutions

A common challenge that many programs face is patient retention and Vivir Mejor! was no different in that regard. Scheduling for the
nutrition counseling sessions was particularly challenging, in that participants often would not call to cancel an appointment. We
addressed this issue by double booking for each time slot, but even this strategy has not always been satisfactory. Reminder calls have
been a must both for the nutrition counseling sessions as well as the diabetes classes. Offering incentives to program participants for
completing at least five diabetes education classes has helped to minimize attrition. The food box vouchers for completing five classes
have also helped to keep participants motivated to attend classes. In year 3, we decreased the number of diabetes education classes
from eight to five. We felt this would make it easier for participants to complete the full intervention.

Other challenges relate to the difficulty in contracting potential consortium partners. For example, our original proposal identified the
Housing Authority as a partner who would provide a facility in which to have exercise classes. The partnership, however, never
materialized due to insurmountable problems it faced in hiring staff to do the work. We addressed this issue by utilizing the Mexican
Consulate facility instead.

Part VII: Sustainability

A. Structure
The Vivir Mejor! Consortium will continue to function as it has for the past three years. The frequency of meetings will be
determined by partner preference. The following existing partners will continue to be part of the Consortium: Santa Cruz County,
Superintendent of Schools, University of Arizona Cooperative Extension, WIC, Carondelet Holy Cross Hospital, SEAHEC,
Adolescent Wellness Network, Cosechando Bienestar (Harvesting Well-Being)Coalition, Nogales Community Development,
Nogales Community Food Bank, and the Arizona Prevention Research Center. New partners will be encouraged to join. Naturally,
partner roles might change according to the dictates of future funding streams.

B. On-going Projects and Activities/Services To Be Provided
__ Allelements of the program will be sustained
_X__Some parts of the program will be sustained
____None of the elements of the program will be sustained
Major activities that will continue include:
Diabetes Education - Diabetes education will continue with some modifications. We will periodically change the location to
maximize community reach, restrict class participation to diabetics and their family members only, and require participants to
attend class 1 as part of a peer cohort.
Lay Leaders - The three Lay Leaders have already been trained and are now experienced in facilitating classes. The major costs

were incurred in the initial phase of their training. The Lay Leaders can now serve as mentors for others. MCHC will continue to
explore models to support lay health, keeping in mind that there is greater interest from funders in using this sustainable approach.
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Other activities:

The University of Arizona Cooperative Extension (UACE) will continue to support the Vivir Mejor! initiative in the areas of healthy
eating and physical activity. Women, Infants and Children (WIC) will serve as a link to gestational diabetics, and will refer and
promote program activities to its participants. Carondelet Holy Cross Hospital (CHCH) will continue to offer nutrition services and
support enhancement of nutrition services in the community as well as outreach to bring new Registered Dietitian to the
community. South Eastern Arizona Health Education Center (SEAHEC) will continue to offer trainings to healthcare providers. The
Adolescent Wellness Network (AWN) will connect with youth in the community and be a link to the Youth Advisory Council.
Cosechando Bienestar (CB) Coalition will continue to foster a greater understanding of food systems and access issues in the
community as well as connect to WIC via food vouchers that can be used at the local Farmers Market. Nogales Community
Development (NCD) will continue to make financial literacy classes available to the community in the hopes that providing
important information on sound financial planning will lead to greater financial stability among area residents.

The funding strategies that have been identified to continue current activities are:
o Earned Income - This strategy will be used to provide training to other organizations or consortia on Lay Leader
Development and how to implement a Promotora-delivered Diabetes Education program.

o Indirect funding — The MCHC Health and Wellness Department is funded almost entirely by grants. Because of this, it is
possible to make in-kind contributions to support staff members who deliver the diabetes education classes. The indirect
funding strategy also ensures that the Patient Navigator will be covered by MCHC clinic operations, as opposed to grant
funding. Another strategy we will use to cover the cost of materials for the program is to approach area businesses for
donated items. We will also seek donations that can be used as incentives for participants.

o Grants — As noted above, multiple grants support the MCHC Health and Wellness Department programs, therefore, using
this strategy to continue Consortium activities is an obvious choice. Department staff is often covered by many funding
streams, so leveraging those resources allows for extended activities. Additionally, the Vivir Mejor! program lends itself to
competitive grant funding.

Sustained Impact
Lay Leaders —The Lay Leaders have increased community capacity and developed a mentor/mentee relationship with the
promotora that will not disappear. Lay Leaders provide an innovative way to extend community reach.

Diabetes Risk Awareness — There is an increased awareness and understanding about prevention and care. There has also
been a significant drop in A1Cs for some patients. At least 85 participants will probably live longer due to the diabetes health
education they receive. Participants often take home and share information with family, which can lead to potential changes in a
family’s lifestyle.

Relationships — The cross-sector work through the consortium has strengthened relationships across organizations. For example,
a link with the university has served to provide for a mutually-beneficial internship; MCHC clinic providers have a better
understanding of the work Vivir Mejor! does in the community because of increased communication between the PNs and the
providers. Additionally, the digital story about Vivir Mejor! that was presented to MCHC doctors at their weekly meeting served to
highlight program successes. The relationship with the food bank is innovative because it helps to decrease program attrition by
offering a food box to program participants as an incentive for greater class attendance. The relationship with NCD is innovative
because it provides people with useful financial information that can lead to greater financial stability. Food boxes and financial
literacy both address social determinants of health. The relationship with SEAHEC has strengthened the provider /community
connection through increased training. The Lay Leader Guide that was developed by the UA also has the potential to be a
promising practice. Also of note is REACH Su Comunidad (RSC) as an example of collective strength to leverage more resources.
Through the RSC we were able to connect to the food system (healthy menu options) and physical activity (walking trails).

Health Care Providers — Will continue to refer patients to navigators and now have a better understanding of how valuable patient
navigators are on a systems level. Providers have an increased awareness of the effectiveness of the Patient Navigator to connect
patients to community resources and help patients manage their disease for better health and quality of life. Enhanced
communication with MCHC medical providers has increased their knowledge of clinic population progress on diabetes indicators
based on evaluation results share with them.
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Part VIII: Implications for Other Communities

The Vivir Mejor! model has demonstrated that using a systems approach to help improve the health and lives of underserved people
with a chronic disease is the logical choice. Offering services in a culturally appropriate manner via Promotoras or Community Health
Workers (CHWs) is essential to achieve community buy-in and trust. Given that the use of CHWs is also growing nationally both in rural
and urban settings and across ethnic and racial groups, it is an especially replicable and cost-effective model to use. The integration of
CHWs into PCMH is clearly replicable as an evidence-based practice that is adaptable to be culturally appropriate for any setting. The
Pasos Adelante curriculum has already been used in other sites in Arizona, with outcome research and results documented in peer
review journals. Lastly, the success of the Vivir Mejor! Consortium points to the obvious fact that working together, no matter in which
community is more beneficial to that community than working alone.
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Arkansas

Siloam Springs Regional Health Cooperative, Inc.

Part I: Organizational Information

Grant Number D04RH23614

Grantee Organization Siloam Springs Regional Health Cooperative, Inc.
Organization Type 504(c)(3) non-profit Health Network
Address 116 S. Broadway, Siloam Springs, AR 72761
Grantee organization website www.bridgestowellness.org

Outreach grant project title Eat Better Move More

Project Director Name: Barbara Price Davis

Title: Executive Director

Phone number: 479-549-3143

Fax number: 479-549-3243

Email address: office@bridgestowellness.org
2012- 2015

May 2012 to April 2013: $149,997

May 2013 to April 2014: $174,974

May 2014 to April 2015: $174,970

Project Period
Funding level for each budget period

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Location
(town/county/state)

Partner Organization Organizational Type

*Siloam Springs Memorial Hospital

Siloam Springs, Benton County, AR

Hospital

*Community Physicians Group

Siloam Springs, Benton County, AR

Medical Health Provider

*Community Clinic

Siloam Springs, Benton County, AR

Medical Health Provider

*Siloam Springs Chamber of Commerce

Siloam Springs, Benton County, AR

Community Chamber

*Benton County Health Department

Siloam Springs, Benton County, AR

County Health Department

*Siloam Springs School Department

Siloam Springs, Benton County, AR

School District Administration

*Ozark Guidance

Siloam Springs, Benton County, AR

Mental Health Provider

*Quickcare Medical Clinic

Siloam Springs, Benton County, AR

Medical Health Provider

*John Brown University

Siloam Springs, Benton County, AR

University

Part lll: Community Characteristics

A. Area
Project Service Area: Siloam Springs, Benton County, AR
Total Bridges to Wellness Service Area: Rural Benton and Washington counties in Arkansas, and rural parts of four counties in
northeastern Oklahoma.

B. Community description
The city shares a border on the Arkansas-Oklahoma state line with the city of West Siloam Springs, Oklahoma, which is within
the Cherokee Nation territory. The community is located on the western edge of the growing Northwest Arkansas metropolitan
area and has had a population increase of 47% to 15,039 between the 2000 and 2010 censuses. The racial and ethnic
composition of the population in 2010 was 76% non-Hispanic white, 0.8% black, 4.6% Native American, 1.6% Asian, 0.2% non-
Hispanic reporting some other race, 5.0% from two or more races. Further, 20.8% of residents were Hispanic or Latino, compared
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to 16% for the rest of Benton. The per capita income for the city was $16,047. About 9.5% of families and 12.5% of the population
were below the poverty line, including 17.6% of those under age 18 and 8.6% of those age 65 or over.

In 2012, the city was named one of the 20 best small towns in America by Smithsonian magazine

The combined population of the entire service area of Bridges to Wellness approaches 200,000. Focusing this project on the City
of Siloam Springs kept the project to a reasonable size.

C. Need
Here in Siloam Springs, poverty is high, incomes are low, and diabetes and obesity are rampant. At 20.9%, the diabetes rate in
our region is nearly three times the national average of 7.7%, while obesity rates reach as high as 39% compared to the national
average of 34.9%. The service area of Bridges to Wellness also has a shortage of clinical staff and is federally designated as a
Health Professional Shortage Area (HPSAs) and is deemed a Medically Underserved Area (MUA).

High Incidences of Diabetes and Obesity, Low Activity and Poor Eating Habits

The data confirm that residents of our entire Bridges to Wellness service area experience extremely high levels of diabetes and
obesity. The Centers for Disease Control indicates that from 1999 to 2009, the incidence of diabetes in Arkansas increased 150%,
while in Oklahoma it increased 200% (CDC Trends in Diabetes, 2010). At 20.9%, the diabetes rate in the Siloam Springs region is
nearly three times the national average of 7.7% (Univ. of Ark., 2008). All of the Oklahoma service area counties also exceed the
national rate by several percentage points, with Adair County at 16.8%, Cherokee County at 13.5%, and Delaware County at
15.6% (Okla. State of the State Health Report, 2011).

Such high rates of diabetes are caused by poor eating habits and disproportionately lower levels of physical activity in our service
area. The 2008 Behavioral Risk Factor Surveillance System (BRFSS) surveys reveals that 80% of Benton County residents report
consuming fewer than five fruits and vegetables per day. This is higher than the national rate of 76%. It is not surprising that
Arkansas was named the ninth most obese state in the nation in 2011. Arkansas's adult obesity rate is 30.6%, an increase of
more than 80% during the last 15 years. While Benton and Washington counties report rates of 25% to 27% at the county level,
this level is 29.4% among Siloam Springs area residents. Similarly, Oklahoma is ranked the seventh most obese state in the
country, with a statewide obesity rate that has doubled in the last 15 years to 31.4%. All of our Oklahoma service area counties
experience even higher levels, with obesity rates there ranging from a low of 32% to a high of 39% (Okla. State of Health, 2011).

Research and resident input indicate that the members of this community need: 1) access to affordable ways to improve their own
health, 2) information about education and activity options and 3) social and community support to encourage and reward healthy
lifestyle choices.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
While our plans were inspired by several successful models and tools, such as SparkPeople.com and Shape Up Somerville, the
two most influential promising practices that we adapted for this grant are summarized here with their health outcomes data.

Blue Zones: AARP and the United Health Foundation sponsored a prototype “community transformation program,” or “Blue Zone,”
in Albert Lea, Minnesota in 2009. Blue Zones are characterized by community-wide, multi-faceted efforts that attempt to effect
long-term change in behaviors, lifestyle and culture. In a small town (pop. 18,000) not much larger than our community (15,000),
more than 25% of the population participated in the one-time, five month intervention. Measurable Outcomes included: 1) average
weight loss of 3 Ibs. per participant, 2) 49% decrease in health care costs for City employees, 3) employee absenteeism
decreased 21%, 4) 550 adults joined walking clubs (racking up 75 million steps walked).

Virgin Health Miles (VHM): VHM is a commercially-based work-place wellness program that allows employees to earn points (and
cash rewards) for their physical activity. It also includes an online/smart-phone activity tracker like our project proposes to use.
Initial outcomes are very promising. Companies using VHM have provided data that employee participation rates vastly exceed
the national average for participation in workplace wellness programs and are reporting measurable 1) increases in physical
activity, 2) decreases in blood pressure, 3) improved or maintained BMIs, and 4) reduced costs of employee medical claims. While
we realize that these were not scientific studies and that VHM had an interest in presenting only success stories, the diversity of
employers that are self-reporting strong results and the large population sizes convinced us that the successes were likely valid
and replicable.
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B. Description
The Siloam Springs Regional Health Consortium operates under the name of "Bridges to Wellness." The grant program focuses
on interventions around healthy nutrition (Eat Better) and healthy physical activity (Move More) and is framed by the overall
program design referred to as "Eat Better/Move More (EBMM)." Program services included those that address specific
interventions for either nutrition or physical activities and some that span the entire healthy lifestyle approach in the community.

In support of the promotion of healthy nutrition (Eat Better), the following activities have been developed.

Recruited and trained "Cooking Matters" Instructors. Throughout the grant period our organization hosted many six-week
interactive courses helping families to shop for and cook healthy meals on a budget. At each class, we provided incentives for
attendance, educational materials to continue cooking activities at home and groceries for further application of the lessons. We
held the classes at a variety of sites to increase community residents’ ability to walk to the locations.

We hosted various educational Lunch and Learn sessions in area businesses and community locations. Health educational
professionals were recruited to speak at each session. We also coordinated with area businesses and City representatives to
promote interest in employees and community members. Promotional materials were created specific to each event:

Exercise in the workplace

Nutrition on the go

Mental Health

Benefits of Farmer's Markets and organic foods

Living with arthritis

oo~

In addition, BTW created the "Sliced and Diced" event, a fast-paced, highly interactive cooking competition. This was a free event
for the families in the Siloam Springs area community. Members of the audience were invited to compete on cooking teams with a
goal of creating the healthiest and tastiest dish with preselected ingredients. This event furthered the mission of Bridges to
Wellness to mobilize community wellness through a variety of community programs and events. Additionally, we fostered an
environment of healthy living through a lifestyle of healthy cooking and nutrition in the community.

In support of the promotion of physical activity (Move More), the program had strategies aimed at the general community and
those focused on employees of area business and agencies.

The basic Move More strategy for employees was to encourage co-workers at engaged worksites in the community to form teams.
Bridges to Wellness (BTW) recruited and trained coaches to oversee, educate and provide feedback to team members and work
closely with an oversight Wellness Committee at each enrolled business. BTW also provided a certified personal trainer for
community members for outdoor workout sessions. Kick-off events were held at all of the enrolled businesses and tracked each
team’s activities. “Weekly pledges” were created and sent to our online Eat Better/Move More dashboard. Each pledge had a
fitness, nutrition, and wellness component. Each pledge is a brief goal or idea to be healthy, fit, and well. It gives people
something small to strive towards. BTW researched available fitness resources and communicated wellness opportunities to team
members. Teams were also provided a weekly newsletter created by BTW which contained information on team point updates for
the dashboard, prize announcements, schedules of events and the weekly pledge. In addition, the EBMM program provided
monthly newsletters about area community wellness and health activities.

Another Move More intervention was the establishment of an Outdoor Gym on the grounds of the local university. This was a
partnership among BTW, John Brown University and the City of Siloam Springs. The Outdoor Gym equipment was purchased by
BTW and installed as a series of exercise stations in a readily accessible green space of the university that are weather resistant
and available to the public whereby people of all ages can engage in physical exercise at a level that meets their ability.

Move More activities aimed at the general community included the creation of a highly visible community call to activity -
WELLFEST!. WELLFEST! is a one day in motion for all ages and abilities. Various physical activity events and healthy cooking
activities were provided to the community at little to no cost. This event averaged 400-600 participants each year, some coming
from hundreds of miles away to participate. Participants have provided testimonials that WELLFEST! provided a positive lasting
effect and they strive to continue to come back each year. Additional community Move More services include low cost Yoga and
Zumba classes.
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One global strategy in support of EBMM was engagement in a mix of activities around changes in the community environment to
create more health-supporting circumstances for residents. This included a community survey on interest in establishing a
community wellness center and working with Downtown Main Street in Siloam Springs on master planning for a more livable,
sustainable and healthy community. These community change activities are still under consideration but they provided additional
opportunities for BTW to promote a healthy community and to raise its visibility with local organizations and leaders.

Another cross-cutting strategy was the creation of a web-based personal health dashboard that was customized expressly for
EB/MM. The dashboard provided for setting personal nutrition, physical activity and other health goals and the ability to track
progress towards the goals. In addition, there were tools such as a virtual coach and calorie calculator to support participant
success. By the end of the grant, the EBMM dashboard was discontinued as experience demonstrated that many new personal
devices and web-based alternatives were advancing beyond the EBMM capabilities.

In recognition of the significant immigrant community, BTW also conducted several forums with the Hispanic community in our
service area to identify barriers to access to health care and the prevailing issues they identify as primary needs. These forums
were held in community churches in collaboration with highly trusted Hispanic school employees. The forums were well attended
and have led towards the establishment of an Immigrant Health Task Force, a new area of focus for Bridges to Wellness. This
task force has already influenced some new community partnerships.

C. Role of Consortium Partners
Community Physicians Group: Serves on Bridges to Wellness Board of Directors and employees actively participated in the Eat
Better Move More initiative. Additionally, Community Physicians Group provided key feedback for the pilot program, the online
activity tracker dashboard and key member oversight of the program.

Siloam Springs Memorial Hospital: Serves on Bridges to Wellness Board of Directors and partner in planning and oversight of the
grant activities. Provides advertisement for Bridges to Wellness’ activities.

John Brown University: Serves on Bridges to Wellness Board of Directors and partner in planning and oversight of the grant
activities. Provides advertisement to student, staff and faculty for partnership opportunities. Houses the Outdoor Gym.

ARcare: Serves on Bridges to Wellness Board of Directors and partner organization which provided an opportunity for expansion
of the EBMM initiative into their service area.

Community Clinic: Serves on Bridges to Wellness Board of Directors and provided volunteers for events and data for reports

Siloam Springs Chamber of Commerce: Serves on Bridges to Wellness Advisory Board of Directors and provided free publication
and marketing of events, partnered on Zumba and Cooking Matters and Lunch and Learns

Benton County Health Department: Serves on Bridges to Wellness Board of Directors and provided data for planning

Siloam Springs School Department: Served on Bridges to Wellness Board of Directors and partnered in publicizing EBMM teams
and events and in publicity to families and translation services

Ozark Guidance: Serves on Bridges to Wellness Board of Directors and provided volunteers for events

Qucikcare Medical Clinic: Provided volunteers and referrals for educational programs

Part V: Outcomes

A. Outcomes and Evaluation Findings
Our full external evaluation is still underway. Our evaluation will focus on quantitative measurement of attitude and behavior
change over the past three years. Results are expected to show that residents value health more, pursue health more
purposefully, and that they are eating better and moving more now than they were three years ago.

Our community engagement achievements during the grant period include:
e agrand total of 2018 EBMM community event participants, with a 314% increase from year 1 to year 3
o atotal of 33 participating Peer Educators
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1034 attendees in Culinary Delights and Cooking Matters
9 participating employers in EBMM for their employees
320 participants in healthy living Lunch and Learn events
206 Move More teams

As the data shows, we had excellent community buy-in via our community events, Cooking Delights/Cooking Matters programs,
and peer educator educational opportunities. The EBMM events included such things as WELLFEST!, our “day of movement’
event, and our 5K run and bike races. One of our WELLFEST! activities that was very successful was the “Family Fitness
Challenge” activities that included hula hooping, golfing, soccer, and jump roping. The strongly participating business partners
booked Bridges to Wellness not only to do the Lunch and Learn programs but to also bring the Family Challenge activities to their
company picnics.

Other areas declined as we worked out the online dashboard and movement team concept. As stated previously, the online
dashboard was a great concept where teams could sign up, log in with their activity counts, and receive motivational coaching. In
2013, a short evaluation was sent to the movement team participants to receive input about the dashboard. Of those that returned
their surveys (approximately 10%), most reported that they quit using it because it was hard to use. They also reported very little
impact of the coaches since coaching was by email and test with no actual personal relationship with the coach. Receipt of this
feedback prompted a revamping of the dashboard and coaching approach but, by that time, other free (we charged a nominal fee)
online apps had been developed that were much more user friendly and provided the user with much more information than did
our dashboard. Eventually, few people continued using ours.

The number of business partners went down for two reasons. First, the number of Lunch and Learn sessions decreased when the
Program Coordinator left. Second, those businesses that continued as partners, saw the value in the Lunch and Learns and
scheduled more than once for different groups of employees.

The number of 5K walks has increased. There is now, after three years, at least one per month supporting numerous causes.
Family Fun Fitness activities are now a part of Farmer's Market. The number of walking and biking trails has been increased. In
fact, two new clubs have developed which focus on movement: Siloam Springs Peddlers, a biking club; and P.A.S.S. (Physically
Active Siloam Springs), which is devoted to helping advocate for more community fitness opportunities.

Overall, through qualitative conversations with many stakeholders in the community, there is a belief that Siloam Springs is the
“healthy community” of Northwest Arkansas. There is a sense of belief that this community values and supports health living and
healthy choices. Continued efforts to propagate this belief can only have a positive impact in the community long-term.

B. Recognition
Our organization has been recognized in the newspapers throughout the years for many of our community outreach activities and
services we have provided. The radio stations made public announcements for our WELLFEST! events. We have advertised on
billboards on main thoroughfares in the surrounding area and numerous listings on Chamber event sites throughout the area. Our
organization is very active on numerous forms of social media (Facebook, twitter, etc.). These have provided a unique avenue for
us to host contests which have engaged and challenged the community as well as increased our visibility without cost.

Some specific recognitions include:
- Newspaper Article and Radio announcement featuring the Outdoor Gym facility brought to the community by BTW.

- Cooking Matters Class editorial spread in the area newspaper, flyers in the area and Chamber email blasts.
- Received media recognition for the numerous Health fairs with area partners and employers.

- Lunch and Learn sessions public announcements in City news bulletins and company e-mail blasts.

Part VI: Challenges & Innovative Solutions

Contact and communications with employees of partner organizations were slow and ineffective at times. Finalization of plans took
several weeks. Channels of communications had to be expanded to remedy the situation.
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The small community had limited resources for Lunch and Learn sessions. There were not that many businesses to accommodate the
number set in our goals. Therefore, the number of Lunch and Learn sessions were reduced accordingly but the content was no less
effective.

Community recognition of BTW and its Mission expanded as services and programs expanded. Work plans were modified as activities
progressed. Roles of partner organizations shifted and changed organically as feedback from members was received and considered.

Participants did not find the dashboard activity tracking site to be user friendly or engaging. Clients lost interest in tracking and even
began to use other online dashboard and mobile applications. The one developed by Bridges to Wellness went through many changes
and updates throughout the years based on client feedback, but was still not as successful as free applications such as "My Fitness
Pal," due to limited finances and technology capabilities.

Although the WELLFEST! event was well received and fulfilled many of our goals and objectives, it has never quite had the community
reach that we envisioned. Our solution to the community outreach challenge was to change WELLFEST! from a one day eventto a
summer in motion coinciding activities with Farmer’s Market, which has a community reach of about 1,000 people weekly.

Part VII: Sustainability

A. Structure
The consortium is led by a formal rural health network established as a 501(c)3 non-profit. As such, the consortium will continue in
the form of the formal network. Depending on the activities and programs, the roles and level of engagement will change
accordingly as the needs and resources shift and change. Many of the consortium members are represented on the Board of
Directors of Bridges to Wellness, actively supervising the governance of the organization.

B. On-going Projects and Activities/Services To Be Provided
____Allelements of the program will be sustained
__X_Some parts of the program will be sustained
__None of the elements of the program will be sustained

Sustained activities and programs:
1. Cooking Matters
Lunch and Learn Sessions
WELLFEST! Activities
Yoga
Zumba
Eat Better, Move More educational activities and community advocacy activities

ook whd

Cooking Matters will be sustained through a partnership with the University of Arkansas Extension Service, which will provide the
manpower and resources to continue the healthy cooking program.

The Lunch and Learn sessions will be sustained through a partnership with the American Heart Association and with Hope Cancer
Resources. They will now focus on chronic disease prevention with blood pressure, sodium intake, and smoking cessation now
being the educational foci.

WELLFEST! has now changed from a Day of Motion to a Summer of Motion with activities taking place in conjunction with the
Siloam Springs Farmer’s Market. This will expand the reach of the activities to include more community members while making
the event much more cost efficient. This event for 2015 is being sustained through a community foundation sponsorship.

Yoga and Zumba have been so well received that the Zumba program has now become part of the City of Siloam Springs
offerings. This has allowed the yoga class continue as it is self sustaining.
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Eat Better, Move More began with an intention and a desire—increasing community activity and encouraging better eating habits.
Although the online dashboard tracking mechanism has been dropped from our initiatives, many other aspects continue including
the walking clubs and the focus on expanding the walking and biking trails in Siloam Springs. Both of these areas will be
sustained through new partnerships with the Siloam Springs Peddlers and the community group P.A.S.S. (Physically Active Siloam
Springs). These new partnerships will provide the necessary support to the walking clubs and will continue the advocacy efforts
for expanded walkways and bikeways. New grants and foundational requests are being sought to cover any expenses of these
advocacy efforts.

C. Sustained Impact
The belief that Siloam Springs is a healthy community is an attitude shift that will have positive long-term effects. This belief
extends through the schools, Chamber of Commerce and John Brown University, to name a few. There is a new interest in
creating a Bike Friendly Community, having businesses recognized as healthy workplaces and schools are striving for the national
title of Fit Friendly School. All of these are changes in attitudes that impact behavior and should, over time, impact the rates of
chronic diseases in our community. With more people insured, the active recruitment of more service providers is a priority among
the healthcare part of our community.

Another long term effect is the collaboration that has stemmed through the various projects. These collaborations are tackling
health issues in a different and more productive way than ever before. When the concept of public transportation is discussed, we
can now point out that it would solve the problem of transportation as a barrier to accessing food which contributes to food
insecurity. The awareness that seemingly unconnected processes truly do impact the overall health of a community is a change in
mindset that has happened in large part due to the efforts of Bridges to Wellness and the community partners in making that
connection. The number of 5K walks has increased. The interest in walking and bike paths has increased. The push for safe
routes to schools for our children has grown stronger. A qualitative study has shown that, over the three years of the grant, there
has been an increase in knowledge and favorable change in attitudes relating to such representative dynamics as the notion that a
healthier workforce leads to decreases in insurance costs for the business and increased productivity and that exercise doesn’t
have to be something to dread. Our full, quantitative analysis is still underway, and will hopefully support these perceptions.

Part VIII: Implications for Other Communities

The lessons learned over the last three years tell us that community health and wellness must be a multi-pronged approach, that
initiatives must be multi-disciplinary and must address different angles of the community. Many of BTW's initiatives depended on
business community buy-in. A better approach might have been to seek out the civic organizations and the community groups. Our
current approach includes coming at the issue from three focused directions: Eat Better/Move More, which focused on the healthy
eating and the walkability of our community; Immigrant Health, which focuses on the specific needs of a subpopulation which include
health literacy problems and food insecurity issues and Chronic Disease Prevention activities. This three pronged approach is the
condensed, more focused approach that has evolved through the efforts over the last three years.

Another lesson is that programs must be organic in nature and flexible enough to evolve. If one planned activity doesn’t have the

desired impact, the consortium must be responsive enough to let it go. It is often very easy to get so invested in a particular project
that much time and effort is put forth even when the community is suggesting the efforts
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California

County of Nevada Health and Human Services Agency

Part I: Organizational Information

Grant Number D04RH23569

Grantee Organization County of Nevada Health and Human Services Agency (HHSA)
Organization Type County Behavioral Health Outpatient Services

Address 950 Maidu Avenue, Nevada City, CA 95959-8600

Grantee organization website http://www.mynevadacounty.com

Outreach grant project title Healthy Outcomes Integration Team (HOIT)

Project Director Name: Michael Heggarty, MFT

Title: Interim Director HHSA

Phone number: 530-470-2562

Fax number: 530-265-9860

Email address: Michael.Heggarty@co.nevada.ca.us
Project Period 2012 - 2015

Funding level for each budget period May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)

County of Nevada Health and Human Nevada City/Nevada County/California County Government
Services Agency: Fiscal Department
*Western Sierra Medical Clinic Grass Valley/Nevada County/California FQHC
*Sierra Family Medical Clinic Nevada City/Nevada County/California FQHC - Look Alike
*Community Recovery Resources Grass Valley/Nevada County/California Substance Use Treatment Program
*Common Goals, Inc. Grass Valley/Nevada County/California Substance Use Treatment Program
*Sierra Nevada Memorial Hospital Grass Valley/Nevada County/California Hospital
Turning Point Community Programs Grass Valley/Nevada County/California Mental Health Outpatient Program
A. Area

The County of Nevada Health and Human Services Agency’s program, Healthy Outcomes Integration Team (HOIT) provides
services to a rural county in Northern California: Nevada County.

B. Community description
The needs of the community include limited access to health care services; coordinated services across health and behavioral
health care (which includes mental health and substance use services); and lack of integrated treatment planning to improve
health outcomes. One of the most significant health factors in Nevada County is the high rate of suicide. Nevada County has a
rate of 23.1 suicides per 100,000 population compared to 9.9 per 100,000 Californians statewide. There is also a large number of
older adults over one-third of the population 55 years of age and older. This aging population presented opportunities for HOIT to
promote health and well-being and ensure easy access to health and behavioral health services. Many of these older adults do
not have a history of utilizing behavioral health services, but life experiences place them at a higher risk for depression, anxiety,
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and other mental health disorders, including substance use as a result of depression or prescription drug use for pain
management.

C. Need
Persons with a Serious Mental lllness (SMI) often have multiple health conditions. These physical health conditions may impact
their mental illness and prevent them from achieving wellness and recovery. These individuals also need and/or benefit from a
person-centered health care system that addresses their health care, mental health, and substance use issues. HOIT was
designed to develop the capacity to deliver bi-directional, integrated health care services by co-locating primary care services at
the Nevada County Behavioral Health (NCBH) clinic, as well as co-locating behavioral health services, including psychiatric
services, at the FQHCs to meet the needs of clients. In addition, HOIT was designed to link individuals and their families to
needed services, including substance use services in the community.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
HOIT implemented a modified version of the IMPACT model, an evidence based-practice, to assist in the coordination of a person-
centered health care home. HOIT also coordinated health and mental health services for persons with a SMI and had chronic
health conditions. HOIT utilized a full-time Registered Nurse (RN) to coordinate services between the FQHC primary care
providers and the mental health psychiatry and outpatient mental health services for persons enrolled in the program. The HOIT
RN and NCBH Clinical Team Leader met weekly with the FQHC RN and FQHC Primary Care doctor to create a Health Care
Home and coordinate services for clients receiving services. This team coordinated and reconciled medications for the clients,
and coordinated care to ensure physical health and behavioral health conditions were addressed and monitored.

Consistent with the IMPACT model, the project also hired three (3) part-time service coordinators to help coordinate care, provide
case management, and link clients to needed services including accessing substance use services and other resources in the
community. Specifically, the RN and Service Coordinators coordinated services, offered health and wellness activities, and
assisted clients understand how to manage their chronic health conditions; how to reduce use of tobacco; and develop skills in
nutrition, shopping, and healthy meal preparation. The HOIT staff ensured that the client (and their family members, as feasible)
was an active participant in all aspects of their health care plan. These activities promoted integrated, person-centered care,
supported individuals in achieving healthy outcomes, and helped ensure that each client and their family members were actively
involved in the treatment.

B. Description
The focus of this Outreach program was to identify adults ages 18 and older with an SMI who also have chronic health conditions,
or are at risk of being diagnosed with chronic health conditions. Once identified, the individual was linked to primary health care
services, and specialty health services, as needed. A thorough assessment for both health and mental health (including lab work)
provided a comprehensive baseline for identifying the needs of the individual. Based on this assessment, HOIT staff worked with
each client to 1) identify a person-centered health care home; 2) develop a written Wellness and Recovery Action Plan (WRAP) to
support clients in achieving positive health outcomes; 3) ensure they were enrolled in the needed services including health, mental
health, and substance use services.

An Individual Wellness Report (IWR) was also developed for each individual, which provided an easy-to-understand display of core
health indicators that included carbon monoxide level (indicates impact of smoking); Body Mass Index; blood pressure; blood
sugar (diabetes); and heart health (cholesterol). The IWR compares the individual’s score on these health indicators with standard
measures and color codes their values (green — good; yellow — caution; red — at risk). Clients then identified which health
indicators they wanted to address and staff linked them to workshops, classes, and activities to support them in meeting their
goals.

The HOIT RN and HOIT clinician worked closely with the RN from each FQHC to coordinate care. The HOIT project greatly
enhanced communication between organizations. Initially, staff from each organization felt that they didn’t have time for a weekly
meeting. After nearly two weeks of meeting, staff began to understand the value of coordinating care tighter however able to,
identify all of the medications a client was taking (or not taking) and which physician was prescribing each medication. By creating
a health home and sharing information across organizations, clients received coordinated services and care. Within the first month
of the grant, the FQHC nurses and physician were calling to coordinate services throughout the day for clients they shared. The
FQHC primary care physicians who worked with HOIT participated in the many of the calls and fully supported this health
integration model.

Page 23 of 466



HOIT is our initial goal was to co-locate primary care services inside the building of the Nevada County Behavioral Health program.
Upon further review of the extensive change of scope and necessary California licensing changes, the FQHC found that it was too
time consuming to make this strategy cost effective. However, they were creative and met the goal by driving their mobile van
(which is licensed to deliver primary care services anywhere in the community) to the parking lot of the NCBH clinic. Clients were
able to receive services just outside the front door of the clinic, and felt welcomed by the Primary Care Physician.

The HOIT RN provided medication support and education to the clients; conducted the health assessment at admission, every six
months, and at discharge; and offered educational workshops at the clinic and local wellness centers. She filled medication
caddies for several of the clients to help them manage their medications and take them as prescribed. She closely monitored all
lab results and contacted those with abnormal levels. She was always available to answer questions, and celebrated success.
She worked closely with the HOIT Service Coordinators, psychiatrists, and primary care staff to coordinate services and activities.
She updated the psychiatrist and primary care physician on changes in medications and side effects. She also coordinated
prescriptions with the pharmacy and coordinated services with local primary care physicians in the community.

The HOIT clinician provided therapeutic oversight to the team, conducted assessments, and managed client care. The service
coordinators provided support to clients, facilitated wellness activities, linked clients to needed services, provided training, and
served as ambassadors for the client, to help them navigate the system. They accompanied clients to appointments, helped them
get signed up for services, and provided transportation, when needed, to ensure that clients were able to access health services.
The service coordinators served as the client’s voice at appointments, their coach and mentor, their social support system, and
cheerleader to celebrate every step of their successes.

Role of Consortium Partners

At the beginning of the project, there were five organizations in the consortium who were actively involved in planning and
implementing HOIT with NCBH as the lead agency. Western Sierra Medical Clinic, a Federally Qualified Health Center (FQHC),
and Sierra Family Medical Clinic, an FQHC Look-Alike, participated in all of the planning meetings, developed the concept for the
HOIT project, and implemented components of the goals. The two substance use treatment agencies, Community Recovery
Resources (CoRR) and Common Goals, were also actively involved in all aspects of planning and implementing the project.

NCBH developed a Request for Proposals and hired Turning Point Community Programs as the contract organizational provider.
Turning Point worked closely with NCBH to develop the job descriptions. NCBH and Turning Point collaborated to interview and
hire the HOIT staff and begin implementing the goals of the grant. Turning Point/HOIT staff provided the core services for clients.
The partnership between NCBH and Turning Point was seamless and clients were unaware of the difference in staff employed by
Turning Point and those employed by NCBH.

The FQHC RN and primary care physician helped clients navigate access to health care, linked them to the appropriate physician,
helped the clients navigate the FCHC health care system, and participated in weekly (and more frequent) calls to reconcile
medications and coordinate services across health, mental health, and substance use treatment.

The two substance use treatment providers, CORR and Common Goals coordinated services across programs. This coordination
helped clients receive services for their co-occurring disorders and supported them in their recovery from substances.

The local hospital, Sierra Nevada Memorial Hospital (SNMH), located in Grass Valley, is an important partner in the system of
care. SNMH operates the Emergency Department which treats individuals in crisis and is the first point of contact for those who
need to be hospitalized for a psychiatric emergency. SNMH and NCBH have developed a close working relationship. When
clients are in crisis, the crisis is deescalated whenever possible. SNMH and NCBH have a new grant to develop a Crisis
Stabilization Unit on the grounds of the hospital, which will provide an additional level of support for our clients.

SPIRIT Peer Empowerment Center also had a significant role with HOIT clients. SPIRIT is a peer-run center that had created a
healthy community that is open at no charge to people facing challenges to their mental health. They have a number of trained
peer counselors who offer a holistic approach, acceptance, support, education, and advocacy. They support people as they
identify their path to recovery, and empower them to achieve their personal goals. Many of the wellness activities offered to HOIT
clients were held at SPIRIT. This relationship created a strong system in the community to support clients, and provide additional
peer support to help clients achieve their health and wellness goals.

In the first year of implementation of the grant, these organizations worked together to develop a Memorandum of Understanding
(MOU). This MOU outlined the roles and responsibilities of each organization, discussed confidentiality and shared services, and
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created the foundation for developing person-centered health care homes for shared clients. It also outlined plans for sharing data
on primary care, mental health, and substance use treatment services. The partnership and collaboration was outlined to ensure
that HOIT services met the needs of shared clients. As a component of this MOU, a Release of Information was developed to
allow the organizations to share information on mutual clients.

Part V: Outcomes

A. Outcomes and Evaluation Findings
A number of health outcomes were measured on this project. These outcomes included the number of HOIT clients who had an
identified person-centered health care home; the number who had a written Wellness and Recovery Action Plan (WRAP); the
number who received health care, mental health care, and substance use treatment services; and the number who showed
improvement on health indicators.

System outcomes included: co-locating of FQHC primary care services at the NCBH clinic and behavioral health services at the
FQHCs; implementing an evidence-based practice (EBP) called IMPACT; developing the capacity to collect and share health
information on key health indicators between members of the consortium; and developing shared data reports to track outcomes
and improve services over time.

There were 84 clients enrolled in HOIT. All 84 clients now have a person-centered health care home, 100% developed a WRAP
plan, and all received health and mental health services. In addition, approximately 20 % received substance treatment services.
The majority participated in services at SPIRIT Wellness Center.

The HOIT project had a significant impact on crisis and inpatient services for clients enrolled in the program. Crisis Services:
Nearly half (45%) of all HOIT clients (38 of the 84) received crisis services while enrolled in HOIT. Following discharge from the
program, only 26% of the clients received crisis services (12 out of 46). Inpatient Services: Only 3.5% of all HOIT clients (3 out
of 84 clients) were admitted to psychiatric inpatient hospitals while enrolled in HOIT. Following discharge, only 2% (1 out of 46)
were hospitalized. This clearly illustrates the impact of HOIT on the lives of our clients while in the program and after discharge.

The health outcomes achieved for clients enrolled in HOIT are also outstanding. For clients who had a baseline score of “At Risk”
on a heath indicator when they enrolled in HOIT:

78% showed improvement on their Systolic Blood Pressure;
86% showed improvement on their Diastolic Blood Pressure;
33% reduced their Body Mass Index;

40% improved their Fasting Plasma Glucose;

50% improved their Hemoglobin A1C;

67% improved their Total Cholesterol; and

63% improved their Triglycerides.

Of the individuals who smoked at admission, 87% showed an improvement in their Breath Carbon Monoxide Measurement. These
results truly demonstrate the impact of HOIT on improving the health outcomes of clients with a serious mental illness.

HOIT arranged for clients to have free gym memberships. The client was required to attend the gym at least 10 times a month (as
evidenced by information from the gym). This requirement resulted in a huge incentive to keep their membership. Some clients
use the gym every day to swim, use the workout equipment, and participate in classes. One of the important successes of these
gym memberships is the reduction in stigma for our clients. HOIT clients are working out with members of the community, which
helps to reduce stigma and also helps the client feel comfortable as one of the citizens of the town. We have seen an increase in
self-confidence, improved health outcomes, and participation in other community events.

Client Success Stories

“Elise” has dementia, severe symptoms of agoraphobia, and Seasonal Affective Disorder (SAD). She has been inside a lot this
winter, declining most offers of outings, groups, or support, descending into depression and confusion. Her service coordinator
arranged for Elise to have an in-home support services worker start coming to her home, to help her with daily activities. Elise is
also using the free LifeLine phone that HOIT obtained; this program helps Elise call family members who had been worried about
her. Her service coordinator helped her to visit SPIRIT to obtain a box of groceries from their food pantry, as she frequently
forgets to buy groceries or to eat regularly. While at SPIRIT, she reconnected with an old friend who remembered when Elise
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volunteered at SPIRIT as a Peer Counselor, where Elise even cut hair for the participants since she had been a beautician. Her
service coordinator reports, “Elise picked up a free book to read and is wearing the biggest smile that | have seen in months.”

One middle-aged male client had a problem with angry outbursts and threatening behavior. He was also having a hard time
making friends. HOIT provided him with a gym membership and supportive weekly contacts with his Service Coordinator. The
client has since been working out at the gym at least 3 days each week. His angry outbursts have decreased; he has lost weight;
and he feels more fit. He also reports making friends at the gym and feeling an increase in positive mood.

The motto at SPIRIT Peer Empowerment Center is “Together we change lives.” We do this at HOIT too!

B. Recognition
There have been local newspaper articles highlighting our clients’ successes. For example, there was an article about one of our
client’s successful efforts to stop smoking. The HOIT project was nominated for an award by the California Behavioral Health
Director’s Association. Many counties in California are implementing Health Care Integration activities and are utilizing our
Individual Wellness Reports and other components of our program. Staff from other counties frequently call to learn more about
the HOIT activities, and obtain examples of our MOU and Release of Information. The HOIT RN obtained support from the NCBH
Workforce Education and Training (WET) funds to partially pay for her nursing degree.

Part VI: Challenges & Innovative Solutions

The biggest challenges to implementing HOIT and how they were addressed are outlined below:

o Co-locating FQHC services at NCBH
o Sharing Electronic Health Record (EHR) information between consortium members
¢ Improving access to care for the most remote communities

Co-locating FQHC services at Nevada County Behavioral Health. FQHCs have federal regulations and certification for the type
and location of services offered. FQHCs need to complete a change of scope request to deliver services outside of their initially-
certified site location. In addition, California has certain requirements in their licensing for changing the location of services.
These regulations results in months of effort to obtain a change of scope and licensing. After initially reviewing the application
process, Western Sierra Medical Clinic (WSMC) determined that the optimal method for delivering primary care services to NCBH
clinic was to utilize their mobile van. As a result, WSMC did not need to apply for the change of scope request. This decision
saved time and money, and provided co-located health care services at our clinic.

The mobile van arrived at each clinic one morning per week. The HOIT RN and Service Coordinators scheduled HOIT clients in
30 minute intervals to be seen by the primary care physician and nurse. The HOIT RN was also available to coordinate care and
communicate information with the van medical team from a behavioral health perspective.

Sharing EHR information between consortium members. It was our goal to develop and/or modify existing electronic health
records (EHR) to achieve interoperability and be able to exchange health information to meet Stage 1 Meaningful Use
specifications. It was also our goal to identify middleware to allow the integration of data from different systems. While there are
several larger counties in California with health information technology grants who have been working to develop this
interoperability, it was too big of a project for this project. During the three years of funding, NCBH and WSMC both purchased
and implemented new EHR systems. Both systems are able to meet Stage 1 Meaningful Use Specifications, and are able to fax
prescriptions across organizations. Unfortunately, these two EHR systems are not able to achieve interoperability at this time. It is
still a goal across California to develop this capacity. We will work closely with the counties that are able to implement this
standard, and learn from them as they achieve this goal. Fortunately, the NCBH software system, Anasazi, is working with one of
these grant-funded counties. Their experience will benefit us in achieving this goal and resolving this barrier.

Improving access to care for the most remote communities. The geography of Nevada County creates significant barriers to
services for the eastern part of the county. During the winter, snow frequently closes the highway and prevents travel. The HOIT
staff have worked to assist persons in remote locations to access health and behavioral health services from the most convenient
provider. We also utilize telemedicine and telepsychiatry to improve access to health care services, whenever possible.
Currently, there is a small health care clinic and behavioral health services in Truckee. In instances where a HOIT client near this
location needs additional primary care or behavioral health services, the HOIT team has been able to link the client to needed
services to these sites.
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Part VII: Sustainability

A. Structure
Our consortium will continue. We continue to meet periodically to support the enhanced collaboration and coordination between
the agencies. Itis now routine for the FQHC(s) and NCBH to coordinate services and reconcile medications for shared clients.
Shared collaboration between NCBH and the two Substance Use Treatment programs (CoRR and Common Goals) also occurs on
an ongoing basis. Turning Point will continue to have a contract with NCBH to employ an RN and Service Coordinators. The
SPIRIT Peer Empowerment Center will continue to support wellness and recovery activities and coordinate services with NCBH.
SPIRIT also has a contract with NCBH to provide Crisis Peer Counselors to support clients when they are in crisis and need
additional support.

Sierra Nevada Memorial Hospital will continue to work closely with the consortium and develop additional services with NCBH.
NCBH obtained additional funding to develop a Crisis Stabilization Unit at the hospital. This fully supports the goals of this grant
and the consortium, and promotes coordination and collaboration across clients and organizations. This program will help reduce
crisis and inpatient service utilization for clients.

B. On-going Projects and Activities/Services To Be Provided
_X_All elements of the program will be sustained
____Some parts of the program will be sustained
___None of the elements of the program will be sustained

The HOIT health integration activities will continue to be sustained. The FQHC RN, HOIT RN, service coordinators, and NCBH
clinical team leader and clinician will continue to work together to coordinate care and improve access to services. These
positions will continue to be funded through Medicaid reimbursement of services. All agencies coordinate services for shared
clients. Similarly, clients will continue to access wellness and recovery services at the SPIRIT Peer Empowerment Center.

As mentioned above, Sierra Nevada Memorial Hospital will continue to serve clients in their emergency department as well as
through the development of a Crisis Stabilization Unit, which will operate to reduce the number of crisis services and inpatient
services utilization for clients. NCBH obtained California funding through the California Health Facilities Financing Authority to
construct this Crisis Stabilization Unit.

C. Sustained Impact
The vision and success of this health integration project will have lasting effects on this county and the way in which services are
coordinated across agencies. As a result of this project, there has been a change in the range of services delivered by the NCBH
program. The focus on the “whole person” is evident across the agency. Staff have learned how to understand and support
clients to manage their chronic health conditions, link them to physical health care services, and offer wellness and recovery
services to improve health outcomes. These values and skills are used across the continuum of care and evidenced by all
providers, including psychiatrists, nurses, clinicians, and Service Coordinators (Case Managers). Clients have been empowered
by learning about their health conditions and are actively managing their chronic health conditions. These changes are also
evidenced by the exciting improvement in health outcomes from the project.

The Outreach rural health grant has been instrumental in creating a strong foundation to allow us to obtain additional funding to
expand our Crisis Continuum of Care. In 2013, California legislation passed Senate Bill 82, which created two new funding
opportunities to expand crisis mental health services across the state. Nevada County successfully obtained funding from both
funding sources. The first funding opportunity supports Nevada County HHSA to expand our mental health crisis services to locate
crisis workers in the emergency department (ED) of the local hospital 24/7. Prior to this funding, crisis workers were on-call, but
needed to travel to the ED to conduct the crisis assessment. This co-location at the hospital allows immediate crisis response and
supports the crisis worker to help resolve the crisis in a timely manner.

In addition, crisis peer Counselors have expanded hours when they are available to come to the ED and support clients and their
families during the crisis situation. This strategy creates a more welcoming environment while the client is in the ED. This funding
is also being used to develop a Peer Run Respite Center. The four-bed respite center is available for individuals to have a home-
like, welcoming place to stay for up to 28 days. The Respite Center staff will help create a safe place where individuals can resolve
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a crisis, receive supportive services after discharge from the psychiatric inpatient hospital or ED, and/or prevent the need for crisis
services.

The second funding opportunity for the HHSA has created a mental health Crisis Stabilization Unit (CSU) on the grounds of the
local hospital, adjacent to the ED. The CSU also expands the Continuum of Crisis Services for our county, to help prevent an
individual's admission to a psychiatric hospital. Nevada County does not have a psychiatric inpatient hospital in-county, so all
clients who are hospitalized need to be transported to other counties. By having a CSU, many clients will be able to resolve their
crisis locally and not need to be hospitalized. Individuals from the CSU can also be discharged to the Respite Center, to further
support their recovery.

Part VIII: Implications for Other Communities

HOIT offers an excellent model for other small, rural counties to utilize in integrating health, mental health, and substance use services
to improve health outcomes for adults with an SMI. The HOIT program has outstanding strategies for other counties to use, including
the HOIT Memorandum of Understanding, Multi-Agency Release of Information, and Individual Wellness Reports. These documents
provide methods and policies for referring clients; sharing electronic health care information; tracking health indicators across
providers; protecting confidentiality; and celebrating healthy outcomes for clients and the health care system. All data collection forms,
policies, and models for outcome reporting are available to other communities to utilize and modify to meet their needs.
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California

Lake County Tribal Health Consortium

Part I: Organizational Information

Grant Number D04RH23589
Grantee Organization Lake County Tribal Health Consortium
Organization Type Federal Title | tribally-sanctioned nonprofit organization providing

primary health care. Represents six federally recognized Native
American tribes in Lake County, California

Address P.0. Box 1950 Lakeport, CA 95453
Grantee organization website www.lcthc.com

Outreach grant project title 4Ps Plus Pregnancy Support Project
Project Director Name: Patricia Hubbard

Title: Program Director

Phone number; 707-263-8382 ext.1303
Fax number: 707-263-7169

Email address: phubbard@lcthc.org
Project Period 2012- 2015

Funding level for each budget period May2012 to April 2013:$150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)

*Health Leadership Network (HLN) Lakeport, CA Community-based collaborative

*Lake County Public Health Services Lakeport, CA County Department

Lake County Behavioral Health, including | Lucerne and Clearlake, CA County Department

AODS & Mental Health services

Easter Seals of Northern CA Lakeport, CA Nonprofit community-based organization

Lake County Office of Education Healthy Lakeport, CA County Office of Education School-Based

Start family support services

Lake Family Resource Center Kelseyville and Lakeport, CA Nonprofit community-based organization

Sutter Lakeside Hospital Lakeport, CA Hospital

St Helena Hospital Clearlake, CA Hospital and clinic

MCHC Lakeside Health Center Lakeport, CA Clinic

Partnership Health Plan of CA Santa Rosa, CA MediCal Managed Care

*Lake County Tribal Health Consortium* Lakeport, CA Tribal Clinic and Behavioral Health
services

A. Area

LCTHC HRSA Outreach Grant serves the Native American population living in the county of Lake in northern California; the Native
population numbers around 3,900, or about 6% of the county’s total population. The target population served under the project
includes the six federally-recognized Pomo Tribes: Big Valley Rancheria Pomo; Elem Indian Colony of Pomo Indians of the
Sulphur Band Rancheria; Habematolel Pomo Indians of Upper Lake; Middletown Rancheria of the Pomo Indians and Lake Miwok;
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Scotts Valley Band of Pomo Indians of California; and Robinson Rancheria Pomo Indians. Members from at least 111 different
tribes live in Lake County, equal to nearly 20% of the 565 federally-recognized tribes nationwide.

. Community description

The county’s total population is 64,665 (2010 American FactFinder, US Census), with the population in the area’s two largest
towns at 15,000 living in Clearlake and 5,600 living in Lakeport, the county seat. During the past twenty-five years, there has been
an increase in the ethnic and linguistic diversity of the people living in the county. This has been enriching for the county, but it has
also brought challenges in education, health care, and human services. The local economy is mainly based on retail business,
agriculture associated with seasonal packing sheds and wine grape growing industry, and tourism. There is additional
employment in county government, nonprofit human services, health care, and public education. During the past five years,
unemployment rates have fluctuated from a high of 18.2% in January 2010 to 8.3% in February 2015. Overall, 36.4% of children
under 18 in the county are living in poverty (American FactFinder 2009-2013) and 41.8% of Native Americans in the county live
below poverty level. Currently, about one in five households overall in the county are receiving federal or state aid. County Health
Rankings (2014) (University of WI, Robert Wood Johnson funded) show Lake County with an overall county health outcomes
ranking of 57t out of 58 counties, and 55t for health behaviors ( including smoking, binge or heavy drinking, obesity, and physical
inactivity). Results from the 2010 Lake County Health Needs Assessment show that, compared to rates for the State of California,
Lake County’s smoking rate is double for adults and triple for youth; rates for alcohol-involved motor vehicle fatalities are three-
times higher; admission rate for alcohol and drug treatment is double; rates for lung cancer, chronic liver disease and cirrhosis, as
well as heart disease, obesity and deaths due to all cancers are worse than the state’s.

County Health Status Profiles (CA Department of Public Health, Three-Year Average for 2009-2011) indicated that Lake County
was ranked 54t out of 58 counties in the state for the percent of women (66.5%) who began their prenatal care in the first
trimester. In addition, the county was ranked 51t for the percent of pregnant women (68.3%) who received adequate/adequate
plus prenatal care. The state averages were 83.3% and 79.7%, respectively. In addition, on average, 6.3% of babies were born at
low birth weight during this three-year period (county ranking 32 out of 58 counties). Countywide screening data on substance
use for women in the month prior to knowing they were pregnant indicated that 63% had a positive screen (for use of tobacco,
alcohol, marijuana, other drugs, and/or prescription medications). This dropped to 46.2% with a positive screen after their
pregnancy was known.

. Need

Lake County’s Native American tribes have a long history of generational and personal life trauma that continues to impact
individuals’ physical, emotional and mental health and well-being. Native American women who drink alcohol or take drugs during
their pregnancy can deliver a child with permanent impact on their physical, emotional and mental health, including Fetal Alcohol
Spectrum Disorder (FASD). Substance use by Native American pregnant women and their partners, lack of access to
transportation, limited trust for non-Native prenatal providers, and little knowledge and understanding of the importance of and
need for prenatal care are key drivers for this project. From 2009 through 2012, LCTHC 4Ps Plus Project provided pregnancy
support services to Native American women through an initial HRSA Outreach grant. This project’s services included first and third
trimester screening for substance use, depression and domestic violence/intimate partner violence (DV/IPV); engaging the women
immediately after they received a positive pregnancy test; providing an educational intervention early in the pregnancy; and
connecting the women to prenatal care in their 1¢t trimester and providing incentives to ensure an adequate number of visits were
completed. Exit interviews were conducted after the birth of the child to document birth outcomes. As a result of this project,
fewer Native American babies were born exposed to Alcohol, Tobacco and Other Drugs (ATODS) and women were ensured
healthier births through completion of at least 13 prenatal visits. Of the babies born to the Native American women during this time
period, 93% were of normal birth weight and 68% were born free of exposure to any tobacco, alcohol or drugs. Overall, 75% of
the women participants received at least 13 prenatal visits during their pregnancy, with 74% receiving early prenatal care
beginning in the first trimester. However, these results indicated that there was more work to do, with 32% of the Native American
women still using ATODS during their pregnancy and about 25-26% not receiving early and/or adequate prenatal care. Enhanced
strategies were outlined at the conclusion of the initial three years of funding to include a more intensive focus on engaging the
women in clinical mental health counseling during their pregnancy and increasing the level of client contact through screening in
the 1st, 2nd and 31 trimesters of their pregnancy, individual counseling, and participation in educational support groups, social
gatherings and celebrations. During the period of this current HRSA Outreach grant (2012-2015), the Human Services
Department received funding to engage in an intensive home visiting program and began a pilot job skills program for some of the
male partners of the women in 4Ps. The vision for the 4Ps Plus Pregnancy Support project is stated as follows: “In Lake County,
every Native American baby will be born free of the effects of prenatal exposure to alcohol, tobacco, and other substances into
healthy, peaceful, substance-free families living in proud, strong tribal communities.” The 4Ps Plus project resides in the LCTHC
Human Services Department that provides behavioral health counseling, outpatient relapse prevention, and a Parent Child
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Development Center offering educational and job and life skills classes and group engagements to Native American families
working toward resolving physical and mental health concerns and addressing life’s complex issues in a circle of care.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)

In 2006, a countywide 4P’s Plus Pregnancy Support project was organized through a collaborative effort of Lake County Health
Leadership Network, Lake County Public Health and other private, nonprofit agencies, including LCTHC, who serve pregnant and
parenting Native American women. The collaborative countywide effort has focused on sustaining the use of screening throughout
the prenatal period to provide continued, appropriate services and referrals to pregnant women for reduced substance use and
increased access to early and adequate prenatal care. The evidence-based model being implemented through the LCTHC project
was developed through work by Dr. Ira Chasnoff at the Children’s Research Triangle, Chicago (http://www.childstudy.org/ira-j-
chasnoff-president/ ). The screening tool being used by LCTHC and the countywide collaborative is the 4Ps Plus Screen for
Substance Abuse, Depression, and Domestic Violence in Pregnancy along with an educational intervention titled: “I am
Concerned,” by: Ira J. Chasnoff, M.D., and Richard F. McGourty, Ph.D., NTI Upstream (http://ntiupstream.com/files/4PsPlus.pdf).
The 4P's Plus screening tool has been shown to reliably and effectively screen pregnant women for risk of substance use,
including those women who are typically missed by other perinatal  screening  methodologies.
(http://www.ncbi.nim.nih.gov/pubmed/17805340 ).

B. Description

The target population for the current grant is Native American pregnant and parenting women and their associated family members
and support network. The project is providing them with continued assistance, incentives and support to keep their prenatal
OB/GYN appointments and to accept interventions by LCTHC Human Service staff and other consortium or community services
providers throughout their pregnancy. The frequency of screening for substance use, depression and DV/IPV was expanded
during this grant period to include intake, at 2 and 31 trimesters and after the birth of the child to find any concerns due to post-
partum depression. Birth outcomes for the child continue to be tracked (i.e. normal birth weight, normal discharge or C-section,
and exposure to substances). This project included a more intensive level of mental health counseling, increased social and
educational interactions and integrated behavioral health support for the participants. Additional highlights of program activities
follow:

4P’s Pregnancy Screening with Professional& Mental Health Counseling Services (HRSA funded): The 4Ps Plus screening
questionnaire is presented to the pregnant woman by a LCTHC Human Service counselor. Depending on the results of the
screening, referrals are then made to the appropriate LCTHC Mental Health Counselor, Pediatric Clinic, Medical Department or
other Human Service Department programs and also to other agencies in the county in order to provide the pregnant mother and
her family a complete “circle of care.”

Relapse Prevention Individual and Group Counseling (IHS/LCTHC funded): A regular schedule of counseling services, recovery
support and smoking cessation groups are offered though the Human Service Department at the Parent Child Development
Center (Legacy Court) with funding by LCTHC/Indian Health Service (IHS). Relapse Prevention is using the following curriculum:
“Native American — Red Road to Wellbriety, In the Native American Way (www.whitebison.org)

4P’s Mom’s-to-Be Shower and Special Celebrations (HRSA funded): To build the woman’s healthy social connections, LCTHC
holds a monthly Mom’s-to-Be Shower funded by LCTHC for pregnant mothers which offers important health information
concerning pregnancy and also provides fun activities along with special gifts for the mother’s-to-be. Throughout the year during
the holidays, LCTHC provides parties and gifts to assure the pregnant mother’s clearly know LCTHC is concerned for their care
and positive outcomes during their pregnancy.

Women'’s Cultural Wellness Class (HRSA funded): Encourages Native American pregnant women and other women in their family
to gather and enjoy Cultural and Traditional activities providing the connections needed for help and support during a women’s
pregnancy.

GED & Adult Education Classes (IHS/LCTHC funded): Native American clients who are studying to receive their GED or Adult
Education Certificates are provided weekly tutoring services at the Parent/Child Development Center, Legacy Court, and are also
directed to the Adult Education Office or the Lake County Office of Education for the help and support they need to achieve their
high school certificate.
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Parenting Classes and Groups (IHS/LCTHC funded): A Nurturing Parenting Group along with a “Motherhood is Sacred”
(motherhoodissacred.com) class is offered weekly at the Parent/Child Development Center in support of building knowledge and
practice around parenting skills

Job Skills and Job Search Classes (IHS/LCTHC funded): Two Job Skills classes are offered at the Parent/Child Development
Center; 1) Customer Service/Job Search and 2) Home Maintenance and Repair. Qualified state teachers have been hired by
LCTHC to teach pregnant women and other family members to obtain the education and training they need to find work in the
community, and to increase their family income moving them out of a low level income.

Role of Consortium Partners

Consortium partners include Lake County’s key health care professional, providers and policy makers. The partners are all
members of the Health Leadership Network (HLN) that has been addressing various community health care needs in Lake County,
CA since its establishment in 2002. HLN focuses on collaborative projects that require cross-agency cooperation for successful
implementation of health care policies and procedures and works to strengthen the partnership between medical and non-medical
providers. HLN has recently engaged in “Way to Wellville,” a huge opportunity for the community to look at its health care profile,
which includes mental and physical health and well-being. LCTHC is involved with HLN in this project. Lake County was chosen
along with four other communities across the nation by HICCUP to be a part of the “Way to Wellville” initiative after a nationwide
search (http://www.hiccup.co/challenge/#). LCTHC will be working closely with consortium members to make this project a
success in helping the Native American community move towards better health and wholeness. LCTHC is also committed to
keeping our whole community healthy by providing access to affordable, quality health care. Consortium partners, their roles and
responsibilities are as follows:

Lake County Tribal Health Consortium (LCTHC): After LCTHC received the HRSA Outreach Grant, the facility developed a
Cultural Wellness Parent Child Development Center (CWC) providing professional health and human service interventions with
pregnant women, mothers, and supporting family members to reduce or eliminate alcohol and drug use during pregnancy and
increase access to prenatal care. A parenting and preschool activities program was developed to help parents prepare their
children for entry into kindergarten, and to have the children involved in learning activities while the parents attended adult groups
and classes in support of making positive changes in their lives. In addition, LCTHC Human Services focuses on improving
behavioral health and increasing integration with LCTHC Medical. The Department hired a Licensed Child and Family Therapist to
assist in enhancing clinical mental health services available, including services for the Native American pregnant women and their
family members who are participating in 4Ps. In addition, a Substance Abuse Counselor, a Human Service Counselor and an
additional Licensed Clinician provide services and support for behavioral health issues on a daily basis at LCTHC.

Health Leadership Network (HLN): The HLN facilitates the Consortium meetings and provided strategies, ideas and direction for
the group. The HLPM has sponsored county-wide seminars and presentations, such as Dr. Ira J. Chasnoff. M.D., training on Fetal
Alcohol Syndrome Disease (FASD), use of the 4P’s Plus Screening Tool for Substance Abuse, Depression and Domestic violence
during Pregnancy, and the prenatal intervention “I Am Concerned.” LCTHC staff members attended all seminars and
presentations and the regular HLN meetings to support community activities that met the shared goals and objectives of the CWC.

Lake County Public Health Services: Public Health plays a leadership role in the health care and policy development. They
provide targeted primary health care services, referral networking, systems management, outreach and distribution of health care
information. In addition, they convene periodic meetings in support of the countywide implementation of 4Ps Plus screening and
provided funding support to use the 4P’s screening form and receive periodic aggregate reports from NTI Upstream/Children’s
Research Triangle.

Lake County Mental Health Services: This partner provides on-call assistance for any mental health concerns that might arise with
the Native American clients served. LCMH has developed and sponsors a safe place for Native Americans living in Lake County
to gather together and share their traditions, culture and past history called "Circle of Native American Minds." Circle of Native
American Minds hosts special monthly events for LCTHC such as “Drumming Out Drugs” and Relapse Prevention drum making
activities.

Easter Seals of Northern California: Easter Seals provides technical assistance and early childhood assessments/screenings for
children’s development, health and safety, collaborating with families that attend the CWC and its programs.

Lake County Healthy Start: This partner assists families with school-age children of the CWC with community resources and
referral networking.

Page 32 of 466


http://www.hiccup.co/challenge/

Lake County Alcohol and Other Drug Services: This partner offers services and interventions to the clients who are court-ordered
to attend a Relapse Prevention Group.

Lake Family Resource Center: The Lake Family Resource Center provides domestic violence/intimate partner violence support
and shelter services, and Nurturing parenting classes in the county. LCTHC and LFRC have partnered along with St Helena
Adventist Health in a health care response to domestic violence grant (2014-2016) through Blue Shield of California Foundation
and Futures without Violence.

Health Care Providers: Sutter Lakeside Hospital, Saint Helena Clear Lake Hospital (Adventist Health), Lakeside Health Center
and LCTHC all work together to assure each client receives quality prenatal care. Recently, Partnership Health Plan of CA (the
managed MediCal provider for Lake County) also joined the consortium.

Part V: Outcomes

A. Outcomes and Evaluation Findings

The target population for the current grant is Native American pregnant and
postpartum parenting women and their associated family members and support
network. The 4Ps screening for substance use, depression and DV/IPV at intake
indicated that 76% of the pregnant women had parents that had a problem with drugs
and/or alcohol and 32% indicated their partners also had a problem with substance
use. In addition, 32% indicated depression was an issue for them and 18% indicated

“The 4Ps program has changed my life
for the better. | am a better mother and
person as well.”

Quote from Native American
pregnant and parenting

woman participating in their partner's temper was a problem for them. Adverse Childhood Experience (ACE)
LCTHC 4Ps Plus Pregnancy questionnaires were also administered with participants at intake. These results
Support program indicated that 85% of the pregnant women had at least one ACE marker, with 59%

indicating three or more ACE markers. The ACE results are a measure of the
childhood trauma experienced by participants and, along with the 4Ps screening results, point to an ongoing need for behavioral
health support. This project period included a more intensive level of mental health therapy/counseling, increased social and
educational interactions and integrated behavioral health support for the participants, intended to drive improvement in the results
related to the project's primary measures. Detailed results for the women served from May 2012-April 2015 include the following:

o There have been 136 pregnancies among participants during this grant period to date (within approximately 1 month to
the end of the grant). This is more than the total served during the first round of funding (total of 94 pregnancies among
NA women May 2009-April 2012).

o 110 (81%) of the 136 women started their prenatal care in the first trimester, one goal of the project. This is an
improvement over the 75% achieved in first round of funding.

o A total of 104 of the 136 (76%) women who completed the initial intake process with the 4Ps Plus screening have
engaged in services (13 are still pregnant as of the end of March 2015); 12 additional women had miscarriages or
terminated their pregnancy and 20 more women refused additional services or moved out of the area.

e Of these 104 women, there have been 71 live births thus far where exit data has been collected, with 64 (90%) at normal
birth weight. This is a decrease from the earlier project period, at 93% at normal birth weight.

e There has been a significant increase in the number of C-sections during this second round of the project, with 41% of the
births thus far having been by C-section (compared with 14% in the earlier project period).

o 82% of these babies (58 out of 71 births) have been born free of exposure to tobacco, alcohol or drugs. This compares
with 68% in the first round. There has been an increase in babies born free from any exposure across the board (from
tobacco, alcohol, marijuana, drugs, or medicines).

o Compared to the month before they knew they were pregnant, 52% more Native American pregnant women participating
in the 4Ps Plus Pregnancy Support project abstained from any alcohol use; 18% more abstained from marijuana use; and
26% more quit smoking.

o The average number of prenatal visits was approximately 13.03 visits, with 13 visits as the target for participants in the
project. Approximately the same percentage of participants (72%) completed 13 or more prenatal visits compared with
the first round.

e 68% (28 of 41) of the pregnant women who gave birth during their participation and indicted they were using substances
at intake had abstained during their pregnancy

o 100% (30 of 30) of the women who entered the program not using substances continued to not use during their
pregnancy.
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In a satisfaction survey at the end of their participation in the “This program has given me the strength to continue

program, participants provided feedback on the usefulness of the my sobriety and keep myself and my children
information they learned about keeping themselves and their baby healthy.”

healthy, the importance of prenatal care and the importance of
abstaining from drugs and alcohol during their pregnancy. The
Participant Survey results indicated that:
o 93% of participants strongly agreed that they learned
useful information about the importance of prenatal care;
o 96% of participants strongly agreed that they had learned that “a small amount of alcohol or drugs during pregnancy can
harm my baby”;
e 93% of participants strongly agreed that they will use the information they learned to keep their baby healthy;
88% of participants strongly agreed that they received the type of help they wanted.

Quote from 4Ps and
Tribal Home Visiting Mother

B. Recognition
The LCTHC Human Services Job Skills Program (piloted in 2013-2014 to work with Native American partners of pregnant and
parenting women) was featured in an article and video presentation (Lake County News, Building an oasis of health: Lake County
Tribal Health Consortium debuts new family garden space , Sunday, 08 June 2014 Elizabeth Larson.

Part VI: Challenges & Innovative Solutions

One challenge the LCTHC 4P’s program has experienced during this HRSA Outreach grant was getting the pregnant women to make
an ongoing connection with the Human Service Department in joining the 4P’s (4 stages of pregnancy) group. The program worked to
engage the women early in their pregnancy to complete screening and prenatal visits, to utilize substance use counseling and support
and to participate in regular monthly healthy social activities from the first trimester of their pregnancy until after the baby’s birth. Early
prenatal care helps women and providers to identify and lessen the potential risks of FASD, birth defects and other developmental
disabilities in young children prenatally exposed to alcohol, tobacco, and other drugs. During this past grant period, LCTHC Medical
and Human Service staff committed to work together to build a strong link between the two departments to ensure all Native American
women who have a positive pregnancy test are seen not only in the Medical Department but also by a Human Service Counselor. This
ensures that the woman is offered the 4P’s educational intervention and screening to evaluate for any problems they might have during
pregnancy. Women who do not receive information concerning the negative outcomes of substance use during pregnancy may leave
the Medical OB clinic knowing they are pregnant but do not return to the clinic or come in to the Human Services Department until they
are in 27 or 31 trimester, thinking there is no need. Since not seeing a doctor until the 6 or 8" month of pregnancy has been a
generational concern, LCTHC OB Center’s nurses are now screening women during a pregnancy test and before they leave the clinic
for any signs or symptoms of substance use to make sure the Human Service Department is called while the pregnant women is still at
the clinic and can be guided over to meet with the staff for the support she needs during pregnancy and postpartum.

Another challenge was to make sure the pregnant woman received and connected with all available support and referrals provided to
LCTHC programs and those of other Consortium members. Referrals are made after the 4P’s, Government Performance and Results
Act (GPRA) and ACE assessments were completed with a LCTHC Human Service Counselor. At times, the pregnant woman would
refuse the referrals offered. The LCTHC OB clinic and the Human Services Department work closely together to keep each other
informed of the referrals for services offered to the pregnant woman. Encouragement to engage in the services offered is given in
different ways: 1) to help the client make the first appointment needed with the referral agency; and 2) to assist client with any support
she may need to get to her first referral appointment, such as transportation. The project staff also developed a structured incentive
program to encourage the pregnant women to complete their prenatal visits and then come into LCTHC during their second and third
trimester to be screened using the 4Ps tool and receive their incentive/gifts. To validate the prenatal visits, the prenatal provider signs
a form indicating the participant had seen the doctor at least three times during the trimester. This provided an opportunity for the 4Ps
Plus Pregnancy Support staff to maintain critical contact with participants during the course of their pregnancy.

Part VII: Sustainability

A. Structure
LCTHC anticipates the Consortium will continue on with its current members to implement a countywide approach to meeting the
needs of pregnant women and their family members and assure that children are not prenatally exposed to toxic substances. The
Health Leadership Network (HLN) has been facilitating the Consortium meetings and will continue to do so, providing direction
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concerning new health initiatives and ongoing support for community-wide activities. All consortium members listed have worked
closely together for a long time to establish in Lake County higher standards of medical care and health and wellness services for
all peoples served.

On-going Projects and Activities/Services To Be Provided.
__ Allelements of the program will be sustained

__ X Some parts of the program will be sustained

__None of the elements of the program will be sustained

LCTHC expects to discontinue some services and continue some of the activities developed during the HRSA Grant after April 30,
2015 as follows:

Pregnancy Screening: Screening for pregnant women will be provided through LCTHC Medical, utilizing the Comprehensive
Perinatal Screening Program (CPSP) screening tool rather than 4P Plus. The LCTHC Medical Department OB/GYN Clinic will
provide information concerning FASD and the negative aspects of using drugs and alcohol during pregnancy and health
information concerning pregnancy, instead of in the Human Services Department by Social Service staff. This will be more of a
patient-by-patient in-reach focus, with limited outreach and health-focused groups offered.

Relapse Prevention: Regular schedule of counseling services and recovery support and cessation groups will be continued
through the Human Service Department by the Relapse Prevention Counselor with funding by LCTHC/Indian Health Services
(IHS). Relapse Prevention is currently using the curriculum: “Native American — Red Road to Wellbriety, In the Native American
Way (www.whitebison.org),

GED & Adult Education Classes: Native American clients who are studying to receive their GED or Adult Education Certificates will
be directed to the Adult Education Office or the Lake County Office of Education for the help and support they need to achieve
their certificate. Life skills, job skills and job search classes currently being offered by LCTHC Human Services Department will not
be continued unless additional funding can be secured.

Professional Counseling Services: LCTHC Human Services Department will continue through the Human Service Department and
sustained from funding by LCTHC/IHS.

Parenting classes and groups: Fatherhood/Motherhood is Sacred (http://aznaffa.org/ ) and Nurturing Parenting Program for
prenatal and afterbirth families will continue using the curriculum fdr@nuturingparenting.com .

Overall, sustaining and connecting Native American pregnant women to early and adequate prenatal care and strongly
encouraging them to refrain from substance use during and after pregnancy will continue to be a priority in the LCTHC Human
Service and Medical Departments.

. Sustained Impact

The sustained impacts from the LCTHC HRSA Outreach grant can be described as:
New Ways of Working Together and Serving Native Clients
Working relationships were strengthened through the grant. There has been an expanded focus on the prenatal period and the
health of both the mother and the baby by service providers involved in the Consortium. LCTHC has shown through this grant that
screening and added follow-up support for pregnant woman can result in healthier births.

New Capacity Created
e New capacity was created, especially at LCTHC. The Medical Clinic has increased its awareness of the services
provided through Human Services. In addition, the Medical Clinic added a prenatal provider during the grant period and
Native women have been responding positively to this development. Previously, they would have to go to another
provider in the county to receive prenatal care. Now, with the addition of these services at LCTHC, Native women are
able to stay connected to this trusted medical home during their pregnancy.
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e LCTHC Human Services staff are working closely with the Family and OB/GYN Medical practitioners co-located in the
Clinic to encourage Native American women early in their pregnancies to participate in prenatal visits, one-on-one
counseling, groups and other activities offered at LCTHC and through referrals to other community-based agencies.

e In addition, the grant emphasized the need for additional clinical counseling capacity in Human Services. In 2012,
LCTHC hired an additional Mental Health professional to connect closely with the Medical Department and provide mental
health counseling to all pregnant women and other family members who support her. Many Native American clients have
had traumatic events happen to them during their childhood and young adult lives and require skilled counseling and
support for their recovery from those events and to reduce their use of drugs and alcohol.

e The grant initiated the creation of the Cultural Wellness Center (CWC) where groups and classes are offered for the
project participants. The groups and classes are provided in a safe environment away from the clinical setting of LCTHC.
The program’s approach is relationship-based and utilizes frequent contacts and motivational talks, counseling and
educational support. Due to the success in attendance by the pregnant and parenting mothers, their partners and other
family members, in 2013, LCTHC added a Job Skills program. This program helps to support participants’ relapse
prevention, advance their education, acquire the work skills needed to be successful on the job, and receive assistance to
find work in the Lake County community in which they live. Not all of these CWC services will be able to be sustained
without additional grant funding after April, 2015. However, the program helped to identify the importance of this
approach to relapse prevention and recovery support.

Policy Changes to support sustained impact

One additional impact from the increased awareness of the importance of this prenatal period as well as other factors, LCTHC
began to provide Comprehensive Perinatal Support Program (CPSP) at Medical. This program coordinates with the 4Ps Plus
program to work with women receiving prenatal services at LCTHC. In March 2015, LCTHC completed and held its grand opening
of a new Pediatric and OB/GYN clinic in Lakeport. The positive accomplishments and outcomes from the LCTHC HRSA grant
have been recognized by the range of medical and non-medical agencies serving pregnant and parenting women and their
families in the county for its support of healthy pregnancies and babies born without prenatal exposure to substances.

____PartVil:Implications for Other Communities

Every community is different and needs to develop measures/indicators that are unique to their particular program strategies.
However, the LCTHC Human Services program staff has identified several key factors that were beneficial to its success. Each relate
to the continued development over time of its organizational and community strengths.

1. Growing organizational steps toward integration of behavioral and physical health services

The 4Ps Plus Pregnancy Support Project benefited significantly from being associated with LCTHC Medical Clinic and being
embedded in the Human Services Department. With OB/GYN services added in 2014, Medical has seen a growth of about 25% in
the number of women of child-bearing age that have been served in the clinic during the period of the grant. There were 143
women who received a positive pregnancy test in Medical from May 2012-April 2015. Of these 143 women, 136 (95%) were
provided a referral and connected with the 4Ps Plus Pregnancy Support Project in Human Services during the grant. Both Medical
and Human Services, along with their patients, benefited from the alignment of interests and through integrated and complimentary
services and referrals.

2. Growing organizational response to providing a “circle of care” for families

LCTHC Human Services has had a major long-term focus on prevention of Fetal Alcohol Spectrum Disorders (FASD). A needs
assessment completed in 2010 among the Native American community in Lake County provided further drive to prioritize services
to prevent newborns from being exposed to substances prenatally. Human Services has worked to develop a “suite” of culturally-
appropriate services that are aligned with these community interests, including adding mental health clinicians, enhancing
outpatient relapse prevention programs and recovery support services, and offering home visitation based on an evidence-based
model with a focus on clean and healthy pregnancies and parenting. In March 2015, LCTHC also opened a new pediatric clinic in
Lakeport that is expected to add to the growing population of children, pregnant and parenting women, and their families being
served.

3. Increasing community partner engagement including a focus on the prenatal period
The success of the 4Ps Plus Pregnancy Support program has contributed to a growing interest in the broader community around
integration of behavioral and physical health, and a continued interest in the prenatal period. The Consortium of medical and non-
medical providers involved in this grant continues to meet and engage new partners. In addition, a broad collaborative in the
county, including LCTHC as a partner, is engaged in outreach, education and policy/systems change efforts with a focus across
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the lifespan around reducing chronic disease, preventing obesity, improving physical activity, improving mental health and
wellbeing and reducing substance use, funded through a HRSA Network Development grant and two CDC Health Partnership
grants. This is also continuing through Lake County’s initiation as one of the five Way to Wellville communities nationwide.
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California

Woodlake Unified School District

Part I: Organizational Information

Grant Number D04RH26933

Grantee Organization Woodlake Unified School District
Organization Type Family Resource Center-School
Address 168 N. Valencia, Woodlake, CA 93286

www.woodlakepublicschools.org
On Point

Name: Irma Rangel

Title: Director

Phone number: 559-564-5212
Fax number: 559-564-5301
Email address: irangel@w-usd.org
2012 -2015

May 2012 to April 2013: $149,997
May 2013 to April 2014: $149,997
May 2014 to April 2015: $149,997

Grantee organization website
Outreach grant project title
Project Director

Project Period
Funding level for each budget period

Part Il: Consortium Partners

*Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Location
(town/county/state)

Partner Organization Organizational Type

Woodlake Unified School District and its
Woodlake Family Resource Center

Woodlake/Tulare County/California

Public School District

*Family HealthCare Network

Woodlake/Tulare County/California

Health Clinic Network

*Woodlake Police Department

Woodlake/Tulare County/California

Law Enforcement

*Tulare County Health & Human Services
Agency

Visalia/ Tulare County/California

Public County Health Agency

*Tulare Youth Service Bureau

Tulare/ Tulare County/California

Children’s Mental Health Services

Part lll: Community Characteristics

A. Area
The Woodlake Unified School District’s program, On Point, provides services in Tulare County, California which includes the town
of Woodlake and the surrounding 800 square mile unincorporated rural area served by the Woodlake Unified School District. This
area is officially populated by 10,000 people. However, there are uncounted thousands of migrant workers who come to this area
each year drawn by ready agricultural work.

B. Community description
We are a young community: nearly 25% of our population is under the age of 18, with 10% under 5. The median age is 25,
compared to the national average of 35 (USCB, op.cit) The average birth rate in the town of Woodlake is nearly 20/1000 total
population, compared to 13.5/1000 nationally (Center for Disease Control, Population Query, Washington, D.C., 2008 [CDC]). We
are a predominately Hispanic community: almost 84% of Woodlake residents identify themselves as Hispanic or Latino. In addition,
42.6% identify themselves as foreign born, and of those, 97.2% from Latin America (USCB, op.cit.). Our school surveys report that
99% of students speak Spanish at home, and 47% are English learners. Linguistic and cultural isolation are both risk factors for
perinatal depression, as well as barriers in their own right to accessing healthcare and treatment (N/ICHM, op.cit.). Lastly, we are a
community challenged by poverty, another recognized risk factor for perinatal depression (NICHM, op.cit.). The median family
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income is $23,880, less than 1/2 the US average of $50,046, and with families that are nearly 1/3 larger. The unemployment rate
for Tulare County is 18.7%, compared to California at 12.3%, and the US at 9.1% (City-Data.com, Admaveg, Inc., 2011 averages).

C. Need
Nearly six years ago, WFRC and its consortium partners launched the REACH project, a HRSA ORHA-funded mental health
outreach, education, and service delivery project. Through the success of that project, we developed a more detailed base of
knowledge than ever before regarding Woodlake’s mental health needs. A picture has emerged of perinatal depression as a major
untreated disease in our community. At the same time, we found through our work with perinatal women that the perinatal juncture
provides a window for treatment with more potential, far-reaching, positive outcomes than almost any other period of life, for the
mother, children, and whole families. Thus the target population itself was the impetus for the inception of perinatal focus.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
We set about finding the most appropriate response, in terms of clinical effectiveness, limited resources, our particular
community’s array of geographic, linguistic, and cultural conditions, and desired long-term outcomes. The result was On Point, a
system of collaborative, interlocking components aimed at education, screening, and treatment of Perinatal Mood and Anxiety
Disorders (PMADS). Our methodology was a promising model hybrid of: (1) the renowned “Nursing Best Practices Guideline, April
2005, “Interventions for Postpartum Depression,” Registered Nurses Association of Ontario (RNAO), which set forth effective
protocols for screening and effective clinical practice guidelines following assessment; (2) the regional program created and
implemented by our Consortium Partner, the Tulare County Health and Human Services Perinatal Wellness Project, and our years
of hard won experience working together in adapting the RNAO’s programs to our local settings and conditions; (3) WFRC's
proven, successful outreach, case management, and service model for addressing mental health issues in our community.

RNAO’s seminal document on screening and treating post-partum depression surveyed all available research and project studies
to that time. It then set forth the importance of treatment for the mother and child, and the logical effectiveness of nurses in that
process. Their findings and recommendations have been verified and sustained in numerous studies.

The RNAO document set forth the following clinical protocol: (1) Pregnant and post-partum women are to be screened for PMADS
by use of a professional screening instrument, the Edinburgh Post-Natal Depression Scale (EPDS). The EPDS is easily self-
administered and scored, and has consistently tested as highly sensitive and accurate across numerous cultural and linguistic
barriers (Gaynes, et al., op.cit.). (2) The score initiates the next step: a score of 10 or higher triggers a referral for mental health
services. A score of less than 10 requires no clinical response; however, a milder form of post-natal depression commonly called
“baby blues” may be indicated and empathetic response indicated. (3) If the mother answers Question 10 affirmatively (that she
has thoughts of hurting herself), the score is immediately reported and crisis protocols are initiated.

These protocols were developed for a hospital setting for use by nurses; however they point in the document to community based
possibilities adapting the same principles. Thus, 3 years ago, we adapted the RNOA clinical protocols to our regional and rural
setting: (1) screening would be conducted at multiple sites by trained lay persons and professionals, greatly increasing point of
contact screening, (2) scores would be reported to centralized nurse case manager(s), who would be qualified to make referrals to
local mental health practitioners and/or initiate crisis protocols. Working together, our Project therapist and PWP staff developed
Woodlake population specific practices for incorporating EPDS screening, referral and treatment into our service protocols: (1)
PWP public health nurse contributing specialized nurse case management based on her extensive knowledge of our local
conditions, (2) healthcare access assistance and other case management linkage provided through our home visit, or “platicas,”
teams, and (3) the addition of multiple community education and screening points through our local network consisting of our
Consortium partners and supporting partners.

B. Description
1. Include access assistance/case management at weekly MDT meetings
2. Ensure ongoing training for home visit teams in access assistance
3. Screen all eligible women at various points of contact using EPDS
4. Conduct 10-15 home visits a week
5. Train all relevant WFRC and Consortium partner staff to administer EPDS, and refer when indicated
6. Seek out new contact points among other agencies and organizations, and train for screening and referra1
7. Provide direct mental health services to 20-25 women per week
8. Provide comprehensive case management of all cases
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9. Acquire, adapt, and/or develop materials appropriate to target populations
10. Disseminate materials using contact points of all possible partners

C. Role of Consortium Partners
Family HealthCare Network continues to be one of two major health care providers in this community. Community health
programing is a primary component of the activities of Family HealthCare Network and drives their patient centered approach of
linking with community members beyond the four walls of the community health center. This organization operates several
programs to promote health and wellness in communities like Woodlake that lack access to other sources of community health
care and services due to financial, linguistic, geographic and transportation barriers.

Family HealthCare Network supports opportunities to raise awareness on access to affordable health care. Their staff is trained
and certified as Certified Educators and Certified Enroliment Counselors for California’s implementation of the Affordable Care Act
called Covered California.

Specific activities provided under this Outreach grant include providing medical care as needed for program participants and
administering medication when needed. Psychiatrist, licensed psychologist and licensed clinical social workers provide Behavioral
Health and Mental Health services at Family HealthCare Network that support program efforts.

The Woodlake Police Department (WPD) continues to be readily available when called upon by WFRC staff to address any safety
matter pertaining to program participants. The WPD is short staff due to funding issues and no longer able to provide an onsite
detective to attend weekly multidisciplinary team meetings. This has not affected our collaboration or ability to communicate
effectively.

The Tulare County Health & Human Services Agency-Perinatal Wellness Program was impacted early on by a significant reduction
in funding at which point the component of therapeutic services was illuminated. The nurse case management component was
kept at a less intense capacity. A new contract was awarded to Tulare Youth Services Bureau to provide needed clinical
interventions to women experiencing postpartum depression under the new program, Building Bridges.

Tulare County Health and Human Services Agency under Mental Health Services Act funding provided contract to WFRC to
provide clinical services to women experiencing postpartum perinatal mood disorders. Prenatal Wellness Program continues to
provide nurse case management services to eligible program participants in our Woodlake community.

The Woodlake Unified School District serves as the governing body of WFRC and is the Lead Education Agency representing
hundreds of site staff that work in coordination with WFRC staff to provide support to our children and their families.

Part V: Outcomes

A. Outcomes and Evaluation Findings
All the combined efforts of WFRC and its Consortium partners move towards the goal of long-term positive outcomes for the
children and families of our community.

Our specific goals and outcomes were defined as:
Goal 1. Perinatal women and their families will have greater access to healthcare through application assistance and other
cost-reducing devices.
Outcome 1: 100% of perinatal women screened for PMADS by WFRC were also assisted with eligibility access.
Outcome 2: 10% increase over three years in the incidence of use of available preventative health care services
Outcome 3: 10% decrease over three years Incidence of hospital ADCs for Woodlake residents

Goal 2. Every perinatal woman in Woodlake will be screened for PMADS using the EPDS, and referred for professional
treatment where ever needed under professional nurse case management protocols.
Outcome 1: 25% increase in screening over five years (reflecting potentially pregnant women as percent of
population) in the number of adult patients in the target population that have been screened for depression.
Outcome 2: 25% annual growth intervals to achieve 100% at the end of five years in the number of all potential
perinatal women in Woodlake service area who are screened for PMADS
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Goal 3. We will provide all Woodlake perinatal women who are diagnosed with PMADS with timely, professional mental health
therapy that will relieve their suffering and lead to healthy choices in their lives.
Outcome 1: Every woman treated for PMADS shows recovery within clinically indicated time per increased score on
GAF, BDI-II, or other relevant, professional mental health assessment instruments
Outcome 2: 25% annual growth intervals to achieve 100% at the end of five years in the number of women treated
for PMADS to approximate number of anticipated need per population
Outcome 3: 10% positive change in indirect social data, such as reduced child abuse rates, over five years reflecting
increase in positive long-term healthy behavior choices in mothers
Outcome 4: 10% positive change in indirect social data, such as increased childhood immunizations, over five years
indicating positive later in life outcomes of infants and children

Goal 4. Woodlake families will no longer stigmatize women who suffer from PMADs and will provide understanding and
support treatment for the health of the entire community.

Outcome 1: 10% increase over three years in WFRC walk-ins for PMADS

Outcome 2: 10% increase over three years in school-based referrals

Outcome 3: 10% increase over five years in FHN referrals

B. Recognition
This grant received local acknowledgement through announcement at our School Board. Community recognition is ongoing
through local service providers and program participants.

Part VI: Challenges & Innovative Solutions

On Point did not face any major challenges during this grant cycle. Through a collective impact approach we are able to resolve
shortfalls. One example is early on when we lost our fulltime Public Health Nurse and were not able to hire and or retain one on a part-
time bases and our Consortium Partner, HHSA-Perinatal Wellness Program lost significant funding for to contract out for clinical
services. On Point Program was able to secure funds to provide clinical services to eligible women and Perinatal Wellness Program
was able to maintain nurse case management component that extended to On Point eligible program participants. On program
participants received both critical case management form Public Health Nurse and mental health services from bilingual bicultural
therapist.

Part VII: Sustainability

A. Structure
Our established consortium will continue. All current partners will be part of it: Family HealthCare Network, Tulare County Health &
Human Services Agency, Tulare Youth Service Bureau, Woodlake Police Department, and Woodlake Unified school District.

B. On-going Projects and Activities/Services To Be Provided
__ Allelements of the program will be sustained
__X_Some parts of the program will be sustained
__ None of the elements of the program will be sustained

For over 10 years, our Consortium partners, Family HealthCare Network, Tulare County Health and Human Services, the Police
Department, and the School District, who represent nearly all Woodlake service providers, have met regularly at WFRC in
multidisciplinary team meetings and other programmatic meetings. Out of this meeting process described above we formed the
goals and objectives of the On Point Project. Similarly, based on our many years of experience in setting our course through
quantitative evaluation, we adopted one PIMS measure, the incidence of depression screening in our total population.

On Point Consortium will continue with the screening of Perinatal Mood and Anxiety Disorders. This is a mental health condition
that may not be avoided and or prevented so ongoing screening is essential. All of the Woodlake Family Resource Center (WFRC)
staff have been trained in administering the Edinburg assessment tool and have adopted screening all eligible women as an
agency policy. The Women, Infant & Children Program (WIC) have also adopted as a set practice to administer the Edinburgh to
all eligible women that come through their door. WIC is a countywide program.
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Eligible women will continue to receive therapeutic services by licensed clinicians. Tulare County Health and Human Services
Agency (TC HHSA) has awarded a new contract to Tulare Youth Services Bureau to provide therapeutic services to women
experiencing PMADS, specifically in rural communities. TC HHSA has awarded a separate contract to the WFRC to support
position of clinician to provide therapeutic services to women experiencing PMDS. We are not anticipating a change in contracts.

Family HealthCare Network will continue to be one of the two major healthcare facilities in our community. We will continue to use
Family HealthCare Network as a primary resource for medical treatment, psychiatric consultation and medication needs.

The Woodlake Police Department will continue to meet the safety needs of our program participants and community.

The Woodlake Unified School District will continue to invest staff to work collaboratively with the WFRC and coordinate services for
children and their families.

The Perinatal Wellness Program will continue to provide limited time nurse case management services to eligible women. The
Tulare County Public Health Department continued to sustain this program component.

C. Sustained Impact
The On Point Project Vision Statement:

Every perinatal woman in Woodlake will make healthy and positive choices for herself, her children, her family, and her community.
The On Point Project Mission Statement:

The mission of On Point is to raise our community to health through addressing the mental health needs of women during the
perinatal juncture, defined as the period during pregnancy, six months before, and one year after, as a key impact point generating
multiple positive effects for our children, our families, and our community.

The sustained impacts of our program have been developed and achieved through loyalty to our vision and mission stated above.
We have raised awareness not only in our rural community regarding the issue of Perinatal Mood and Anxiety Disorders (PMADS)
but have mobilized key partners to bring countywide attention and resources to this issue. We identified key partners that interface
with pregnant women at critical times and who are committed and trained in screening these vulnerable women. Unanimously we
agreed upon a uniform and evidence-base screening tool, the Edinburg Postnatal Depression Scale (EPDS). Women
experiencing PMADS are treated by a licensed clinician within their own community. The local Family HealthCare Network
provides the medical care and administration of appropriate medication if needed.

In summary, the sustainable impact of On Point lies on the success of healthcare and social service providers working together on
the project’s treatment of PMADS which exemplifies a strategic leveraging of resources to target a specific moment of an
individual’s life where change in the primary recipient can have the greatest secondary and tertiary positive outcomes for whole
communities.

Part VIII: Implications for Other Communities

This was a very valuable experience with significant outcomes that can be replicated elsewhere rendering many benefits to at risk
women. Other communities who embrace this program will: 1) offer perinatal women and their families greater access to healthcare
through application assistance, 2) screen at risk women for PMADS using an evidence base tool, and 3) provide perinatal women who
are diagnosed with PMADS with timely, professional mental health therapy that will relieve their suffering and lead to healthy choices in
their lives.
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Colorado

Telluride Medical Center Foundation

Part I: Organizational Information

Grant Number D04RH23616

Grantee Organization Telluride Medical Center Foundation

Organization Type Network

Address POB 4222, Telluride, CO 81435

Grantee organization website www.tchnetwork.org

Outreach grant project title Prevention through Care Navigation Outreach Program
Project Director Name: Lynn Borup

Title: Executive Director

Phone number: 970-708-7096

Fax number: 888-595-3242

Email address: lynn@telluridefoundation.org
Project Period 2012 -2015

Funding level for each budget period May 2012 to April 2013: $149,978

May 2013 to April 2014: $149,961

May 2014 to April 2015: $149,979

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)
*Midwestern Colorado Mental Health Multiple counties that include: Mental Health Center
Center (Center for Mental Health) Montrose, Ouray & San Miguel/CO
*Basin Clinic Naturita/Montrose/CO Rural Health Clinic
*Olathe Medical Clinic (River Valley Family | Olathe/Montrose/CO Federally Qualified Health Center
Health Center)
*Telluride Medical Center Telluride/San Miguel/CO Community Clinic
*Uncompahgre Medical Center Norwood/San Miguel/CO Federally Qualified Health Center
*Telluride Foundation Telluride/San Miguel/CO Community Foundation
*Montrose Memorial Hospital Montrose/Montrose/CO Non Profit Hospital
A. Area

Montrose, Ouray, and San Miguel Counties

B. Community description
Our rural three-county region is an isolated area of southwestern Colorado, 350 miles from Denver. Our service area is a
designated Health Professional Shortage Area (HPSA) for primary, dental, and mental health care; a Medically Underserved Area,
and a Medically Underserved Population. These three designations signify an at-risk community with too few primary care
providers, medium-high poverty, pockets of extreme poverty, and elderly populations. The clinics serving this region are true
“frontier clinics,” and some of the most rural medical clinics in the state. Communities are separated by high mountain mesas,
rugged 14,000-foot peaks, and red rock canyons with travel designated to rural county roads and limited state highway systems
that cross mountain passes and provide challenging driving conditions, especially during the harsh winters. Under these
circumstances many people lack the ability or cannot afford to drive to clinics or doctor/dentist appointments, and no regional
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public transportation system exists; this has a direct impact on our growing population of elderly residents living in these remote
areas who are unable to drive. Poverty is a key issue that affects the unmet health needs and access to health services; 42% of
families are at or below 200% of Federal Poverty Level, and our target population ranks higher than the state average for being
uninsured (19.3% vs. 15.5%). Also, our region has higher than the state average of unemployment, with one of our counties
ranking fifth highest at 10.6% vs. the state average of 7.6%. Structural impediments, the social and cultural challenges of health
literacy, small-town/rural social and cultural challenges, transportation barriers, and an aging population are all primary factors that
influence life in our community.

C. Need
Our rural population is faced with high rates of heart disease and diabetes, exacerbated by the health disparities discussed above.
Cardiovascular disease (CVD) is the leading cause of death in our region (second to cancer) and needs to be reduced by 37% to
meet the Healthy People 2020 goal, and 8.7% of individuals are diabetic compared to the Healthy People 2020 goal of 2.5%.
Additionally, our Network Members are faced with limited human and financial resources and independently have limited capacity
for addressing the needs and gaps in services for their diabetic and CVD patients.

Due to the high percentages of people with CVD and diabetes in our region, and the identified needs and gaps in our service area,
our Program’s focus is to reduce the prevalence of diabetes and CVD in our adult population through control and management of
risk factors as well as creating a system of support for those clients trying to make healthy lifestyle changes.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
Our Prevention through Care Navigation Outreach program adopted the following evidenced practices:
o Colorado Heart Healthy Solutions (CHHS): Is an evidence-based, peer-reviewed statewide cardiovascular risk
reduction program in Colorado that focuses on underserved populations created by the Colorado Prevention Center
(CPC). CHHS aims to reduce the burden of cardiovascular disease and diabetes. CHHS involves a network of
community health workers (CHWSs) who outreach to underserved community members and provide health assessments,
biometric testing, health education, coaching, referrals to local medical and healthy living resources, and ongoing support
to at-risk individuals at no cost. Tri-County Health Network augmented this model with the addition of a stronger diabetic
care management component.

o Community Health Workers (CHW): CHWs are culturally competent and trusted members of the communities they
serve. They work to improve healthcare outcomes by facilitating access through education, referrals and basic health
screenings. CHWs coordinate with local providers to ensure services are not duplicated but are complementary of their
efforts to improve the health of their patients with CVD and/or diabetes. Bidirectional referrals and communication
between CHWSs and clinics ensure a comprehensive team approach in caring for the most underserved community
members.

o Motivational Interviewing: Is an evidence-based process that addresses hesitation to change. The conversation
encourages clients to express their desire for change, enhance their confidence and strengthen their commitment to
make lifestyle changes.

e Chronic Disease Self-Management Program (CDSMP): This evidenced-based Stanford School of Medicine program
occurs once a week for six weeks in community settings. Classes provide individuals with peer support and assistance in
navigating barriers to care. Attendees leave empowered with the necessary tools, peer support, and coping skills to
continue with their own action plans to lead a healthier life.

o Physician Profiling: A physician engagement component ensures cohesion between the CHWs and local healthcare
providers. A Colorado Prevention Center cardiologist, and co-founder of CHHS, met with CHWs and local stakeholders,
including the program director, clinic manager, physicians and mid-level providers. The meetings discussed: engagement
in the program, seamless integration for at-risk individuals, and how to facilitate access into care for referred participants.
Monthly “fast facts” emails highlighted recent developments in diabetes and CVD preventive care.

B. Description
Tri-County Health Network hired CHWs to lead our Program activities. CHWs live in the communities where they provide outreach
services and are hired, in part, for their relationships and respect in the community. Community members see CHWs at the post
office, hardware and grocery stores and recognize them as “trusting hands” within their communities.
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Program activities included:

o providing biometric testing in the field to screen underserved people at risk for developing diabetes and/or CVD.

o offering individual peer support to manage lifestyle changes and improve overall health.

e conducting the 6-week Stanford CDSMP classes throughout all three counties in both English and Spanish.

o developing relationships with community businesses/practitioners in order to establish an understanding of the program
and develop a referral process between CHW and lifestyle/clinical businesses. One hundred twenty-four community
resources were established and 570 referrals were made over the course of the program.

o working collaboratively with partner clinics to engage noncompliant patients who have barriers to getting biometric testing
within prescribed timeframes.

e implementing a program evaluation to track outcomes and Program impact.

C. Role of Consortium Partners
Tri-County Health Network Consortium partners include Telluride Medical Center (non for profit medical facility), Basin Medical
Clinic (rural health clinic), Uncompahgre Medical Center (federally qualified health center), Center for Mental Health, Montrose
Memorial Hospital (non for profit regional hospital), River Valley Family Health Center (federally qualified health center), and the
Telluride Foundation (non for profit community foundation). During the planning and implementation of our Program, Consortium
partners were thoroughly engaged. Partners participated in quarterly meetings where Program outcomes were discussed, barriers
addressed, and best practices implemented. Partners referred their patients to CHWs and CHWSs shared results, including patient
action plans, with the referring clinic which were then incorporated into the patient’s electronic medical records. CHWs were
included in partner “huddles” to discuss shared patients/clients and courses of action. Additionally, partners provided space for
screenings; promoted and championed the Program among their patients, to their respective board of directors, and within their
communities. Throughout the program, partners played an integral role in Program evaluation, quality improvement, and
sustainability planning.

Part V: Outcomes

A. Outcomes and Evaluation Findings
As a result of our efforts, two broad outcomes were evident: 1) an underserved community became aware of the prevalence of a
chronic disease and positive steps they could take to address it, and 2) local clinics were better able to serve their patients through
a strong referral system and enhanced community resources. Specifically 1,192 individuals were screened for risk of diabetes
and/or CVD. Of the total screened, 633 individuals were identified as at-risk. Astonishingly, of those identified as at-risk, 425
individuals had no knowledge of their risk prior to screening. Through continued efforts and physician education, local clinics
began accepting the biometric field results as “valid” tests to be in included into the patient’s medical record and so a strong
referral system was developed between local clinics and CHWs. CHWs effectively referred 385 at-risk individuals back into primary
care for further evaluation by a physician and physicians referred uninsured patients or patients with other barriers to care, such as
transportation, to CHWs for screening and blood pressure maintenance. Seven hundred twenty-one clients who did not have a
primary care provider were referred to local clinics. Additionally, we established an electronic interface with our local Health
Information Exchange (HIE) to transfer the biometric test results captured in the field to the HIE making these results available to
all providers participating with the HIE.

To the credit of our staff, 505 clients chose to remain engaged with a CHW after their first screening and created action plans
towards meeting lifestyle goals with CHW peer-support. The CHW'’s role here was invaluable. Underserved community members
shared that their own lack of self-management was a major barrier to continuing necessary care for their chronic conditions — they
simply did not want to go to their doctor and confess their horrible diets or lack of exercise. Understandably having their local CHW
contact them for peer support prompted them to be accountable for their daily health care decisions. CHWs established 124
community referral resources within three rural counties and referred 570 clients to these community resources. We also offered a
new community resource and trained six team members to lead CDSMP classes. Eight six-week classes were offered in three
counties. Finally, within our Consortium clinics we developed chronic disease registries so our clinics could accurately track clinical
outcomes for over 800 diabetic patients and 1,800 CVD patients. Outcomes achieved include a 12.3% increase in the number of
diabetes/CVD patients with a LDL less than 100 and a 6.1% increase in the number of diabetes/CVD patients whose blood
pressure was less than 140/90.

B. Recognition
Hiring culturally appropriate CHWs was a major accomplishment for our program. Five articles were written about our CHWSs in
their respective local newspapers - articles not only promoting the program but also highlighting the value of having accessible
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health workers within their communities.

During the course of our Program, our CHWs were invited to present our Program at community health events such as rural
Diabetic Support groups, Hospital sponsored Diabetes Day lectures, local health fairs, and clinic staff meetings. One CHW was
invited to sit on the board of a local non-profit organization that promotes community living resources. Over the duration of our
grant period, we've received thanks from many of our clients served by our CHW's. There are numerous patient testimonials
expressing appreciation for the assistance and support provided by CHW'’s in the community.

The hiring process for CHWs was challenging in a rural service area, with a limited applicant pool. Typically, rural communities have a
heightened sense of “stranger awareness” and only people that are well-established in these rural settings would be as well-received
as our CHWs. While our CHWs required more training time than we anticipated, the time spent has proven to be worthwhile as
evidenced by the outpouring of people seeking participation in the program.

Achieving clinician and staff buy-in with community clinics is a timely process. Doctors and clinical staff were reluctant to refer to non-
clinical people and had questions about the validity of the testing tool as used by non-clinical CHWs. To address this, we brought Dr.
Mori Krantz, the co-investigator for Colorado Heart Healthy Solutions (CHHS) and a practicing cardiologist, into our rural clinics to
discuss the program, provide literature and answer questions regarding the validity of Cholestec machine results and its use in the field
by CHWSs, and to review the evidenced-based CHHS program and its success in identifying individuals at-risk for diabetes and heart
disease. It is important to note that clinical buy-in resulting in CHW referrals was achieved after continued education and one and a half
years of successful program activity.

Identifying medical and healthy living resources was a challenge in rural areas. Not only was the number of resources limited but also,
the time spent introducing each potential referral to our program was more time consuming than we anticipated. However, developing
these relationships proved worthwhile and once trust was established, CHWs not only referred to these resources but were also
referrals of these resources.

The holiday season between the end of November through the entire month of December was a significantly slow period for health
screenings. We quickly realized that community members did not want to think about healthy eating and lifestyle habits during “dessert
and casserole” season. CHWs had many cancellations on scheduled appointments with rescheduling occurring in January. During this
time CHWs focused their efforts on community outreach and identifying resources.

Part VII: Sustainability

A. Structure
The consortium will continue as it consists of our Network Members, which are the major health care stakeholders in our service
area. Network Member include: Basin Clinic, a Rural Health Clinic and a 24/7 Emergency Center; River Valley Family Health
Center, a Federally Qualified Health Center, Telluride Medical Center, a multispecialty/primary care Rural Health Clinic and a
24/7 Emergency Center; Uncompahgre Medical Center, a Federally Qualified Health Center and dental clinic; The Telluride
Foundation, a 501(c)(3) nonprofit community foundation; Montrose Memorial Hospital, a not-for-profit, regional medical center
and community-based hospital; and The Center for Mental Health, a regional community mental health center.

The Tri-County Health Network was formed in 2010 and is formally organized as a 501¢3. All members of the consortium are
also members of the Network; many of whom were founding members and helped to create the Network.

B. On-going Projects and Activities/Services To Be Provided
X _All elements of the program will be sustained
____Some parts of the program will be sustained

None of the elements of the program will be sustained

We anticipate that the following activities will be sustained beyond our Outreach grant period:
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Biometric Screenings/Assessment in the field — A proven tool effective in identifying residents at-risk for diabetes and CVD.
Although more and more people have insurance, they are not taking advantage of the preventive services benefit covered under
most plans. Additionally, in our rural community there are many who do not seek care for a number of reasons from the current
healthcare delivery system. This service focuses on serving those who are not in the mainstream and the most underserved
populations in our most rural regions. We plan to have CHWs continue offering these screening throughout the community, mainly
in our local libraries, in order to meet our goal of having everyone in our rural aware of their diabetes and CVD risk.

Peer support for lifestyle changes — Once a client is identified at-risk, CHWs review changes in their lifestyle that can help
improve this status. CHWs provide educational materials, share community resources, and refer clients to local clinics, as
necessary. Many clients are interested in setting goals to improve their health and rely on the CHW to motivate and support them
in these efforts. Through this Program we are reaching many individuals who are not taking advantage of the resources available
and who like the “non-institutional” peer-support provided by CHWSs. Through the support and education provided, we are creating
an overall healthier region and believe these efforts should continue.

CDSMP classes will continue. These classes have been largely successful in our rural service area. The classes are facilitated by
CHWSs and attendees are referred to the class through in-reach by other Tri-County Health Network programs, provider referrals,
and community partners. The classes occur in both English and Spanish. The Consortium clinics are highly invested in this
evidence-based curriculum and provide classroom space after clinic hours.

Additionally, the following activities are currently under consideration by our Consortium members:

1. CHWs attend medical appointments with clients to assist with health literacy and language barriers. This activity was
brought to our attention through client requests and viewed by our Consortium clinics as a natural component ascribed to
the purpose of CHWs.

2. Diabetic retinopathy telescreening (DRS) - Given the lack of specialist in our rural communities including
ophthalmologists, our approximately 800 diabetic patients must travel up to 4 hours round trip in order to receive their
annual DRS. Given this challenge, diabetes patients often do not receive their annual screening. A great concern as
diabetic retinopathy affects nearly half the diabetic population and is a leading cause of vision loss. Early detection is
crucial to preventing blindness and timely intervention can reduce severe vision loss by 90%. Using telemedicine to bring
DRS into our communities and onsite at partner clinics was supported by Consortium members as it eliminates identified
barriers to care. CHWs will become certified photographers by Eye Picture Archive Communication System (EyePACS), a
telemedicine DRS provider, to take retinal images and transmit them to certified reviewers for detection of eye disease
and results will be transferred to the local clinics.

3. Cooking Matters classes - CHWs will be trained to conduct this hands-on, six-week cooking course that that serves low-
income families. Each course covers meal preparation, grocery shopping, food budgeting and nutrition. Cooking Matters
empowers individuals and families with the skills to stretch their food budgets and cook healthy meals, promoting nutrition
and healthy eating.

4. Rural Restaurant Health Options Program - CHWs will pilot this cost-effective and low maintenance program for owner-
operated restaurants to increase awareness of already-existing healthy menu options and substitutions. The program
does not require restaurants to change their menu but it is a way for them to better advertise the healthy options that they
already offer. The program is very low cost, simple to implement and encourages communities to choose healthier menu
options.

The network is considering a range of strategies to sustain our Consortium’s activities and/or support potential new Outreach
activities. Given that the program is well established, it is possible for the program to reduce the management hours for the
Executive Director, Programs Manager, Clinical Associate and Data analyst. This would allow for money spent on management
time to be delegated to paying CHWs and buying screening supplies. To the extent of reduction, currently the Program employs
three CHWs who serve three rural counties. Reducing the area to two counties would terminate one CHW position. This strategy
would be employed only as a final attempt to sustain program activities.

Earned Income Strategies include charging a fee for screening services and educational courses as well as insurance
reimbursement. While our underserved population cannot make significant contributions, often a small contribution or fee does
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increase the participants feeling of successful self-management. Additionally, large employer groups may receive premium
reductions if all employees receive yearly screenings that our program provides. The fee for a large employer screening event
could cover the cost of the screening, time of the CHW and produce income to contribute to potential new activities. An earned
income strategy could also be implemented for Chronic Disease Self-Management Program (CDSMP) classes that we currently
provide to the community. This could be approached on a sliding fee scale, local government or public health sponsored, or
through insurance reimbursement. Because insurance carriers are now more focused on prevention and reimbursement rules are
changing, this is becoming a plausible approach to pay for preventive services that our Program provides.

External Funding Opportunities include grant opportunities through federal and state agencies, local governments, private
foundations, and community opportunities. This will help to diversify our grants portfolio and help to not only continue our current
Program, but begin new activities. There is continued discussion with the Colorado Prevention Center to help fund our Program
since we are utilizing their model and it supports their mission to reduce the risk of cardiovascular disease though early detection.
We will continue to collaborate with community partners including schools, public health, and local Area Health Education Centers
and other non-profits as grant sub-recipient and/or public/private partnerships that require community-wide engagement.
Additionally, Consortium members have discussed seeking some of the local government marijuana tax dollars to be invested
back into the community for health programs.

Consortium member dues, while not tremendous, do have the potential to off-set program costs and we will continue to seek in-
kind contributions such as free screening space offered by our local libraries to be able to continue the program in its current
capacity.

Fundraising efforts through events are often successful for non-profits however, the return on investment for the costs that are
associated with organizing the event tend to outweigh the benefits. However, a donation button on our website via AmazonSmile
will direct potential donors to the Program to our website to donate on-line and participate in receiving 0.5% of the price of eligible
purchases through AmazonSmiles.

Sustained Impact

Community health workers (CHWs) have been integrated into the way care is delivered in our communities which will have many
long lasting impacts. Our efforts have improved the health of our most underserved community members by providing screenings,
in easy to access locations, to identify risk for diabetes and/or heart disease and providing education on the effects lifestyle
choices can have on overall health.

Our CHWSs have established an extensive list of community resources that will continue to be maintained and made available to
community members who are seeking a path to better health. These resources are shared verbally by the CHWSs with clients
because in rural areas businesses open and close regularly quickly outdating a printed version.

We have developed collaborations with local community service groups, community libraries and town governments that we will
sustain. We will continue to utilize these relationships and community champions to help support our mission by improving access
to healthcare services regardless of socioeconomic status.

CHWs have increased community health literacy in the rural areas served by the grant. CHWs engage clients regarding their
health status and promote behavior change through education and peer-to-peer support. Education with respect to health literacy
will impact not only the client, but also the friends and family of the client.

Consortium members implemented quality improvement programs that increased the number of patients who receive evidence-
based care for diabetes and cardiovascular disease. To accomplish this, our team helped mine data and build the diabetes and
CVD chronic disease registries for our clinics. Clinics use the registries to identify gaps in services and identify high-risk patients
with biometric outcomes outside a controlled level. These registries are now a tool that the clinicians rely on for patient
empanelment and identifying high risk patients.

The Clinical Subcommittee, comprised of the medical directors from our four Consortium member clinics, will continue to meet.
The Committee discusses evidence-based clinical guidelines, creates quality improvement programs, and shares best-practices in
the treatment of patients with chronic disease.

Providers now recognize the value and impact of engaging a trusted community member to perform outreach services within the
community and to act as a health care extender for the provider in the field. Providers see that the mobility of the CHW allows for
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increased access to individualized diabetic and cardiovascular screenings, health education, and coaching. This helps reduce
barriers in accessing medical services, promote behavior changes, and improve biometric indicators among our vulnerable
population. Using non-clinical people to outreach to non-compliant clinic patients is now a successful part of the clinic workflow that
will be sustained.

Part VIII: Implications for Other Communities

While the Tri-County Health Network does not provide direct medical services itself, it has extensive meaningful involvement with the
target population and has been instrumental in operating Community Outreach Programs that address the needs of our rural target
population by assisting in assuring health care is accessible, affordable and available in our region. Additionally, CHHS has a track
record of use and success in rural communities. The program targets hard to reach underserved individuals with an emphasis on rural
residents. Of the 16,000 individuals served by CHHS, 85% are designated as underserved and 70% are residents of rural or frontier
counties. CHHS been operational for the past four years (in its current form) and has been replicated in 26, mostly rural, counties
throughout Colorado. Colorado communities that utilize CHHS have documented evidence of success. One study of over 1,600 at-risk
clients, who returned for retesting within the prescribed 9 month timeframe, demonstrated improvements from their initial baseline
measures between .05 to 19.6 in all the major risk factors.

The Tri-County Health Network’s success, as reported in the Outcomes and Evaluation Findings section, illustrates the program’s
effectiveness and value. The Program’s 1) use of lay CHWs; 2) cost effectiveness; 3) portability of the OSCAR software tracking
system, which enables CHWs to meet patients where they are; 4) flexible implementation to accommodate different community needs;
and 5) evidenced based strategy to improve health outcomes for diabetic and CVD patients, result in a program that is replicable under
similar circumstances.

Experiences and outcomes that will benefit other communities that are interested in implementing a similar program include:

o [tis essential to hire Navigators that are culturally appropriate, seen as a trusted member of their community, and show
passion for community outreach in addition being capable of traveling great distances, even in inclement weather, and using
technology for reporting purposes.

e Achieving clinician and staff buy-in is a timely process. Studies substantiate the successful use of CHWs in promoting life-style
changes outside of a clinical setting; however Doctors and clinical staff are typically reluctant to refer their patients to non-
clinical people (CHWs). It is important to have a clinical champion who can discuss the program and review evidence-based
guidelines with Doctors and clinical staff. Additionally, be prepared to review how CHWs will be trained, what type of education
will be offered to clients, and establish a referral protocol that enacts how information will be shared between the physician
and the CHW regarding not only the referral but also the outcome of the patient engagement.

e Holiday months are customarily slow for CHWs that are offering health support. During this time focus on community
engagement, training, and developing relationships with community resources for referrals.
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Delaware

La Red Health Center

Part I: Organizational Information

Grant Number D04RH23588
Grantee Organization La Red Health Center
| Organization Type Federally Qualified Health Center
Address 21444 Carmean Way Georgetown, DE 19947

www.laredhealthcenter.org

Rural Delaware Mental Health Services Expansion
Name: Brian Olson

Title:  Chief Executive Officer

Phone number: 302-855-2020, ext. 1116

Fax number:  302-855-2025

Email address: bolson@laredhealthcenter.org
2012 - 2015

May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Grantee organization website
Outreach grant project title
Project Director

Project Period
Funding level for each budget period

Part Il: Consortium Partners

*Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)
*La Red Health Center Georgetown, Sussex County, Delaware FQHC
*Delaware Division of Substance Abuse Wilmington, New Castle County, Delaware Government agency

and Mental Health Services Dover, Kent County, Delaware
Georgetown, Sussex County, Delaware
Wilmington, New Castle County, Delaware
Dover, Kent County, Delaware

Georgetown, Sussex County, Delaware

*Brandywine Community Services Community-Based Provider

*Mental Health Association in Delaware

Wilmington, New Castle County, Delaware

Advocacy organization

*Delaware Division of Public Health, Office
of Rural Health

Wilmington, New Castle County,
Delaware

Government agency

Dover, Kent County, Delaware
Georgetown, Sussex County, Delaware
Dover, Kent County, Delaware

Dover, Kent County, Delaware

State Rural Health Association
Private Practice Provider

*Delaware Rural Health Initiative
*Mark Borer, M.D., Psychiatric Access, Inc.

Part lll: Community Characteristics

A. Area
La Red Health Center's mental health services expansion is targeted to Sussex County, Delaware; the southernmost of
Delaware’s three counties and the only one which is federally designated as “rural’.

B. Community description
Rural Sussex County, Delaware is a Medically Underserved Area (MUA), a low-income Health Professional Shortage Area
(HPSA), a dental HPSA, and a mental health HPSA. Sussex County is large in land mass and access to care is most challenging
for individuals in the more remote and less commercially developed areas of the county. The county is home to a large number of
poultry, dairy and crop-growing farms and facilities; small business is the predominant form of business. According to the United
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States Census Bureau 2013 estimate, Sussex had 206,649 residents. The median income is below the state average.
Approximately % of the County (24.4%) lives under 200% FPL, half which is below 100% FPL- According to the Census, 65.8% of
the total target population is Caucasian /white, 27.7% Black/African-American and 5.8% Hispanic. Public transportation is scarce.
Language is often a barrier; 11% of county residents speak a language other than English. Sussex County has worse health
outcomes for major chronic diseases such as heart disease, asthma, diabetes, HIV, and infant mortality than the rest of the state
and, in many cases, the nation. The all site cancer incidence and mortality rate for African Americans in Sussex is the worst rate in
the state. The County also experiences the worst rates in the state for pre-term birth rate, teen pregnancy, and first trimester
access to prenatal care. Finally, the County has significantly higher mortality rates from suicide and accidents than the other two
Delaware counties.

C. Need

Specific to Sussex County mental/behavioral health service availability, there is excessive demand placed on the limited resources
of existing community based mental/behavioral health providers (public or non-profit), private mental health practitioners, and a
mal-distribution of inpatient mental health treatment services. As previously noted, the county is a federal Mental Health HPSA.
The Sussex County ratio of FTE mental health specialists to population is 1:2,802.) The proportion of psychiatrists to all mental
health professionals (10%) is the lowest in the state. Sussex County has the lowest ratio statewide of psychiatrist to population at
1:22,983 persons served by each FTE psychiatrist (the state ratio is 1:7,075 persons, 1:5,146 for Kent County and 1:6,253 for New
Castle County). Across the state, 64% of psychiatrists and 44% of mental health specialists have someone in their office who can
speak a language other than English. According to the University of Delaware’s “Mental Health Professionals in Delaware 2009”
(2010), Sussex County’s psychiatrists and mental health specialists are least likely to have the ability to communicate in a
language other than English. Not only does Sussex County have any number of problematic socioeconomic indicators discussed
above, it also has the highest proportion (30%) of mental health specialists age 60 and over. Many are unsure whether they will
remain active in five years, increasing the concerns about the future adequacy of mental health services in the service area. Area
providers are effective in the provision of their respective services however; significant gaps and overall capacity persist for the
target community to access needed services.

La Red Health Center owns the only two federally qualified health centers in the county; one in Georgetown and one in Seaford.
As the only sliding fee scale safety net provider in the county, La Red utilized this grant program to lead the development of a
comprehensive expansion of direct mental health service delivery offerings.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)

Psychiatric Consultation:

Our methodology was to implement a locally designed, copyrighted program Creatrics®. This “homegrown” program was
developed and field tested in the local Delaware health care system by a private practitioner who is a part of the Consortium (Mark
Borer, M.D), and ultimately, a contracted consulting psychiatrist to La Red. Dr. Borer's proprietary process has many elements
similar to the Seattle Children’s Hospital Child Psychiatric Consultation (Seattle, WA) recognized in the June 2011 ORHP “Rural
Behavioral Health Programs and Promising Practices” Manual. In the Seattle model a psychiatric consultation hotline provides
consultations on child psychiatric issues to rural primary care providers. Providers call a hotline, and reach an administrative
assistant who collects data on the child (demographics, medical history, etc.). The psychiatrist provides a consultation for the rural
doctor, and, if therapy is recommended, contacts a social worker to identify a therapist in the area who could provide treatment for
the child. This flexibility and advance work facilitates the use of tele-psychiatry. The program collects a range of data as to its
effectiveness, and has indicated reducing or stopping psychotropic medications in over 50 percent of consultations. Similar to the
Seattle model, our methodology was implementation of a process of information gathering conducted in the primary care setting,
expedited by fax or email to the psychiatric consultant, who in turn, provided a customized case study approach to the primary
care provider team, and once per week provided onsite interface. Similar to the Seattle model, early outcomes research on
Creatrics® showed more effective psychotropic medication management and numerous other positive outcomes related to patient,
family, and provider satisfaction and quality of life. (Medication management outcomes were not an evaluative measure in the
FORHP grant.)

Tele-mental health/Telemedicine:

A variety of national sources cite the merits of telemedicine as a means to expand access to care. It is known to help providers
maximize resources to serve more patients, and to be particularly effective in providing services in rural and/or remote locations
where people would not otherwise have access to care. Its ability to expand critical access in environments where workforce is in
short supply is one benefit, while its ability to reduce government expenditure of public program dollars on transportation is
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another. The industry is fast emerging and several models are recognized for their outcomes. The one evidence based model that
we most closely reviewed was that of the Telemedicine-Based Collaborative Care contained within SAMSHA’s National Registry of
Evidence Based-Programs and Practices. It is an adaptation of the collaborative care model used for rural Department of Veterans
Affairs primary care practices and is designed to improve patient depression outcomes in rural primary care settings through
collaboration of primary care physicians, non-physician members of the health care team, and mental health specialists such as
psychiatrists.

Description
The original grant work plan put forward a three point, three-year, plan to:
1) Integrate mental/behavioral health and primary care to improve patient health outcomes,
2) Introduce psychiatric consultation services, and
3) Implement the use of telemedicine for tele-mental health services to facilitate direct access to psychiatric services that are
not otherwise available in the County.

Within the first year of the project plan it was determined that a major shift in work plan prioritization was needed. The activities of
implementing psychiatric consultation and the use of telemedicine were determined as necessary prerequisites to readiness for
integration. As such, staff expansion including psychiatrists, changes in workflows to accommodate consultation with onsite
specialist resources (psychiatrists), implementation of case review process, and modification of the electronic medical records
system to accommodate primary care/specialty collaboration without violation of HIPAA confidentiality were all completed.

Psychiatric Consultation- The psychiatric consultation process has been implemented as a means to develop primary care
provider's confidence in detecting and managing mental/behavioral health concerns and medication. It has been incumbent to
begin the cultural shift on the integration continuum and the work needs to continue. The psychiatric consultation process has
been a foray to full integration because it has facilitated communication between the medical and mental health staff and has
created a setting wherein cases, particularly those that are complex, can be co-managed. Work continues on defining triaging
processes for all patients, not just complex cases or those with medication needs. Two psychiatrists have been added to the La
Red provider team (one as an employee and one as a contractor); they both provide consultation services to primary care
providers and the mental health staff for skill building, medication management, and case review (one specializes in children, and
the other in adults). A psychiatric nurse practitioner has been employed at each La Red site and both psychiatrists may provide
direct clinical services before close of calendar year 2015.

Telemedicine- Equipment was budgeted as an FORHP expense but ultimately was provided by the State of Delaware.
Mental/behavioral health staff, and support personnel have been trained in its use. Physical space has been established
specifically for telemedicine consults. Relationships with targeted medical specialists in other areas of the state, and out-of-state,
have been established through contractual agreements with the State of Delaware, and academic medicine institutions. Liability,
credentialing, licensure, and HRSA/BPHC Section 330 requirements have been completed for consulting specialists. Medicaid
provides reimbursement for telemedicine services on the basis of the service provided (and not the modality of service). There is
positive momentum in the commercial payer community to do the same. There is legislative action in the Delaware General
Assembly this session to further promote the use of telemedicine as a modality, and the State’s recent receipt of $48M of Center
for Medicare & Medicaid Services State Innovation Model funds includes the use of telemedicine as a means of expanding access
to care within a reformed health care environment.

Readiness for Integration- The accomplishments realized during the FORHP grant period established readiness that was
recognized by HRSA as sufficient progress to warrant funding support for behavioral health integration activities during the 2015-
2016 program years.

Role of Consortium Partners

In 2011, the Rural Delaware Mental Health Services Expansion Consortium was established to serve in an advisory council
role to La Red as the organization continued its expansion of onsite mental health services. This particular consortium; however,
was an adaptation of a consortium originally formed in 2008 to advise the organization on how to best address the mental health
needs of the rapidly increasing numbers of senior citizens in the service area, the Southern Delaware Healthy Seniors Consortium.
In 2011 the consortium’s composition was augmented, and its purpose modified, to address the broader accessibility of mental
health services in rural Delaware.

The Office of Rural Health Policy Rural “Health Care Services and Outreach” Grant (2012-2015) enabled start-up of psychiatric
consultation and telemedicine (for access to out of area specialty services) and laid the framework for integration of behavioral
health services into La Red’s primary care units.
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This model of utilizing external expert advice and assistance has been used numerous times since La Red’s inception. Key
stakeholders were identified as a core set of partners to assist the organization in planning its service delivery model. The
overarching objectives(s) for the consortium are to:
o Provide expert guidance that applicably enables La Red to refine and adapt its strategies ensuring long term support and
sustainability;
Encourage collaborative relationships among providers in the public and private sectors; and
o Educate stakeholders and policymakers about La Red resources and any key challenges related to sustaining the
service(s).

Consortium membership is comprised of representatives from targeted public and private sector organizations who provide critical
depth based on their expertise in needed areas. Per organizational partner the following expertise and assistance were provided
via the Consortium membership;

Delaware Division of Substance Abuse and Mental Health Services:  -Liaison to State Medical Director
-Collaboration with Community Mental Health Centers
-Policy assistance related to Medicaid reimbursement

Brandywine Community Services: -Clinical service delivery expertise

Mental Health Association in Delaware: -Advocacy

Delaware Rural Health Initiative: -Public Relations support; policymakers, stakeholders
Mark Borer, M.D., Psychiatric Access, Inc. -Technical assistance in psychiatric consultation

-Technical assistance to start up case review
-Liaison to private practitioners & commercial payers

Delaware Division of Public Health, Office of Rural Health -Liaison to State, Federal, and National resources

Part V: Outcomes

A. Outcomes and Evaluation Findings
The May 2012-April 2015 grant period has included the following key outcomes:

The La Red organization experienced an aggressive growth period during this grant period. In April 2012 just at the onset of this
project, the organization relocated its main site to its own newly constructed, state of the art (25,000 square foot) medical facility.
Immediately thereafter planning began for the renovation and purchase of a 10,000 square foot facility to which to move the
second service site. Ultimately, La Red opened its new Seaford location in September but delayed the ribbon-cutting ceremony to
November 2013 to coincide with National Rural Health Day (and a press event).

The organization achieved Level 2 Patient Centered Medical Home recognition for both of its service sites from the National
Committee on Quality Assurance (NCQA) in March 2013. Level 3 recognition was achieved for the Georgetown site in February
2015 through the Add-On process and was submitted for the Seaford site on March 30, 2015. We are currently working on PCMH
specialty recognition for the prenatal and behavioral health programs and expect to submit that application by the end of the 2015
calendar year. Multi-disciplinary teams, technology systems, and proactive use of data are creating effective day to day workflows
that achieve value for patients and payers and that continue to prepare the organization to meet the needs of the additional health
center users that full health reform continues to generate.

The La Red Board committed to the organization’s comprehensive mental health service “center of excellence” expansion in
August 2012. La Red hired mental health clinical leadership. A bilingual psychiatrist for clinical leadership (Dr Jose Capiro) came
on board in January 2013. And in February 2013, La Red contracted with a consulting psychiatrist (Dr. Mark Borer) to assist with
introduction of the psychiatric consultation process, changes to the electronic medical record system for HIPAA compliant
documentation, and introduction of medical team case review processes. Credentialing, liability, scope expansion, and specialty
service approval activities were completed with HRSA as a requirement of the 330 Federally Qualified Health Center program. A
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combination of FORHP funds, patient income, other federal grants, and philanthropic funds have fluidly enabled the significant
expansion of mental health workforce at both the Georgetown and Seaford sites.

At 2014 calendar end, “mental health” was the leading diagnosis for all patient visits; 1248 unduplicated patients generated 5420
individual mental health visits. These patients represented 17.8% of patients and 21% of all visits. This compares to 154 patients
(3% of total patients) generating 1167 mental health visits (5.7% of total visits) in 2011, the year prior to the onset of this grant-
funded expansion of services. Related to quality of care metrics for mental health services, the organization amended its clinical
plan in late 2013 to include a 2016 performance goal of 30% of all patients 12 years of age and older screened for depression, and
introduce a goal for screening adults for unhealthy alcohol use. By year end 2014, La Red had exceeded its 2016 clinical goal for
depression screening.

Contracts with the State of Delaware, Johns Hopkins University, and the University of Rochester have been secured for
telemedicine services. Delaware licensing and HRSA requirements related to liability have been completed in all instances.
Whereas the purchase of Polycom/telemedicine equipment had originally been budgeted to the FORHP grant, an additional
contract with the Division of Services for Children, Youth, and Families (DSCYF) has provided equipment to La Red. (Savings on
the ORHP budget supported various iterations of staff expansion as referenced above.) The DSCYF provides two contracts to La
Red; one contract is to support a collaboration between La Red and InSight Telepsychiatry, LLC wherein Insight provides tele-
psychiatry to La Red patients under 18 years of age. The State is paying Insights for the psychiatrists’ time in full. The DSCYF
goal is to fund these activities for the short term, but ultimately for La Red to contract directly with Insights to pay the psychiatrist
and begin billing and collecting. The second contract supports our in-house child and adolescent focused psychiatric consultation
process. Dr. Borer provides consultation to primary care providers seeing children under 18 years of age in an effort to build PCP
comfort with managing psychiatric medications. This contract reimburses a flat rate for La Red primary care provider time in
consultation and enables Dr Borer to bill DSCYF directly for his professional time to provide the consultation.

Environmentally during this period, telemedicine and mental health access became state priorities. In July 2012, the state Medicaid
program began reimbursing for telemedicine services. This decision was made administratively, with no change in state law. With
State support, the Sussex County Mental Health Professional Shortage Area designation was renewed and geographically
expanded in November 2012 (from a portion of the County to the whole County). In March 2015, House Bill 69 was introduced to
amend Titles 18 (insurance) and 24 (professions) of the Delaware Code to encourage health insurers and health care providers to
support the use of telemedicine and encourage all state agencies to evaluate and amend their policies and rules to foster and
promote telemedicine services. These items are offered just as examples of key happenings that support this work.

B. Recognition
The Rural Assistance Center in its November 2013 Rural Health Monitor publication interviewed La Red on the success of our
integrated service model for both mental/behavioral health and oral health services. At a local level, program staff have been
invited annually 2012-2014 to provide panel presentations of our program development at the annual rural health conference.

Part VI: Challenges & Innovative Solutions

This grant period has started the cultural shift towards fully integrated (primary care and mental/behavioral health) care but more
work has to be done insofar as establishing full medical team “buy-in. To foster this shift to interdisciplinary, team based care,
combined provider team meetings were initiated during the grant period, clinical leadership was recruited for the mental health
department (a psychiatrist with previous La Red experience), and a site visit was completed by officials from Cherokee Health
System in April 2014. Also there is a carved out day of the month for combined provider staff case review with the consultant
psychiatrist.

Physical layout of the facility, though brand new, created some challenges for immediate provider collaboration at the point of care.
We are continuing to assess how physical space and workflows are most conducive to fostering this level of dialogue immediately
within the primary care unit. Rough floor plans for changed space configuration have been developed jointly between primary care
and behavioral health staff and a first request to HRSA for capital improvement dollars was unsuccessful. We are gearing for a
second opportunity. Also, we are gearing up for hiring an additional behavioral staff team member who will be based directly in the
primary care unit at each the Georgetown and Seaford sites.

Finally, ongoing provider education has been identified as a need and towards that end, providers are allotted continuing education

dollars as a part of their employment package, they are encouraged to participate in online training opportunities, and they are
encouraged to network with peers through meeting and conference participation.
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Part VII: Sustainability

A. Structure

It is our plan to continue the consortium. Each of the senior level leaders who represent the consortium organizations offer in-depth
professional expertise to the La Red service expansion effort. Additionally, and equally important, these individuals provide the
benefit of their associations and participation in numerous other initiatives and forums. In this small state, health professionals
“wear many hats” and participate in multiple efforts of cross-cutting nature thereby spreading awareness and understanding of La
Red activities to multiple parties. Additional organizations are called into the consortium on a more informal, ad hoc, basis. No
specific additional parties have at this time been identified to be recruited as new consortium members; however, the consortium
has had active dialogue and occasional meeting participation with representatives from other groups including but not limited to;
A.C.E. Peer Resource Center, Delaware Telehealth Coalition, Henrietta Johnson Medical Center, and the Mid-Atlantic Association
of Community Health Centers. Since its onset, the role of the consortium has evolved from one of providing critical planning input
to that of more of an advisory/sounding board. The consortium will continue in this advisory role and thus requires less staffing
support than it did at beginning. Moving forward, it will be convened on a quarterly basis by the La Red Chief Executive Officer.
Teleconference meetings of the consortium are now scheduled throughout calendar year 2015, with additional face-to-face
meetings schedules as indicated.

B. On-going Projects and Activities/Services To Be Provided
__X_All elements of the program will be sustained
____Some parts of the program will be sustained
____None of the elements of the program will be sustained

The consortium will continue to support La Red as the organization continues to provide onsite psychiatric consultation and
telemedicine services, and moves forward with full integration of behavioral health services into the primary care units at both of its
service sites. This continued movement towards full integration will involve delving into new topics and program activities identified
as natural byproduct of consortium discussion and also after a two day site visit from Cherokee Health Services in April 2014, as
mentioned above. Planning for the implementation of the following activities is underway:

e  Full implementation of SBIRT, initiated in winter 2015 as a screening mechanism. SBIRT is an evidence-based screening
process with a recognized reimbursement code within the State system. Direct conversation has been conducted with the
State Medicaid Director to apprise of this pending approach.

e Use of embedded behavioral health consultants. As discussed above, the organization seeks to fully integrate behavioral
health into the daily patient flow within primary care. Job descriptions have been crafted and recruitment is imminent.

e Peers/Recovery coaches to support individuals with alcohol and substance abuse recovery, and recovery from trauma
including domestic violence and sexual assault. We will be exploring the most effective way to incorporate these non-
traditional workers into our service system either through direct hire or possible contracting with a local organization that
is developing peer recovery coaches.

e Billing & reimbursement system updates for new and nontraditional staff and services.

C. Sustained Impact
FORHP funds have enabled the formation of a solid infrastructure of mental/behavioral health personnel and service delivery
mechanisms that will have lasting impact for the community. New ways of serving the community (in an ambulatory care “one-stop”
setting, and via telemedicine), new provider capacity, and supportive health policy have been created during the grant period and
as direct result of the FORHP grant.

Mental health staffing has been expanded in two service sites. Psychiatrist physician leadership has been secured and will remain
in place offering program development support and direct services. Psychiatric case consultation, case review, and cross-
disciplinary provider team meetings have been instituted fostering increased dialogue between primary care physicians and
specialists and dialogue between FQHC staff and the private sector. Primary care/psychiatric consultation process has been
implemented resulting in increased primary care provider confidence and skills and effective co-management of patient cases.
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State contracts have been secured to provide reimbursement for this consultation process thus facilitating its increased use
because it is otherwise a non-billable service. Telemedicine equipment was provided by the State and telemedicine services will
continue. Contracts for services with two universities and the State have enabled access to medical sub-specialties not available in
the county. Formative integrative activities with primary care have been completed including but not limited to behavioral health
staff consultation with primary care teams, case review meetings, and combined/all provider team meetings. Medicaid instituted
reimbursement for telemedicine in summer 2012. As recent as January 2015, Highmark DE is approving virtually delivered
psychiatric mental health services. There are requirements to constitute “virtually delivered” care however the fee schedule for
these services is no different than for face to face services. House Bill 69 to amend Delaware insurance code to support the
continued adoption of the use of telemedicine cleared the House and moved to the Delaware Senate on 4/1/2015.

Taken together, the FORHP grant has enabled the creation of a solid infrastructure that will remain a springboard for continued
program development to serve the community.

Part VIII: Implications for Other Communities

The key learning outcome that we could share with other communities that are interested in implementing similar programs is the
importance of gaining multi-stakeholder buy-in. In order for a new service line to be successful there must be multiple sources of
commitment; legislative, public and private payers, physicians and other community based providers, advocacy groups, etc. Distinct
from outreach to consumers or other referral agencies about the service availability, a separate public relations approach to program
development is critical to generate interest, identify potential challenges/resolutions, and advise of rationale, goals, and vision. A
strategic reach to targeted leaders helps build consistency of message, dispel any faulty information/perceptions, and builds shared
expectations.
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Florida

Heartland Rural Health Network, Inc.

Part I: Organizational Information

Grant Number D04RH23580

Grantee Organization Heartland Rural Health Network, Inc.

Organization Type Non-Profit Rural Health Network

Address 1200 West Avon Blvd. Suite 109 Avon Park, FL 33825
Grantee organization website www.hrhn.org

Outreach grant project title Diabetes Master Clinician Program & Subservices
Project Director Name: Kelly J. Johnson

Title: Executive Director

Phone number: 863-452-6530 ext. 305
Fax number: 863-452-6882

Email address: kelly.johnson@hrhn.org
Project Period 2012- 2015

Funding level for each budget period May 2012 to April 2013: $150,000
May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)
*Pioneer Medical Center Wauchula/Hardee/FL Rural Health Clinic
*Sun N Lake Medical Group Sebring/Highlands/FL Rural Health Clinic
*Samaritan’s Touch Care Center Sebring/Highlands/FL Volunteer Clinic
*Florida Department of Health-Highlands Sebring/Highlands/FL Health Department
Count
*Heart)I/and Rural Health Network, Inc. Sebring/Highlands/FL Non Profit Rural Health Network
*Dr. Edward Shahady, Diabetes Master Jacksonville/Duval/FL Non Profit
Clinician Program, Inc.

Part lll: Community Characteristics

A. Area
Highlands, Hardee, DeSoto and rural portions of Polk Counties, FL

B. Community description
The service area is located in the southern part of Florida—about two hours southwest of Orlando and southeast of Tampa.
Demographic, social, and economic conditions all influence chronic disease management in the communities as they have a direct
relation to chronic disease outcomes. The service area includes Highlands, Hardee, DeSoto, and rural portions of Polk County for
a total service area population of 170,095. The racial makeup includes an average of 81.5% White, 9.75% Black, and 8.5% other.
The service area has a higher average Hispanic/Latino population (28.3%) as compared to the state and national rates at 21% and
15%, respectively. Twenty-five (25%) of the service area is without health insurance as compared to the state rate of 18% and
national rate of 15%. Persons living below 100% poverty level within this service area are also higher (22%) than state and
national rates at 13% and 15%, respectively.
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C. Need
The project rationale was based upon consideration of the following community health attributes:

. disparities in the age-adjusted death rate (AADR) and hospitalization rates of diabetes;
° seniors and minority populations experiencing higher rates of diabetes & cardio-vascular disease (CVD);
. higher rates compared to state and national rates of conditions impacting diabetes and CVD
outcomes such as stroke, blood pressure, obesity, etc;
. impact of socio-economic factors on chronic diseases; and

difficulty navigating available services for the target population.

Our Rural Health Outreach Grant program was focused on addressing diabetes and CVD through nutritional awareness, remote
monitoring of biometric data, tracking chronic disease management goals through a registry, and community-based case
management services in cooperation with health care providers. Twelve percent (12%) of our service area’s adults have been
diagnosed with diabetes as compared to the state and national rate of 8.7% and 8.3%, respectively. The population within our
service area also has higher rates of adults diagnosed with hypertension (29%) and high blood cholesterol (45%). Forty-one
percent (41%) of adults have a BMI of 25.0 to 29.9, and are classified as overweight while 28% are classified as being obese with
BMI rates equal to or above 30.0. Both of these percentages exceed state and national rates.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
There are four main components of our outreach program which were developed to adequately address chronic disease
management within our service area and target population. Two models are based on promising practice models and two have
been determined to be evidence based. They are each discussed in greater detail below.

Model 1: Diabetes Master Clinician Program (DMCP)

The Florida Academy of Family Physician Foundation’s (FAFPF) evidence-based DMCP model represents a necessary shift in
medical practice. An article published in Clinical Diabetes (2008) reported that the 58 Florida practices participating in the DMCP
at the time of publication were able to help patients attain better control of their diabetes as compared to the national averages.
The journal article states that “the 8,657 patients (27,920 visits) in the 58 practices averaged 54% goal achievement for A1C, 53%
goal achievement for LDL, and 54% goal achievement for blood pressure and 19% are achieving all three goals at the same time.
Several practices across the state have achieved goals as high as 75% for the individual measures and 44% for all three
measures together.” Although the registry was established to improve the quality of diabetes care with information on HgbA1C
and body mass index (BMI), it also provides much needed data on CVD as the registry tracks cholesterol (LDL, HDL, non-HDL,
and Triglycerides), blood pressure, weight control, and smoking status, including smoking cessation trainings a patient may have
been given. This evidence-based model was selected due to the successful outcomes reported in the Clinical Diabetes journal
article as well as numerous discussions with Dr. Edward Shahady, the DMCP’s Medical Director, on the core content and quality
indicators offered by the DMCP’s registry that would help improve the quality and systems of care at a more local level, impacting
both provider and patients.

Model 2: Community Health Workers (CHWSs)

We utilized the promising practice model of CHWs to aid in chronic disease education in the home/community based setting for our
target population. An evaluative research report conducted by RTI International/University of North Carolina Evidence-based
Practice Center and published by the Agency for HealthCare Research & Quality (AHRQ) concluded that CHWs can serve as a
means of improving outcomes for underserved populations for some health conditions.

CHWs serve as a connection between health care consumers and providers to promote health among populations or groups that
have traditionally lacked access to adequate health services. One of the most unique features of utilizing CHWs is they live in the
communities in which they work, understand what is meaningful within these communities, communicate in the language of the
population served and recognize the importance of cultural buffers to promote positive health outcomes. The National Community
Health Advisor Study conducted by the University of Arizona and the Annie E. Casey Foundation (1998) surveyed 500 CHWs
nationwide and identified the seven core services of CHWs which include bridging cultural mediation between communities and the
health care system; providing culturally appropriate and accessible health education and information, assuring that people get the
services they need; providing informal counseling and social support; advocating; health screenings; and building individual and
community capacity. The Centers for Disease Control (CDC) has provided leadership in documenting and acknowledging the
roles of CHWSs with the first national database established in 1993. In 2002, HRSA's Bureau of Primary Health Care CHW
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information was also added to this database. The evidence on the effectiveness of CHWs in Diabetes Education and Self-Care is
published in numerous professional peer-reviewed journals nationwide.

Model 3: Healthy Eating for Successful Living in Older Adults

This program is one of the four original Model Programs Projects, evidence-based health promotion programs in nutrition, physical
activity, depression and chronic disease self management, that were developed, tested, and disseminated by the National Council
on Aging (NCOA). The focus of this program is to maintain or improve participants’ wellness, with particular emphasis on chronic
diseases development/progression. The program uses behavior change strategies that help participants build a sense of
empowerment as they accomplish incremental changes through various activities and lessons. The Healthy Eating program was
developed by the Lahey Clinic in collaboration with several other Boston area organizations and the NCOA. Pilot testing was
conducted at three agencies in Boston which differed in size, location, and diversity of the population served.

The program is structured to be delivered through weekly workshops targeting adults 60 and older. The sessions are highly
participatory and include an education component, hands on activities, support group, and resource connection. Participants do
not have to be committed to making behavioral changes when they join the program but should be willing to take part in the
process. The program runs for six weeks with participants meeting 2.5 hour weekly. The recommended class size is between 8 to
12 participants.

The core components of the program include self-assessment and management of dietary patterns of each participant; goal
setting, problem solving, group support; education; and behavioral change strategies. The only modification we made to this
program is the suggested target population. The program was designed and tested on adults age 60 and older and we modified
the program to include adults 18 and over, based on our target populations’ age range.

Model 4: Remote Monitoring through Health Buddy System

Remote monitoring, one of three types of telemedicine applications, enables medical professionals to monitor a patient remotely
using various technological devices. This method is primarily used for managing chronic diseases or specific conditions, such as
heart disease, diabetes mellitus or asthma. These services can provide comparable health outcomes to traditional in-person
patient encounters, supply greater satisfaction to patients and may be cost-effective. Remote monitoring is considered a
promising practice but not evidence-based due to several factors, including lack of randomized controlled trials and lack of cost
effectiveness analysis. According to an article published in the Journal of American Medicine Information Association, “Home tele-
monitoring of chronic diseases seems to be a promising patient management approach that produces accurate and reliable data,
empowers patients, influences their attitudes and behaviors, and potentially improves their medical conditions. Future studies
need to build evidence related to its clinical effects, cost effectiveness, impacts on services utilization, and acceptance by health
care providers.” A 2008 report published by Health Management Associates detailed some promising findings in their evaluation
of remote monitoring in chronic disease management. Researchers found that interventions to manage congestive heart failure,
conditions among the elderly and high risk pregnancy provide the most benefit for improved outcomes and cost savings.
Research consistently reflects a strong return on investment for care management, ranging from $2.72 to $42.7 dollars saved per
dollar invested. This can be attributed to higher costs and severity of illness lending itself to savings potential by reducing hospital
readmissions.

Description

The premise of the program is for providers to have access to the Diabetes Master Clinician Program’s (DMCP) online data
registry which offers an opportunity for providers to input diabetes clinical measures into the registry. The registry provides a
“report card” for patients as well as producing data specific to individual practices which helps the provider with population
management. Another component of this program is offering Community Health Workers (CHWs) for patients who may be
experiencing more difficulty or external barriers to managing their diabetes. The providers use referral forms which are faxed to
our offices whereby the Coordinator assigns a CHW to referred patients. The CHW serves as an “extension” of the provider’s
office and works with the referred patients to develop goals and work on addressing barriers to managing diabetes. Regular case
conferences are held by the Coordinator, CHWs and participating DMCP providers to provide data updates on their clinic status as
it relates to clinical measures as well as to discuss CHW cases. After the CHW meets with the patient, case notes are faxed back
to the provider, which helps keep the communication lines open between the CHW and provider’s office on the status of their
patient. In the latter part of Year 3 of the grant, one provider transitioned from the DMCP registry to just using CHW services (due
to internal restructuring) whereby rather than loose them altogether as a participating provider, we decided to pilot a diabetes
educational program with a total of five CHW home visits (2 assessment/post assessment and three educational sessions) with
summaries faxed back to the provider office after completion of their visits. We also facilitated CHOICE (Choosing Health Over
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lliness with Creative Eating) nutrition classes in a variety of settings throughout the service area. Lastly, we attempted to roll out a
remote monitoring pilot program but faced several challenges that are discussed in the challenges section below.

C. Role of Consortium Partners
The role and responsibility of each consortium partner involved included committing to using the DMCP registry and updating it
regularly so that data was made available within our service area. Each consortium partner also provided a dedicated staff
member(s) to meet with the Coordinator to review registry data and discuss any areas of concern as it relates to the DMCP.
Consortium partners agreed to refer patients to the CHW program if they were determined eligible by the consortium partner in
accordance with the program policies. Dr. Shahady’ s role as a consortium partner was to offer educational opportunities for
consortium partners through emails, offering the DMCP registry, as well as performing an annual site visit.

Part V: Outcomes

A. Outcomes and Evaluation Findings
Two local provider offices were recognized by Heartland Rural Health Network and the Florida Academy of Family Physicians
Foundation as Centers of Diabetes Excellence. This means that a practice has met certain quality indicators as it relates to
diabetes care. Locally, we now have a total of four participating DMCP offices that are recognized as Centers of Diabetes
Excellence, the two newest recognized in December 2013 as Sun N Lake Medical Group and Hardee Family Medical Group. In
addition to the entire practice being recognized, each of the staff, including the physicians, were recognized for their efforts to
achieving quality diabetes care in their respective offices by receiving certificates noting them as either a Diabetes Master Clinician
(provider) or Diabetes Master Clinician Associate (Medical Assistant, Nurses, other office staff). A graduation ceremony was held
to recognize them. Six practices were initially trained in the DMCP and four continue to be actively involved in the program. The
reasons for the reduction in practices include closing of one office and one had difficulties integrating the DMCP into their
electronic health record (EHR) system.

The total annual savings for patients meeting at least one of three ADA quality indicators (A1c, LDL, Syst BP) in the Network’s
service area in 2013-2014 was $891,312. Twenty one percent (21%) of HRHN specific DMCP participants met all three quality
indicators. Over ten CHOICE programs were facilitated serving 100 participants.

B. Recognition
Our Community Health Worker program was featured in the Rural Monitor Summer 2014 online edition:

http://www.raconline.org/rural-monitor/rural-diabetes-management/

Part VI: Challenges & Innovative Solutions

The largest challenge we experienced involved the Remote Monitoring Program. When originally drafting the Year 1 budget, we
worked closely with a manufacturer of remote monitoring equipment. We were surprised to see some unexpected costs that were
not originally disclosed to us when drafting the budget. Also, the Network administration was not satisfied with the contract terms
and conditions. The Network administration wanted language to be included to state “based on availability of grant funds” for
subsequent contract years, but this was not included in the amended contract language. The additional costs were also not to the
Network's benefit or budget, so we started seeking additional vendor quotes for similar remote monitoring systems. After
considering three additional vendors, the Network opted to go with another vendor. This company was the most agreeable and
easy to work with to modify the terms and conditions to include exactly what we wanted in the contract to protect our interests as it
relates to the grant agreement we have with HRSA. Furthermore, their costs were half of what we originally budgeted for the 15
units and they were willing to visit the Network office to complete “hands on” training with the staff to roll out the systems. The
units were ordered and training on the system occurred in December, 2012. Staff met with the Diabetes Master Clinician providers
to ask them to select a sample of patients who were seeing a CHW and may also have been willing to participate in the remote
monitoring project. One caveat was that, due to reimbursement of the diabetes test strips and a certain strip being required for the
remote monitoring product, we had to select patients based on having Medicare. This ultimately quashed hopes of getting this
program off the ground. In Year 3, we had a client who was referred to us, but after meeting with him he wasn’t interested in
participating. The provider even tried to speak with him to encourage participation, but this did not come to fruition.

We had originally had a particular external evaluator in mind but came to understand that we may want to consider options more
broadly. We ultimately went with Epiphany Community Services “REACH” evaluation, already a provider of evaluation services for
another of our grants, which provides us with database access to enter our evaluation data on the various activities.
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A challenge has been that the DMCP registry does not have the capability at this time to integrate with other EHRs which means
some providers may have “double data entry” to enter data into both systems. One provider finds the DMCP so useful they are
doing the double data entry, although we have been met with resistance to try and recruit new providers to implement the DMCP
based on the inability to interface with other EHR systems at this time.

We had some staffing turnover for the Project Coordinator’s position, but over the last year, our current Project Coordinator has
served in this capacity and has really streamlined the data collection and policies/procedures for the program.

Part VII: Sustainability

A. Structure
Yes, at this point in time we expect that the consortium will continue. The partners that will continue to be a part of the
consortium include: Pioneer Medical Center, Florida Department of Health Highlands County, Sun N Lake Medical Group,
and Samaritan’s Touch Care Center, Diabetes Master Clinician Program, Inc.

B. On-going Projects and Activities/Services To Be Provided.
____Allelements of the program will be sustained
__X Some parts of the program will be sustained
___None of the elements of the program will be sustained

The DMCP program will continue to maintain the data registry free of charge to participants through the relationship we have with
the organization, Diabetes Master Clinician, Inc. The Community Health Worker program will continue on a smaller scale through
a grant we have secured in partnership with the local health department. The structure will be a little different as we will be
providing educational sessions and case management follow-up after sessions as compared to in-home, one-on-one services, as
it is structured now. The CHOICE nutrition program components have been built into this new grant, although it won't be the six
week course that it is now. We will continue to sustain our activities, although on a much smaller scale, through the securing of
additional grant funds.

C. Sustained Impact
The most profound sustained impacts as a result of the grant activities are new ways of serving residents with diabetes in this
region. Providers have changed their practice standards by focusing on systematic quality of care as it relates to diabetes by
providing their patients with high quality, evidenced-based care; using patient registries and other systems support for care; linking
patients to intense CHW navigation and support; and by engaging the patient in self management of their diabetes with such tools
as a personal diabetes management report card to track status towards achieving goals related to their diabetes diagnosis (e.g.
LDL, BP, annual checks, A1C, etc).

Additional sustained impact is in that much of the education and training activities of this grant will continue to be available to
the community beyond the grant period through our ongoing relationship with the DMCP, Inc. Providers will be able to
continue to receive education on diabetes care for their patients through Diabetes University. This is free education that is
provided to any medical professional through the DMCP, Inc. website. Participating practitioners have been provided a
variety of opportunities, too, for additional training sessions that add value to them individually, their practice, as well as the
patients they serve. The education and data registry will be available to the practitioners after the grant ends. Also,
evidence-based nutrition curriculum, including food demonstration portion size materials, will continue to be available for any
organizations who want to utilize it for their own use. Although we faced many barriers in getting our remote monitoring
portion of this project up and running as we had so strongly anticipated, the remote monitoring equipment, including blood
pressure units and scales, will be available to organizations that want to take advantage of these items.
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Part VIII: Implications for Other Communities

In this Outreach experience, we were able to demonstrate the value of not only adopting evidence-based models individually but,
more importantly, integrating them into original, synergistic approaches that made the impact greater than the parts. This is
especially true in what we feel the evidence shows to be the value of linking the CHW model with the DMCP approach to systematic
diabetes patient clinical care. The combination of maintaining a diabetes patient registry at the practice level with empanelling
practice patients with a CHW proved supportive of the clinicians' quality of care, the patients' ability to self-manage and the ability to
optimize the use of data to support all through the registry and patient report cards.

As it relates to the remote monitoring strategy, we learned the hard way it's very expensive up front (even more so than some of the
vendors relay to you) and, unless you can bill some sort of insurance, the testing strips are very expensive alone without any
coverage. Make sure up front that the vendor is willing to work with your terms and open to modifying contracts. We experienced
companies that wouldn’t budget on contract wording and did not protect our organization so much as it did their businesses. This
was such a challenge that we ended up going with the one vendor who would modify the contract to reflect this grant program
terms. However, limitations with strips required us to accept only Medicare clients, which severely limited our population of study,
and, ultimately, impacted the success of our tele-monitoring pilot program. We also did not originally anticipate consent forms,
waivers, and insurance issues, so it's important to plan on these activities beforehand. We worked with a lawyer who drafted terms
and conditions and a waiver for potential clients to sign, releasing the Network from liability. This did impact our organizational
insurance but we were lucky to find a vendor who was reasonably priced for insurance coverage. When you are a nonprofit who
doesn’t provide direct medical services, it’'s just important to be aware of these issues before moving into tele-health.

It's important to keep communication lines open with providers when seeing referred clients of a CHW program. We faxed case
notes on a weekly basis to respective providers on any clients that were seen so that the provider is always kept in the loop as to
their referred patient’s progress. This constant communication was valuable to the provider and we built a rapport and program
value with consortium partners through these efforts.
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Florida

Rural Health Network of Monroe County, Florida, Inc.

Part I: Organizational Information

Grant Number D04RH23611
Grantee Organization Rural Health Network of Monroe County, Florida, Inc.
Organization Type FQHC
Address 3706 North Roosevelt Blvd., Suite D, Key West, Florida 33040-4566
Grantee organization website www.rhnmc.org
Outreach grant project title Rural Health Care Services Outreach Grant Program-
The Keys to Healthy Smiles
Project Director Name: Daniel E. Smith

Title: President & CEO

Phone number: 305-517-6613, ext. 301
Fax number: 305-517-6617

Email address: dsmith@rhnmc.org
Project Period 2012 -2015

Funding level for each budget period May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)

Rural Health Network of Monroe County, Key West/Monroe/Florida (Lead Agency | Not-for-Profit - 501(c)(3)

Florida, Inc. in Grant)

*Monroe County School District (MCSD) Key West/Monroe/Florida Public School System

*Southernmost Homeless Assistance Key West/Monroe/Florida Not-for-Profit - 501(c)(3)

League (SHAL)

*Key West Housing Authority (KWHA) Key West/Monroe/Florida Not-for-Profit - 501(c)(3) - Authority
established for low income housing

Monroe County Continuum of Care Key West/Monroe/Florida Not-for-Profit - 501(c)(3)

(MC-CoC)

A. Area

All of Monroe County, Florida was served by the Outreach Grant, consisting of the communities that make up the Florida Keys (or
islands). Specifically, the areas of the Keys that were served were: the City of Key West, the unincorporated area of Big Pine Key,
Summerland Key, the City of Marathon, the City of Layton, the Village of Islamorada, and the unincorporated areas of Tavernier,
Key Largo and Ocean Reef. U.S. 1 highway, mile markers 0-120 cuts directly through the string of islands that make up the
Florida Keys. The Florida Keys run from mainland Florida (Miami-Dade County) approximately 130 miles out through the Gulf of
Mexico and the Atlantic Ocean, dividing the two bodies of water with the chain of islands known as the “Florida Keys”. The road
serving the Keys ends in Key West, Florida at mile marker “0” on U.S. Highway 1.

B. Community description
Today there are 73,090 people living in Monroe County, (32% without any form of insurance). The average population density for
the 114.85 square miles that make up the Keys is 636 people. The communities of the Florida Keys are spread out over a 113 mile
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stretch, consisting mainly of two lane roads, with over 60 bridges, having communities on more than 100 keys or islands. As the
case in most rural areas, services that are available are scattered over that stretch of roadways. The average width of the Keys is
no greater than two miles. The majority of the race in the county is white (89.5%), with a fairly even split amongst males and
females. The largest age group for both genders is between 25 and 55, with a median age of 46.4 years. Tourism is the largest
workforce in the Keys, employing upward of 55 percent of the county’s workforce.

The Keys has a large number of alcoholic licenses, 660 in fact, compared to other equally sized populations that have 150-200
licenses. Adult alcohol consumption in Monroe County is 25.1% compared to the State of Florida at 15%.!

C. Need
The target population included all Medicaid, uninsured, low-income students in grade levels two and seven within the county, all of
whom were served without regard to race, color, religion, national origin, familial status, gender, sexual orientation or preference,
age orincome. Our grant was designed to reach three particular segments of the population that had not had access to
affordable oral health care. We put together a coalition of organizations that had access to the three target populations. The
history of the Rural Health Network and its direct care services since the year 2000 helped to target the health care needs of the
population, specifically with oral health care. Rural Health Network of Monroe County’s (RHNMC) three dental clinics served 9,967
active patients or 13.8% of the county population, with 83.04% of all patients having no insurance in the past fiscal year. There
were 8,438 school children in the 2014-2015 school year, with 3,789 on the National School Lunch Program or 44.9% of the entire
school population. There are 1,635 homeless, or 2.26% of the county population, with only 12 having reported seeing a dentist in
the past 12 months. There are 18,976 seniors (those over age 60), or 25.9% of the county population, with 3470 housing program
participants, 1752 below median income (30-80%) and 816 over age 61, receiving some type of housing assistance. The county
housing authority is desperate to help bring affordable and accessible dental care to their community.

The 2011-12 numbers are 1218 students.2 Over a three year period that equates to 3,600 students that were examined and
treated as needed. According to the Monroe County School District’s website; 3,789 students (44.9%) were eligible for the
Free/Reduced Lunch 2011-12 program.® This became the focal point of our target population referencing school children. In
addition to the student population, our focus was also on the homeless and the economically disadvantaged seniors of Monroe.
The homeless population is 1,635 people; equating to 187 children under age 18; 1,326 adults (18-60); and 119 over age 60. Of
that population 1,206 are male, 425 are female and 4 are transgender. The economically disadvantaged seniors (over 61)
participating in the housing authority’s programs equal 816, comprising 23.52% of that total population of 3,470 people. Statistics
show that the total uninsured population was 23,101 in 2010, or 32% of the county’s overall population and the population under
the age of 18 is 11,015.4

The following information is taken from the Florida Department of Health and was updated on December 2009, concerning “County
Specific Profile Relating to the Oral health of Disadvantaged persons”. The chart shows that 5,796 children were below 200% of
the Federal Poverty Level. That is greater than one third of Monroe’s children. It also showed that 15,330 adults were at or below
200% of the Federal Poverty Level. The total number of children and adults (21,126) below 200% of poverty was a staggering
29.24% of the current Monroe County population.

The coalition worked on a master plan that would enable the target population groups to have access to the oral health care
programs, while educating the three segments of the target population as to the importance of proper oral care and how to
continue to access that care for all future needs.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
In 2006 “A Model Framework for Community Oral Health Programs, Based Upon the Ten Essential Public Health Services” was
published, prepared by the American Association for Community Dental Programs. Its creation was supported by Health
Resources and Services Administration. In an effort to always understand our community and our relationship with the
community as an effective working partner, RHNMC has adopted this model framework.

1 Statistics derived from Florida Health-Monroe County Community Health Almanac 2013
2 Source: www.keysschools.com, 10/2012

3 Source: www.keysschools.com, 10/2012

4 Source: American FactFinder, 2010 American Community Survey 1-year Estimates
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The publication is “...a policy document describing the integration of oral health into the 10 essential public health services. The
10 essential public health services provide a nationally accepted framework within which to describe the public health core
functions needed to achieve the goal of healthy people living in healthy communities. The Framework provides a context in which
to consider the relationship between oral health activities, public health responsibilities, and desired outcomes and describes how
oral health can be promoted with the context of the 10 essential public health services to improve a community’s overall health
status.” The following are the 10 essential services, taken directly from the publication:

1. Monitor health status to identify community health problems.

2. Diagnose and investigate identified health problems and health hazards in the community.

3. Inform, educate and empower people about health issues.

4. Mobilize community partnerships to identify and solve health problems.

5. Develop policies and plans that support individual community health efforts.

6. Enforce laws and regulations that protect health and ensure safety.

7. Link people to needed personal health services, and ensure the provision of health care when otherwise unavailable.

8. Ensure a competent public health personal health care work force.

9. Assess effectiveness, accessibility and quality of personal and population-based health services.

10. Research for new insights and innovative solutions to health problems.5

Prior to the 2012 Outreach grant, RHNMC had been providing dental services for 10 years. RHNMC has found that combining
our history with this public health framework approach has positioned us well to reach our goals and provide a better service to
the local community as a whole. Over that period of time the network had come to learn a considerable amount about how to
structure and manage oral care for its community. The first realization in our program was that technology was key to the industry
(and to our survival), from digital radiography to electronic health records. Another valuable lesson learned was by partnering
with local “private practice” dentists (of whom 4 local practitioners helped RHNMC in its first clinic endeavor). Using experienced
dentists, who ran “private practices” for years, gave RHNMC's management staff positive insight into the best practices. Utilizing
the experience over the years from dentists that volunteered to work with RHNMC combined with the best practices utilized by the
current industry standards gave RHNMC a model that worked for our unique rural area.

B. Description
Funded activities included scheduling trips to the various schools for assessment and application of dental sealants.
Assessments were recorded and reported to the parent(s) or guardian of the children and appointments were scheduled for;
hygiene visits, x-rays, exams and procedural work as required. For the low income housing seniors, flyers & brochures were
distributed, meetings with seniors at their housing projects were done, and appointments were made for scheduled visits,
including those service items listed above, along with partial and complete removable (dentures and prosthodontics). As stated
earlier, the homeless were a more difficult group to coordinate, mainly due to a lack of motivation and trust. We initiated the
‘requirement to register as a healthcare patient” as they registered for various homeless services, thereby becoming a
“requirement” for care.

All of the above was done with the concept of providing the necessary education and support that each of the three groups
required. The coalition, or consortium partners, worked diligently to see that each of the groups had an understanding of what we
(as a group) were attempting to accomplish and what the expectations were after the “seed” monies from the federal government
were no longer available. Surveys were used to assure that each of the three groups understood the program and understood
the need to continue monitoring the status of their care. Curriculum was designed for each segment of the population, all of
which carried common denominators to measure the three year project. The “patients” were expected to participate in program
training four times each year. They were also tested to demonstrate their retention of the information that they were provided,
which focused on dental hygiene and the need for regularly scheduled visits.

Regular meeting and conferences were held, outreach programs such as health fairs and presentations were conducted to
forums such as the local Rotaries, Community Leadership programs, etc., all of which were successfully designed to promote the
program, and later the successes of the program(s) implemented.

During 2014, RHNMC was also working towards its Federally Qualified Health Clinics’ status of “Patient Centered Medical Home”,
by the National Quality Assurance (NCQA). This process served as a means to educate not only the Rural Health Network staff
and their existing patients, but also the Consortium Partners as to the long range goal of seeing that patients are a large part of

5 Source: “A Model Framework for Community Oral Health Programs”, May 2006 by AACDP
Page 65 of 466



their own personal health care and that educational process of having a team approach to everyone participating in providing and
receiving the care was essential to success.

C. Role of Consortium Partners
The partners brought specific segments of the population to the forefront. The School System brought the children into the
program, the Housing District brought the elderly seniors into the program and the two homeless coalitions worked within that
population, which were found to be the most non-compliant group. The children and the elderly were the most manageable. The
homeless population, for a variety of reasons was the most difficult. Many times there was a lack of trust, a need to “hide” or a
deeper psychological issue that made that population more elusive. The elderly population was the second most difficult because
the social medical program (Medicare) only covers one (1) lifetime denture, which many already had but were worn beyond
repair. This compounded the issue of providing a meaningful dental program. Over time we were able to provide the best
possible dental program and solutions that we could and solve, as a team or consortium.

The School System worked with RHNMC to schedule visits to the schools to assess the 2" & 7t grade children. Our dental
teams, which consisted at various times of a dentist, a hygienist, two dental assistants, and a care coordinator, worked with the
school system nurses and principals to coordinate the visits. We set up “mash” style dental chairs and equipment, used art
rooms whenever available, for access to sinks for water and teeth cleanings. Additional focus was to educate the parents and
children on the need for brushing and flossing, but also to educate the families on the access to care using the RHNMC dental
clinics. As stated earlier, RHNMC has three clinics strategically located in the Lower Keys/Key West, the Middle Keys and the
Upper Keys.

The Housing Authority put out regular bulletins and flyers announcing the RHNMC program and worked with our clinics to help
schedule the elderly patients, at times helping all concerned address any transportation issues with the county transportation
authority. The Housing Authority had a fantastic control mechanism, as all the participants were readily available for meetings,
trainings and discussions concerning the project. The Authority had readily available rooms for such activities.

Working with the homeless population, as indicated earlier, turned out to be the greatest challenge. Several attempts were made
in a variety of ways: public & individual transportation, group bussing, all with many challenges. Ultimately RHNMC and SHAL
made it a policy that the homeless registration would actually take place within our medical clinics, which we then tied to the
dental program. They made it mandatory that all those seeking shelter for reasons of homelessness were required to have a
baseline physical and a dental assessment.

Each consortium member worked within their segment of the target population to educate and evaluate the process from the
beginning of the program, through the process of care and to measure the outcomes. As a group the members discussed their
particular challenges and successes to work in unity for the overall mission and goals set forth.

Part V: Outcomes

A. Outcomes and Evaluation Findings
We first measured the size of the target population of each of the three major groups for accuracy, then requested self-evaluations
from each of those wanting our services, to get a subjective finding of what they thought of their own personal oral health care
requirements and their oral needs. Each self-evaluation was tuned to the specific population (school children, aging adults, and
the homeless), but each evaluation required specific measurable answers that were tallied together. Next we measured the service
provided to each group over the entire three year span. These services represented the following list of items:
Dental assessments, sealants, dental hygiene, treatment plans, x-rays, fillings, extractions, removable prosthodontics (dentures &
partials/bridges) and fixed prosthodontics (crowns & implants, if required). Our improvements in oral health care far exceeded our
expectations and the group of consortium members that we chose proved to be invaluable to the overall success of the project.

In the three years of the dental outreach grant (from May 1, 2012 through April 30, 2015), RHNMC provided the following services:
Dental Sealants- 5,469; Diagnostics- 1,524; Preventive- 573; Restorative- 599; Endodontics- 24; Periodontics- 246;
Prosthodontics-removable- 145; Implant Service-0; Prosthodontics-fixed- 20; Oral Surgery- 289; and Adjunct Services- 199.

For the three (3) years RHNMC held the outreach grant, our return on investment (ROI) for the overall organization was fantastic.

During the three years the grant supported the oral health project of RHNMC we matched the total revenues generated by the
organization to the support given for the grant. Through complex ROI spreadsheets, we calculated a direct return on the monies
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invested by the HRSA Outreach Grant for our RHNMC to be $18.41 generated for every $ 1.00 invested. By adding many indirect
factors, including long term costs adverted, our figures reflect an astonishing $ 37.68 for every $1.00 invested.

B. Recognition
In 2012 RHNMC was invited to and attended the White House Rural Health Counsel as the only Oral Health Care participant, to
discuss the stages of our program and to state the needs of oral health in the rural committees. We were represented by the only
pediatric dentist in Monroe County (who also holds a Master’s Degree in Public Health). It was an honor to have been asked to be
a part of the team that was chosen to represent oral health care in a rural setting.

Part VI: Challenges & Innovative Solutions

The following list captures potential problems the partners encountered throughout this project and beyond, and suggested methods to
achieve reconciliation and resolution. As addressed in our mitigation plan that was submitted with our grant application, we did have
several very minor issues, but they were not too difficult to address.

The softer challenges were the day to day routine issues that every business and venture face; such as staff absences (whether
scheduled or for ilinesses and sick leave), supply shortages and equipment breakages/repairs. These issues were dealt with in our
customary manner and handled by having backup staff, supplies and equipment all of which we had already developed for each of our
three clinics.

The next level of challenges was handling minor incidences such as complaints, short term delays, altercations and transportation
related issues. Once again, our mitigation plan for handling such issues worked well to resolve this level of challenges.

The unexpected challenge, however, was the issue with the homeless population being very non-compliant. The coalition had
anticipated that the homeless would be the one population that would be the most eager to receive the “free” dental services. It was
just the opposite. There appeared to be a fear on the part of the homeless to work with any group outside the two homeless coalitions.
Our consortium met several times to discuss the disconnect that existed with the homeless. The two homeless partners, Southernmost
Homeless Assistance League (SHAL) & the Monroe County Continuum of Care (MC-CoC) stated many times that the homeless
population lacked trust in established organizations and acted in fear at complying to rules or order. In the end the result was that, as
stated earlier, we moved the registration of the homeless population (including all counseling) to the RHNMC facilities. It became a
requirement for the homeless, in order to receive any benefits, to submit to a baseline physical, which included dental assessments,
and a treatment plan. This approach served to build the level of trust that was needed, not only for the dental program to move in a
positive direction, but for the medical health center to reach this difficult population. Having a “health care plan” or initiative, that was a
formal part of the homeless registration, which included a dental assessment and treatment plan, also allowed for testing of such things
as tuberculosis and lice. One event, a rare but potentially fatal health condition for the patient and the community-at-large and the
other a common event that was controllable and manageable when detected and dealt with.

Part VII: Sustainability

A. Structure
The partnerships will continue, however in a less formal manner and meeting less often. The school district, the housing authority
as well as SHAL (Southernmost Homeless Assistance League) & the Monroe County Coalition for the Continuum of Care (for the
homes) have been our community partners for years and will continue to be. That being said, RHNMC is always looking for newer
ways to get our message(s) out to the community and plan to expand our options with fundraising events and community fairs and
activities.

As stated earlier SHAL will continue to register and counsel the homeless at our healthcare facility, which will allow RHNMC
access to the patient and the patient to care. Both the School District and the Housing Authority will periodically put out materials
on RHNMC services and programs. RHNMC will continue to provide community education. We are currently developing a
“Center of Excellence” which will provide a facility and equipment to hold professional staff to staff, staff to patient, and leadership
to all for educational guidance in the healthcare marketplace.
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B. On-going Projects and Activities/Services To Be Provided.
__Allelements of the program will be sustained
_X_Some parts of the program will be sustained
__ None of the elements of the program will be sustained

Our mission is to continue our outreach dental program(s) and keep the local community abreast of our services and
achievements and to continue the “services” we offer, but limit the services to “in-house”, or clinical activities within our clinics.
Outreach will only be done through fundraisers and other public activities with no actual assessments being performed outside
our clinics, with the possible exceptions of “health fairs”.

We are setting up a “Center of Excellence”, as stated above, for educational and training purposes. We are encouraging the
entire Monroe County healthcare establishment to participate in the process so that we can all communicate our programs and
services to each other and to the general community population. We believe that bringing more community businesses and
partnerships together will solve many problems. We as a community need to get the “best bang for the dollar’, which obviously
starts with coordination of services, elimination of unnecessary duplications and marketing the message to the community at
large.

To continue this project, RHNMC will continue to request financial support from the following organizations; The commissions of
the various Florida Keys Cities, the Monroe County Commissioners (through the Human Services Advisory Board aka the HSAB)
which has supported our special programs to a tune upwards of $300,000 each year, the Monroe County Sheriff's Shared Asset
Forfeiture Fund (which utilizes the interest off of seized properties) to help community non-profit programs, the State of Florida
(through the Florida Office of Rural Health), and program income (derived from the paying patients with insurances and out-of-
pocket payments). Additionally we plan to work with all three local Rotaries in the Key West and Lower Florida Keys to promote
our dental program on a continual basis, working various fundraisers to promote the program supporting each of the three
particular segments of the population here in the Florida Keys.

C. Sustained Impact
The community has learned more about the services RHNMC provides, which include medical services as well as the dental
services that were in the scope of this grant award. In each of the five clinics we operate we are now cross promoting our
programs. The success we had with this Outreach Grant over the past three years as well as the success of obtaining the Patient
Centered Medical Home certification has been not only an educational experience for our entire staff, but also has helped
educate our community partners as to our mission and goals in helping provide access to affordable oral and medical health care
throughout the rural Florida Keys.

______PartVil:Implications for Other Communities

This project was a prime example of partnership cooperation and success, in the utilization of its memberships to reduce costs and
work jointly for a common purpose. Though not particularly novel, it still represents a local, rural experiment in not-for-profit/school
district cooperation and unification and the cooperation of a homeless coalition ( 30+ members) and of the Southernmost Homeless
Assistance League (SHAL) with a public “authority”, the Key West Housing Authority (KWHA) to assist in providing oral healthcare to
those seniors in need.

Still, replication is based on assumptions and givens. In this project’s case, we all started with the fact that the project’s success
depended on each partner’s ability to recognize and accept each member’s strengths and weaknesses. Also, there needed to be an
understanding amongst the consortium that we were going to provide top quality of service standards, efficiency, and most importantly,
the ability of the partnership to adjust to and accommodate partner differences.

The project’s national replication could be applicable to most rural primary care ventures that seek to reduce cost through merger and
cooperation. However, it also assumes that there are already existing programs that can be more efficiently administered, if the
individual parties involved recognize that consolidation of services is a win-win for not only the partners but also for the clients served
and for the overall community.

Page 68 of 466



It also pre-supposes that there are existing means of providing the required services; i.e. primary care, dental care and mental health
and substance abuse services, as well as secondary and tertiary care available through the potential replicating partners. Additionally
each partner must be willing to share costs and eliminate competition for income. If these above conditions are presentin a
community, there would be a much greater chance for success in the implementation of a similar model addressing oral health care.

Finally, in our case, sustaining the program also assumes that there is a government assistance program in place that matches or
exceeds income from client fees, and which is willing to accept and/or negotiate increases in costs as health care costs rise.

For Rural Health Network of Monroe County there existed a consortium of members that were strongly devoted to their individual

populations, as well as to the overall success of all three groups targeted. For oral health care, RHNMC was poised to provide the
services in all three areas of the county, which greatly reduced the issue of access and promoted the chances of success.
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Georgia

Georgia Southern University

Part I: Organizational Information

Grant Number D04RH23576

Grantee Organization Georgia Southern University

Organization Type University

Address GSU Box 8028, Statesboro, GA 30460

Grantee organization website http://www.georgiasouthern.edu/rhri

Outreach grant project title Applied Diabetes Education Program using Telehealth: Project
ADEPT

Project Director Name: K. Bryant Smalley, Ph.D., Psy.D.

Title: Executive Director, Rural Health Research Institute
Phone number: 912-478-8648

Fax number: 912-478-0751

Email address: bsmalley@georgiasouthern.edu
Project Period 2012 -2015

Funding level for each budget period May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)

*Georgia Southern University Statesboro/Bulloch/Georgia University

*Mercer University Macon/Bibb/Georgia University

*East Georgia Healthcare Center Swainsboro/Emanuel/Georgia FQHC

*Georgia Partnership for Telehealth Waycross/Ware/Georgia Nonprofit

Part lll: Community Characteristics
A. Area

The service area for Project ADEPT included a contiguous four-county service area located in rural southeast Georgia (an area of
the state starkly impacted by diabetes), including Candler, Emanuel, Tattnall, and Toombs counties.

B. Community description
The service area is highly diverse (with at least 36% minority representation countywide) and has high rates of diabetes, with all
counties having higher diabetes rates than the national average of 8% and all but one having higher rates than the state average
of 11.2%. Together, the counties have approximately 7,500 diabetic patients. Each county is also both a primary care Health
Professional Shortage Area (HPSA) and a Medically Underserved Area (MUA). Poverty rates and uninsurance are very high in the
service area — each county has higher than 20% poverty and 20% uninsurance (as compared to the US average poverty of 15.1%
and Georgia average of 18.7%; and US average uninsurance of 15.4% and Georgia average of 17.8%). Risk factors for diabetes
complications are also high, with near or above 30% obesity in each county (as compared to the national average 26.1%) and
physical inactivity rates at or above of 26% (as compared to the national average 25.4%).

C. Need
Diabetes is one of the most devastating diseases in the United States with regards to both morbidity burden and mortality rates.
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While the effect of diabetes is profound throughout the US, these diseases disproportionately impact rural areas. Rural
populations (particularly in the South) have been identified as being dramatically more impacted by diabetes; in fact, the rural
South represents the core of CDC’s recently designated “diabetes belt,” underscoring the disparate diabetes burden that rural
residents experience. Georgia, the largest state east of the Mississippi, is particularly impacted by diabetes. While 8% of the adult
US population is diabetic, 11.2% of adult Georgians have diabetes. Within Georgia, rural counties are disproportionately
impacted, with an average diabetes rate of 11.5% in rural counties (as compared to 10.9% in urban counties). Unfortunately, in
combination with the increased diabetes prevalence burden that rural Georgians face, there is also a profound lack of diabetes
educators in rural Georgia. Despite having a rural population of more than 1.8 million residents, over 75% of rural counties have
no CDE within the county. This gap in coverage leaves more than one million rural residents of Georgia forced to seek billable
diabetes education services outside of their home county if such services are needed. Such travel is often not feasible because of
significant transportation and economic barriers that rural residents face in seeking care.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
Project ADEPT is based upon the evidence-based AADE7 Self-Care Behavior model for diabetes self-management education
(DSME) developed by and endorsed by the American Association of Diabetes Educators (AADE). According to the AADE, “the
AADE?7 Self Care Behaviors framework reflects the best practice of diabetes self-management education/training by measuring,
monitoring and managing outcomes.” The AADE7 framework focuses on seven key components of diabetes education: healthy
eating, being active, monitoring, taking medication, problem solving, reducing risks, and healthy coping. Its modular format allows
for flexibility in delivery and for easy tailoring of content to the cultural realities of rural living. The overall AADE7 framework has
been demonstrated to be effective in rural settings for both individual and group delivery when culturally tailored to the rural
realities of the target population. To ensure that Project ADEPT is culturally-relevant for our target population, all educational
materials, handouts, topics of discussion, and resource lists were reviewed prior to use, and the educators were either from a rural
background or had significant experience in working with rural populations to ensure that examples and suggestions were
consistent with the realities of rural living.

B. Description
Project ADEPT focused on providing evidence-based diabetes education services to patients within four of East Georgia
Healthcare Center’s rural FQHC offices. The diabetes educator was centrally housed at the Swainsboro (Emanuel County)
location, and provided in-person education services at that office. In addition, telehealth was used to connect to the other locations
(Candler, Tattnall, and Toombs counties) to maximize the availability of diabetes education services without the need for travel to
remote sites. Translation services were used to facilitate sessions with Spanish-only speaking patients (e.g., 40% of Tattnall's
patient population prefers or exclusively speaks Spanish). A total of eight mini-modules were offered based upon the AADE7
framework, typically two modules within each of four sessions.

C. Role of Consortium Partners
The Rural Health Research Institute (Georgia Southern University) served as the lead grantee, responsible for all fiscal
responsibilities, progress reporting, progress monitoring, and overall leadership of the initiative. The Center for Rural Health and
Health Disparities (Mercer University) provided leadership as well, in addition to leading evaluation activities. East Georgia
Healthcare Center was the FQHC clinic partner on the initiative, and to facilitate interaction with the patient population the diabetes
educator was employed directly by EGHC. The Georgia Partnership for Telehealth established the telehealth system that
connected the hub and spoke locations and provided support in the initial implementation of the program.

Part V: Outcomes

A. Outcomes and Evaluation Findings
As described in more detail below, the project experienced delays in initial implementation due to challenges in hiring qualified
diabetes educator candidates and the departure of the originally-hired diabetes educator after training was completed but prior to
the program beginning. As a result, diabetes education services did not begin until much later into the project than originally
planned. Since beginning services, nearly 90 patients have enrolled in the program, and Project ADEPT is currently operating a
wait-list. A total of 128 direct patient encounters have occurred, with an additional 556 indirect encounters. Participants are highly
diverse, with 52% African-American and 13% Hispanic, and the vast majority (68.2%) are either uninsured or on public assistance.
The majority of patients (77.3%) are female, and nearly all (87.5%) are between the ages of 18 and 64.
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In terms of individual outcomes, as of May 2015, over 36% of participants have their most recent A1c at less than 8.0, and nearly
60% have their most recent blood pressure at less than 140/90. While ongoing monitoring and evaluation of program outcomes is
taking place to allow for a broader picture of the longer-term impacts of program participation, we have been able to complete pre-
post analyses on a subset of participants for whom follow-up data has already been collected (20 patients for A1c and 30 patients
for BMI). Preliminary results show an improvement both in A1c and BMI, with 75% of participants showing a decrease in A1c from
pre to post and 66.7% of participants showing a decrease in BMI from pre to post. Of the 20 participants for which A1c’s were
collected, individuals showed an average decrease in their A1c’s of 1.225 from 9.4 to 8.175. As it relates to BMI, data collected
from 30 patients showed a .243 average decrease in BMI from 35.94 to 35.69.

B. Recognition
Project ADEPT will be the subject of an upcoming feature in Rural Roads, the magazine of the National Rural Health Association.
In addition, upon funding Project ADEPT was featured in the Statesboro Herald.

Part VI: Challenges & Innovative Solutions

The most significant challenge encountered during the Project was the difficulty in hiring and training an appropriate diabetes educator
for the position. Reflective of nationwide challenges in recruiting and retaining qualified diabetes educators within rural settings, it
initially took over a year to hire in the program’s first educator. The educator was initially employed by the grantee (Georgia Southern
University), but unfortunately upon completion of training the educator left the position prior to enrolling any patients into the program.
At this point, upon examination of some of the barriers to implementing the program (such as accessing patient records, scheduling of
patients, perceived connection of program to providers within the FQHC, concerns over liability), prior approval was sought to relocate
the employee to East Georgia Healthcare Center to allow the educator to be a direct employee of the clinic where patients were being
seen (and connecting out to sister locations using telehealth). During this time the government shut-down occurred, which delayed
approval of our restructuring. Upon approval, it took several months to re-hire a qualified educator and train her appropriately in the
protocol. However, it has become clear that waiting for the right educator was key to the program’s eventual success. Once the new
diabetes educator began, the program quickly filled and currently operates a wait-list. Good relations with referring providers
throughout the FQHC network have been established and sustained, helping to support the program’s ongoing sustainability. By being
flexible in implementation (i.e., being willing to restructure the initial plan of having a centralized educator providing telehealth to all
locations to a revised model of an on-site educator providing in-person education at one site and using the telehealth to connect to
other locations), we were able to implement a program with the potential for long-term impact and sustainability.

Part VII: Sustainability

A. Structure
The consortium is planning to continue, with Georgia Southern University, East Georgia Healthcare Center, and Mercer University
maintaining the program’s operations. The Georgia Partnership for Telehealth, whose main focus was on supporting the initial
establishment of the telehealth system, will continue to be a supportive presence but will not be an active member of the ongoing
operations.

B. On-going Projects and Activities/Services To Be Provided
X_All elements of the program will be sustained
Some parts of the program will be sustained
None of the elements of the program will be sustained
All program activities will be sustained, initially through a planned no-cost extension and longer-term through outcomes-based
reimbursement and billing for services. The key to this success will be the process of accrediting the program through the
Diabetes Education Accreditation Program (DEAP) through the American Association of Diabetes Educators. In addition, we will
continue to support the educator in the attainment of the Certified Diabetes Educator (CDE) credential. A strategic plan is in place

to apply within the next 6 months for accreditation through DEAP. These key components will allow the program to become
revenue-generating which will be its main source of long-term sustainability.
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C. Sustained Impact
As a result of Outreach funding, a new and sustainable diabetes education program has been implemented that not only has the
ability to reach the 7,500 diabetic patients in the original service region, but also the broader patient population in EGHC’s 5 other
clinic locations as the program expands and begins to include additional telehealth service locations after the grant has been
completed. This support has been essential, as there is a nearly complete void of diabetes educators across the entire EGHC
service area — without the funding for this program, over 10,000 diabetics would remain unable to receive evidence-based diabetes
education services to empower them to self-manage their condition and improve their outcomes. The program has developed a
new capacity to meet the needs of newly diagnosed and existing diabetic patients, creating demonstrated improvement in A1c¢ and
BMI for the vast majority of those who have participated. This has helped to increase the focus on diabetes education within the
clinics, and encourages providers within EGHC to “prescribe” diabetes education services. In addition, the equipment and
networking process has substantially increased the ability of EGHC to engage in provision of services using telehealth, and in
future years this foundation may help to expand into additional telehealth services within the clinic locations.

____PartVil:Implications for Other Communities

One key aspect to the program’s success was its continued flexibility. The needs of rural areas are each unique and subject to rapid
change, and remaining responsive and flexible to those differences and changes is important. For instance, our original model was to
have a university-based diabetes educator connecting to all remote clinic locations. However, it became evident that a more feasible
and sustainable model was for the educator to be a clinic employee who provided both in-person (at their home location) and telehealth
services (to remote locations). Having a physical presence in the network greatly facilitated connections with providers and visibility of
the program, and having the educator herself be an ambassador of the program directly within the clinics was very beneficial.

In addition, we conducted “kick-off” events at each of the locations (both in-person and telehealth locations) where the educator
physically traveled to the remote locations to meet staff and potential participants. This allowed staff to meet and know the educator,
connecting them more directly with the program’s efforts and making the project more prominent in their minds. This also had the
benefit of raising awareness of the program directly with patients, and led to many of the initial participants in the program.

Given the demographic profile of the service region, maintaining access to translation services was essential. For telehealth-based
sessions, translation was provided at the spoke rather than hub site, which helped to minimize concerns over potential interactions of
challenges possible with remotely translated services.

Some of the greatest success stories, we became aware of, were through informal communication with the educator regarding

progress made or breakthroughs achieved. These would frequently come up in conversation with patients, and implementing a way to
track such qualitative comments would allow for a greater ability to demonstrate the personal nature of the impact of the programs.
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Georgia

Irwin County Board of Health

Part I: Organizational Information

Grant Number D04RH23585

Grantee Organization Irwin County Board of Health
Organization Type Public Health

Address 407 West 4t Street, Ocilla, GA 31774
Grantee organization website

Outreach grant project title Sweet Dreams

Project Director Name: Samantha Napier, LMSW

Title: Project Director

Phone number: 229-468-5003

Fax number: 229-468-5028

Email address: Samantha.Napier@dph.ga.gov
Project Period 2012 -2015

Funding level for each budget period May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)
Irwin County Health Department Ocilla/lrwin/Georgia Public health, government agency
South Health District Valdosta/Lowndes/Georgia Public health, government agency
Ben Hill County Board of Health Fitzgerald/Ben Hill/Georgia Public health, government agency
Cook County Board of Health Adel/Cook/Georgia Public health, government agency
Berrien County Board of Health Nashville/Berrien/Georgia Public health, government agency
Part lll: Community Characteristics

A. Area

The Irwin County Board of Health’s program, Sweet Dreams, provides services to four rural counties in South Georgia: Ben Hill,
Irwin, Berrien, and Cook Counties.

B. Community Description
Sweet Dreams is located in a medically underserved rural community. The rural community consists of Ben Hill, Irwin, Berrien,
and Cook Counties which are bordering counties located in south central Georgia. They are four of the ten counties comprising
the South Health District (SHD). The predominant employment sectors are government services, production of goods and service,
and agriculture. More than 26% of the community is made up of minority groups, primarily African American and Hispanic. There
are high rates of obesity, little physical activity, and high poverty levels within the community. The rate of diabetes in this
community exceeds both the state and national averages.

In Ben Hill County, the estimate total population was 17,515 in 22013, with about 62.2% of the population being white, 35.1%
being black, and 6.4% being Hispanic. Manufacturing is considered the largest employment sector within Ben Hill County. The
other predominant employment sectors are government services and retail trade. The total population in Irwin County for the
same year was an estimate of 9,427 people, with 71.1% white, 27.1 % black, and 68.4% Hispanic. The largest employment sector
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in Irwin County is government followed by manufacturing and farming. Berrien County’s 2013 total population was 19,048.

Almost eight-seven percent (86.6) of the population is white, 11.1% is black, and 5% is Hispanic. In Berrien County, the majority of
the population is employed in the manufacturing sector, followed by government and retail trade. Cook County’s 2013 total
population was 17,066. Within the total population in Cook County, 70% are white, about twenty eight percent (27.7) are black,
and about six percent (5.9) are Hispanic. Cook County’s largest employment sector consists of manufacturing followed by
government and retail trade. All four counties continue to have an agriculture component to their economies although this has
been in decline. The main crops grown are peanuts, cotton, tobacco, and bell pepper.

C. Need
Diabetes is a chronic disease that affects 9.3% of the United States population or almost 29 million people. Unfortunately, the
2012 rate of diabetics in the state of Georgia at 9.6% exceeded the national average. The counties of Ben Hill, Irwin, Berrien, and
Cook are included in the newly identified “diabetes belt” which consists of 644 counties in the southeast that have an 11.0% or
higher prevalence of diabetes. Diabetes is the seventh leading cause of death in the nation and is a major contributor to heart
disease, stroke, kidney failure, amputations, and adult onset blindness. The risk for death in diabetics is about twice that of people
who do not have diabetes of a similar age.

In addition to this prevalence data, other risks such as high rates of obesity, little physical activity, high poverty levels, and the
racial composition make it clear that diabetes is a serious health issue for Ben Hill, Irwin, Berrien, and Cook Counties. There is an
increased demand for health care services and the implementation of a health care system built on preventive services. In
addition, the local hospitals in these rural counties continue to struggle to provide care for large proportions of the population with
no health insurance. Community health promotion programs were non-existent in Ben Hill, Irwin, Berrien, and Cook Counties until
Sweet Dreams was initiated. Currently there remain no community health promotion programs in any of these four counties with
the exception of Sweet Dreams. The combined issues of physician shortages, nursing shortages, lack of health insurance, high
poverty levels, low educational levels, language translation issues, lack of transportation and few health promotion programs,
present formidable barriers to the residents of Ben Hill, Irwin, Berrien, and Cook counties in accessing primary care and needed
diabetes prevention and intervention/education programs.

Part IV: Program Services

A. Evidence-based and/or Promising Practice Model(s)
The “Power to Prevent: A Family Lifestyle Approach to Diabetes Prevention” is a community based best practice model that was
designed by the National Diabetes Education Program (NDEP) to “encourage African Americans at increased risk for type 2
diabetes to become more physically active and to eat more healthful foods as a way to prevent or delay the disease.” The “Power
to Prevent” curriculum is made up of 12 sessions and includes a program leader’s guide with material to help plan and promote the
program, conduct the classes, and evaluate its effectiveness.
The 12 learning sessions include:

e Introduction to Power to Prevent

Small Steps Lead to Big Rewards

Strategies for healthy Eating

Physical Activity: Get Moving Today

Make Healthy Food Choices One Day at a Time

Diabetes Overview

Physical Activity for Families

Portion Size

Navigating Around Eating Out

Partner With Your Health Care Provider

Get Your Family and Friends Involved

Celebrate Big Rewards

Each session contains educational information for the above stated topics along with suggested activities and handouts. There
are also pre and post questionnaires for sessions 3, 4, 6, and 11 to evaluate the effectiveness of the education. These
questionnaires were revised after they were pilot tested. In addition, participants are encouraged to complete the NDEP Game
Plan which is a Fat and Calorie Counter and Food and Activity Tracker. Keeping a food and activity diary is one of the “most
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successful techniques for losing weight” according to the curriculum guidelines. These trackers are available from the NDEP
website and were distributed to each participant each week. Ideas for incentives are also included with the curriculum guidelines
in an effort to encourage participants to make healthy lifestyle changes.

When the need for diabetes prevention education was realized, the consortium requested the assistance of their technical
assistance provider from the Georgia Health Policy Center, Beverly Tyler, to help them find an effective program to base the
enhanced Sweet Dreams project on. Without hesitation, Ms. Tyler suggested the “Power to Prevent” curriculum due to its family
and community approach. This curriculum still is a perfect match and has enabled Sweet Dreams to continue providing diabetes
education to current type 2 diabetics while expanding prevention education into the general community. The key goal of the
“Power to Prevent” is to identify individuals at high risk and to educate them on the “behaviors that will help them lose weight and
prevent or delay type 2 diabetes”. Although the curriculum was designed with African Americans in mind, the guidelines suggest
that this program is appropriate for any audience. Sweet Dreams targets all adults from various ethnicities who are at high risk for
type 2 diabetes with a special emphasis on uninsured low income individuals.

Description

During the first year, (2012-2013) Sweet Dreams provided education classes in Ben Hill, Irwin, Berrien, and Cook Counties in
Georgia to help prevent and control type 2 diabetes. Two series of diabetes self management classes were provided to help type
2 diabetics learn how to control their disease and prevent complications such as heart disease, kidney failure, neuropathy, and
blindness. In addition to these classes, a new diabetes prevention class using the CDC’s “Power to Prevent” curriculum was
initiated. This class specifically targeted families at high risk for type 2 diabetes within the African American and Hispanic
communities. The “Power to Prevent” classes teach families how to make positive lifestyle changes focused around healthy eating
and exercise that will prevent chronic diseases such as diabetes. In order to reach a greater number of people, Sweet Dreams
used a peer educator along with the “Power to Prevent” curriculum. Sweet Dreams was successful in recruiting a facilitator who
led classes in the Hispanic community. The facilitator was chosen from Sweet Dreams existing patient population and trained
using the above stated curriculum.

In addition to Sweet Dreams accomplishments in 2012-2013, over 1,870 people received our services from community outreach,
individual management, and education. More than 138 diabetics in the four counties were provided monthly diabetic testing
supplies from program funds and a local trust fund called the Palemon Gaskins Trust Fund. Forty-six individuals received
prescription assistance through Sweet Dreams RX Assist program. Overall Sweet Dreams provided more than $95,734 in
prescription assistance in the first year of the third cycle. Sweet Dreams also participated in local health fairs and provided
diabetes prevention education information through presentations at local churches and civic organizations.

The “Power to Prevent” curriculum was designed to be taught over a 12 week period; however, Sweet Dreams had a difficult time
retaining participants for the complete 12 week series of classes. To resolve this issue, Sweet Dreams combined 4 of the 12
classes reducing the number of classes to 8 weeks for each series. This in addition with incentives for participation helped to
ensure participants received all of the information from the “Power 2 Prevent” curriculum including pre and post education
assessment. During this grant cycle (2013-2014) three series of classes were completed. A total of forty-one participants
attended and completed the three educational series (8 weeks per series). Weight, body mass index, blood pressure, and
hemoglobin A1Cs were used to evaluate the effectiveness of the “Power to Prevent” classes. This data was collected at the first
educational class and again at the end of the 8 week session of classes. The program received great improvements over the 8
weeks; average body mass index improved from 34.05 to 33.302, and the average hemoglobin A1C improved from 6.95% to
6.74%, the average weight loss for the class was 10 pounds, and blood pressure reductions averaged about 4 millimeters of
mercury systolic and diastolic pressures. Ninety-five percent of the participants who completed the educational classes reported
an increase in physical activity. The average increase was from reporting no activity at the beginning of the class series to
reporting they exercised at least 2-3 times per week by the end of the 8 weeks. In addition to the success of the second year,
Sweet Dreams assisted diabetics without insurance in receiving more than $94,000 in medications and testing supplies. More
than 193 diabetics benefited from the prescription assistance service. Overall during the second year, Sweet Dreams provided
over 1,215 people diabetes education prevention services through community outreach, educational classes, and individual
management.

During the third year (2014-2015), Sweet Dreams continued to promote diabetes education through “Power to Prevent” classes.

Sweet Dreams held two series of “Power to Prevent” classes with a total of thirty-two participants combined. In an effort to
enhance the nutritional component and meet the demand by its participants for healthier cooking ideas, the program contracted
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with a nutritionist/chef to provide onsite cooking demonstrations for healthy food preparations and healthy eating for diabetics and
their family. In addition the nutritionist took the responsibility for teaching two of the “Power to Prevent” classes entitled “ Make
Healthy Food Choices One Day at a Time” and “Portion Size, Eating Out”. This initiative allowed participants the “one on one”
cooking experience they requested and enabled them to put what they had learned about healthy eating into a practical
experience.

As a result of the great response received from the cooking classes conducted during the “Power to Prevent” classes, Sweet
Dreams offered free holiday cooking classes for diabetics. Sweet Dreams continued to contract with the nutritionist/chef, and she
held two classes which were filled to capacity at both sessions, with a total of 19 attending both sessions. In observance of
National Diabetes Month, Sweet Dreams hosted its first Diabetes Walk for Power to Prevent participants and their family members.
This initiative was developed to acknowledge the participants commitment of completing the eight weeks of classes as well as
promote diabetes awareness within Berrien and Cook Counties. During this event, the Chronic Disease Coordinator from the
South Health District spoke to participants and their families on healthy living lifestyles. Participants and family members received
packets on diabetes education from Sweet Dreams and NDEP. Also, Sweet Dreams partnered with the NDEP to improve the
health of citizens in Ben Hill and Irwin Counties by hosting its first Diabetes Awareness Forum. The event utilized professional
speakers with expertise in diabetes management to educate clients, their families, and the community about diabetes prevention,
management, healthy eating, physical activity, and medicine management. The forum also included exhibits from local doctor
offices, a licensed chef who specializes in preparing healthy diabetic meals, representatives from local health departments, and
Sweet Dreams staff. In addition a new strategy was implemented in an effort to increase community awareness; students who had
completed the 8 week “Power to Prevent” series were encouraged to take back what they had learned to their local churches and
implement an activity program and healthy eating initiative, utilizing Sweet Dreams staff to help with literature and educational
needs. Four community churches from within the four county service area participated in this outreach effort. The churches
reported great participation from their congregations.

Sweet Dreams has continued to utilize the prescription assistance and temporary assistance programs for low income diabetics
who need assistance with diabetic testing supplies. A RX Assist data program service has been purchased annually and
consistently utilized throughout the grant cycle to generate applications to assist clients with long term prescription needs. Sweet
Dreams assists patients in the application process as well as provides follow up and refill assistance when needed. Through a
local trust fund called the Palemon Gaskins Trust Fund and grant funds, Sweet Dreams continues to provide temporary assistance
with medications and diabetes testing supplies. These medications and testing supplies are vital pieces of the puzzle for
managing diabetes. Without these assistance programs, many individuals cannot afford the cost. More than 210 diabetics have
received prescription assistance during this current grant period. Sweet Dreams has served more than 2,464 people through
community outreach and prevention education in the form of health fairs, community presentations, and newspaper articles is also
provided by Sweet Dreams to educate the community on early detection and prevention of type 2 diabetes.

Role of Consortium Partners

Sweet Dreams has been a collaborative effort by the Irwin, Ben Hill, Berrien, and Cook County Boards of Health, Dorminy Medical
Center, Irwin County Hospital, Cook Medical Center, South Georgia Medical Center (SGMC) Berrien Campus, Irwin Family
Medicine, Nashville Eye Center, Berrien County Collaborative, Adel Family Medicine, Adel Recreation Department, and the South
Health District (SHD) to address the epidemic of diabetes. The members of the consortium have been supporting the current
diabetes education program and have met quarterly since its inception. This consortium has been involved with the planning and
development of the current Sweet Dreams program. The consortium feels strongly about the need to provide the services of
Sweet Dreams to Type 2 diabetics in addition to prevention education to target the growing number of pre-diabetics in the four
counties.

The consortium responsibilities are as follows:

The Irwin County Board of Health is the lead agency and fiscal agent for the grant. Responsibilities include general supervision
of project staff, provision of office space for project staff, referrals, providing nursing staff to assist with community outreach, and
participating in quarterly oversight and planning meetings for the project. The Ben Hill County Board of Health, Berrien County
Board of Health and the Cook County Board of Health provide the same services with the exception of providing space and
supervising the staff. Each of these boards of health is in the South Health District. The district office and its staff provide
general oversight and management to the project including epidemiological support for data collection and evaluation. In addition,
the South Health District's public relations specialist provides assistance with media reports and the development of materials.
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Irwin County Hospital, Dorminy Medical Center, SGMC Berrien Campus, and the Cook Medical Center have been a great
source of referrals for Sweet Dreams. Other responsibilities of the hospitals include assisting in educating physicians about the
project, providing space for the classes, and participating in quarterly oversight and planning meetings for the project.

General medical oversight for the project has been provided by Irwin Family Medicine. With assistance from Adel Family
Medicine and Nashville Eye Center, Irwin Family Medicine has led the efforts to educate local physicians about the project, made
referrals, and participated in quarterly oversight and planning meetings for the project.

The Berrien County Collaborative is a source of referrals and assists in disseminating diabetes information to the community and
schools. The Adel Cook Recreation Department also is a source of referrals and supports the efforts of increasing physical
activity by offering community exercise classes. Both of these agencies have participated in quarterly oversight and planning
meetings for the project.

Part V: Outcomes

A. Outcomes and Evaluation Findings
The first measure of success of Sweet Dreams is the establishment of the diabetes coalition made up of the local hospitals, health
departments, physicians, recreation departments, and other community agencies. This collaborative effort of the consortium
expands the number of diabetics that can be targeted in the community and increases access to diabetes education.

During the grant period, Sweet Dreams has increased availability of medications and testing supplies to diabetics in rural
communities through prescription assistance programs including a local trust fund, the Palemon Gaskins Trust Fund, and RX
Assist. As a result more than 541 diabetics within the four county service areas have received monthly diabetic testing supplies
and prescription assistance. Over $268,305.32 in medications and supplies have been provided to diabetics in this community.

During the course of the Outreach grant, through individualized self-management sessions and “Power to Prevent” classes;
nutritional education and diabetes prevention have been provided to more than 469 diabetics. From these contacts, participants
have learned how to eat healthier, increase their activity and control their disease, preventing long term complications such as
heart disease, kidney failure, neuropathy, and blindness. The success of the classes is evident by the average improvement in
body mass index, blood pressure, hemoglobin A1C’s, and cholesterol in class participants. From the grant period May 2012-April
2013 participants had the following results: average body mass index improved from 28.92 to 28.55, average blood pressure
improved from 127/77 to 125/73, average hemoglobin A1C levels remained the same, and average cholesterol improved from 210
to 180. During the grant period May 2013-April 2014 participants had the following results: average body mass index improved by
34.5 to 33.3, average blood pressure improved from 138/79 to 129/75, A1C levels remained the same and cholesterol improved
from 195 to 181. In May 2014-April 2015 participants had the following results: average body mass index improved from 38.05 to
37.5, the average blood pressure decreased by at least 10 points, average hemoglobin A1C remained the same, and the average
cholesterol improved from 231 to 175. Everyone who completed the education classes reported an increase in physical activity
level.

In addition over the grant period, Sweet Dreams has reached more than 6,000 people through community outreach activities that
include health fairs, community presentations, billboards and signs on walking tracks promoting healthy lifestyles, healthy cooking
demonstrations, and programs in local churches.

B. Recognition
Sweet Dreams services and successes have been featured in local newspapers. In addition Sweet Dreams has received special
recognition and acknowledgement from participants of classes and prescription assistance through submission of newspaper
entries and letters of gratitude.

Sweet Dreams had a difficult time retaining participants for the complete series of classes. To resolve this issue, Sweet Dreams
combined some of the classes which reduced the number of classes from 12 to 8. This helped to ensure that the participants received
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all of the information and were present for the post education assessment. Receiving physician referrals was one of the struggles that
we encountered in the beginning of Sweet Dreams, but once we established a trusting relationship with a few of the local physicians,
we were able to recruit most of their diabetic patients. Patients respect their physicians’ opinion and are more likely to attend diabetes
education classes and receive self-management and nutrition education if instructed to by their doctor. Although education and
prescription services have been expanded with Sweet Dreams, there are still high risk groups that are not being reached such as the
Hispanic population who do not qualify for prescription assistance through the pharmaceutical companies if they are not legal residents.
Sweet Dreams has been able to provide assistance to some of these patients through a local trust fund.

During the second of the Sweet Dreams grant, staffing changes were needed to meet the demand of the clients being seen. The
clerical position had been vacant for several months and it was decided by the Project Director at that time, that this position would be
more beneficial to the program and to the clients if it was changed to a Social Service Provider 1 position. Sweet Dreams had
experienced many opportunities with clients within the program where a social worker’s services would have been valuable. For
example, the establishing and organizing of resources to meet the demand for transportation to and from educational sessions,
assisting clients with social needs (other than diabetes medications) that had been identified on admission through the psychosocial
assessment; such as lack of adequate housing, lack of adequate food, financial resources and other family social needs. In addition
this vacant position being upgraded to a Social Service Provider 1 position provided needed assistance to the Program Director. The
licensed Social Worker was able to assist with the increasing numbers of comprehensive assessments on face to face admissions and
was able to help with presentations and outreach within the four county service areas.

Part VII: Sustainability

A. Structure
The consortium feels strongly about the need to provide the services of Sweet Dreams to type 2 diabetics in addition to prevention
education to target the growing number of pre-diabetics in the four counties. At this time there are no plans to continue the
consortium developed through the Outreach grant. However, Irwin, Ben Hill, Berrien, and Cook County Boards of Health often
collaborate on projects and will play a role in sustaining the program at the individual health clinics in their counties. All four health
departments have a strong relationship with their local hospitals which will continue. Additionally the county health departments
have relationships with the Chronic Disease Prevention and Health Promotions Coordinator at the South Health District.

B. On-going Projects and Activities/Services To Be Provided
__ Allelements of the program will be sustained
__X_Some parts of the program will be sustained
____None of the elements of the program will be sustained

Sweet Dreams program components will be continued following the grant cycle, but on a more limited basis. The local health
department nurses in the four counties have received training on educating individuals on diabetes self-management. Patients
that present to the health departments with uncontrolled or poorly controlled diabetes will receive self-management education from
these nurses. This service is necessary due to the rate of diabetes and the risk of complications, such as heart disease, strokes,
blindness, kidney failure, and amputations, which will continue to rise and place a financial burden on the health system without
the understanding of diabetes self-management.

Irwin and Ben Hill County Health Departments will continue to provide prescription assistance and temporary assistance with
diabetic testing supplies to low income diabetics through Palemon Gaskins Trust Fund. These medications and testing supplies
are a vital piece of the puzzle of managing diabetes. Without these assistance programs, many individuals cannot afford the cost.
Both of these services help to improve diabetes management and have a lasting impact on the diabetics and community by
decreasing the risk for long term complications.

It is anticipated that “Power to Prevent” classes will continue for another six months using carryover funds from the Outreach grant.
These classes have made a positive impact within the communities Sweet Dreams serve as well as provided community
awareness. Health promotion and education around diabetes will continue in all four counties through the support of local health
departments and Sweet Dreams new partnership with South Health Districts, Chronic Disease Prevention and Health Promotions
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Coordinator. This activity is necessary because of the prevalence of diabetes and the increased need for prevention and
detection.

C. Sustained Impact
There are many aspects of the Sweet Dreams program that will continue to benefit the community. This program has created a
collaboration of hospitals, doctors, school systems, public health workers, and other community leaders that will continue to work
together to improve healthcare in four rural South Georgia counties. The collaboration has opened the communication lines not
only between community agencies but across the county lines.

Sweet Dreams has purchased diabetic meters for patients that would otherwise not be able to afford them. Monitoring blood
glucose levels is a necessity for diabetes management. These meters will continue to serve the diabetics for many years. In
addition, the education that has been given to these diabetics will have a lifelong impact for helping them to manage their disease.
Many of the participants have made lifestyle changes that will not only improve their diabetes control, but will help to protect them
from other chronic diseases.

The curriculum that was developed for the self -management education will be available for public health nurses to continue to
work with patients diagnosed with diabetes. Staffs of the four health departments have been trained on the “Power to Prevent”
curriculum and materials are available for their use. In addition, the education that has been given to these diabetics will have a
lifelong impact for helping them to manage their disease. Many of the participants have made lifestyle changes that will not only
improve their diabetes control, but will help to protect them from other chronic diseases. Through community education programs,
Sweet Dreams has increased public awareness and knowledge of diabetes prevention and management.

New partnerships between the county health departments and the South Health District Family Nurse Practitioner, Nutritional
Service Director, Chronic Disease and Health Promotions Coordinator, Public Information Officer/Risk Communicator have been
established and will continue in effort to meet the needs of patients within the four counties.

_____PartVil:Implications for Other Communities

Since the inception of the grant, Sweet Dreams has been a collaborative effort by local hospitals, local health departments, local
physician offices, and other various community partners who have helped address the epidemic of diabetes. Community collaboration
has always been, and still is, an essential tool to the development of the program. It has helped increase community awareness of the
importance of preventing and early detection of type 2 diabetes in the counties we serve. Community collaboration has also assisted
with reducing the economic burden for type 2 diabetics; providing medications and diabetic supplies for low income participants.

The establishment of “Power to Prevent” classes is another essential tool that can benefit other communities. These classes offer
education about healthy eating and increasing physical activity in an effort to prevent type 2 diabetes in these high risk communities.
These classes also help participants improve their weight, body mass index, blood pressure, and hemoglobin A1C which is accessed
during the 8 week class series. In addition the materials for the “Power to Prevent” curriculum are easily accessible through the
National Diabetes Education Program and are easy to follow for facilitators in all communities throughout the United States.
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Georgia

Meadows Regional Medical Center

Grant Number D04RH23599

Grantee Organization Meadows Regional Medical Center

Organization Type Hospital

Address Community Wellness Department; 714-1 NW Broad St., Lyons, GA
30436

www.Meadowsregional.org

Regional Diabetes Outreach Program

Name: Nancy Stanley

Title: Community Wellness Department Director
Phone number: 912-524-4000 ext. 306

Fax number: 912-524-4004

Email address: nstanley@meadowsregional.org

Grantee organization website
Outreach grant project title
Project Director

Project Period

2012 -2015

Funding level for each budget period

May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization

Location
(town/county/state)

Organizational Type

*Southeast Regional Primary Care
Corporation

Vidalia, Toombs Co., Georgia

Primary and Specialty Care: RT Stanley
Rural Health Clinic

*Meadows Regional Medical Center
Community Wellness Dept.

Lyons, Toombs Co., Georgia

Non-profit 501c (3) Hospital

Toombs County Health Department

Lyons, Toombs Co., Georgia

Health Department

*Vidalia City Schools

Vidalia, Toombs Co., Georgia

Public City School System

Southeast Georgia Communities Project

Lyons, Toombs Co., Georgia

Non-profit 501c (3) focusing on
underserved Latino Population

*Mercy Medical Clinic

Lyons, Toombs Co., Georgia

Non-profit 501c (3) providing primary care
to the uninsured

Allergy and Asthma Clinic of Southeast GA

Vidalia, Toombs Co., Georgia

Primary Care Practice

Optometry Associates

Vidalia, Toombs Co., Georgia

Optometry Practice

Vidalia Recreation Department

Vidalia, Toombs Co., Georgia

City Recreation Department

Lyons Recreation Department

Lyons, Toombs Co., Georgia

City Recreation Department

Southeast Technical College

Vidalia, Toombs Co., Georgia

Area Technical College

Trane

Vidalia, Toombs Co, Georgia

Local manufacturing plant

Tattnall County Family Connections

Reidsville, Tattnall Co., Georgia

Multi-organization collaborative network
serving families

*Toombs County Family Connections

Vidalia, Toombs Co., Georgia

Multi-organization collaborative network
serving families

*Tri-County Family Connections

Mount Vernon, Montgomery, Georgia

Multi-organization Collaborative Network

Ideal Pharmacy

Lyons, Toombs Co, Georgia

Private Owned Pharmacy

*South Central Public Health Group

Dublin, Montgomery Co/Laurens Co,

District Health Department (South Central
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Georgia GA)
Registered Dietician Vidalia, Toombs Co., Georgia Meadows Regional Medical Center RD
*East Georgia Health Care Toombs, Tattnall, and Montgomery Local Federally Qualified Health Care
Counties. Swainsboro, Georgia Provider(FQHC)
Amy Roberson Vidalia, Montgomery Co., Georgia Consumer: Mother of Type 1 diabetic child
Part lll: Community Characteristics
A. Area

Diabetes outreach screening, education and clinical care services were provided for participants in Toombs, Tattnall, and
Montgomery Counties of Southeast Georgia. Fortunately with program growth, services were extended to serving people from a
12- county region.

B. Community description\
Our regional demographic characteristics are typical of similar rural areas. Poverty, illiteracy, low educational attainment, and
unemployment all contribute to the existing local economic distress. When a family in poverty is attempting to avoid homelessness
and bankruptcy, proper nutrition, decreasing stress levels, getting adequate exercise and even getting adequate health care, is
“low on the priority list”. Approximately one in every four (24%-27%) of our region’s residents are currently uninsured.

Lack of education is a major reason why local families do not have adequate health insurance coverage. The majority of
employment options available to someone who is not a high school graduate are entry level positions that either do not offer health
insurance or offer it at a price the worker cannot afford. Many local high school graduates who have not entered college are in the
same type of jobs.

Poverty seems to impact the most vulnerable residents in a community the hardest. Between 26%- 28% of our residents are
currently living below the poverty level. Moreover, 43%-46% of children, under 18 years of age, are currently living below the
poverty level in the service area. Much of this poverty is a result of single parent households and limited educational attainment
(Georgia KIDS COUNT, 2014). Compared to urban areas, rural areas experience a 17% higher diabetes prevalence rate. A 2010
CDC study projected that as many as one of three U.S. adults could have diabetes by 2050 if current trends continue. The Georgia
Department of Public Health 2012 Diabetes Burden Report indicated that between 2000 and 2010, diabetes prevalence among
Georgia adults increased significantly by 43 percent from 6.8% (395,808 adults) in 2000 to 9.7% (712,203 adults) in 2010. Nearly
two-thirds of Georgia counties are estimated to have diabetes prevalence among adults greater than 11.1% of which our target
counties are indicated also higher than the state rate of 15.3%. They include: Toombs County 24.9%, Tattnall County 25.6% and
Montgomery County (no rate available).

Diabetes is among the leading causes of preventable death. Poverty impacts the progression of this disease. It is not uncommon
for our rural diabetes patients to have difficulty affording glucose meter strips for routine glucose self- monitoring or to have
forgone screenings such as eye exams that are crucial to the detection of diabetes associated co-morbidities. These system level
barriers may exert a more profound effect on rural racial and ethnic minorities whose household incomes are 40-50% less than
that of rural white households and 50-60% less than suburban white households thereby contributing to existing racial and ethnic
disparities in diabetes prevalence and mortality.

C. Need
In 2003, due to an increase in incidence of diabetes within Toombs County, a graduate nursing student worked with Meadows
Regional Medical Center (MRMC) to perform a community wide diabetes education needs assessment. She surveyed 100
participants in the county. The survey indicated a strong need for a formal diabetes education program, assistance with medicines
and more information on nutrition and cooking. Given the increased rates of diabetes and the need for education, Meadows
Regional Medical Center successfully applied for a state grant to begin a comprehensive diabetes education program in the
community. However, as more education was provided, more needs were identified for improved access to medical care,
medications and diabetes supplies.

In 2011, regional secondary data continued to show high rates of poverty, limited education and disparity regarding health care
access. Our MRMC diabetes consortium decided to perform another community needs assessment with Mercy Medical Clinic
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patients in Vidalia, Georgia (This clinic serves low income, uninsured patients in a 16 county area): out of the patient population of
251 patients: 24.7% of the patients were treated for diabetes; of this total, 64.5 % participated in a diabetes self-management
program (DSME); 15.3% of the patients improved their A1C. Lifestyle changes that patients wanted to make and needed help with
were making healthier food choices, exercise, taking medications, and decreasing weight.

To promote health care equity and provide quality prevention initiatives, the consortium sought funding through the HRSA Rural
Health Outreach grant to develop a Clinical Care/ Diabetes Education program and has proved to successfully help patients learn
self management skills to lower their blood sugar, cholesterol, and blood pressure. However, patients continue to need assistance
learning how to make healthy food choices for weight loss. Our community classes were increased to help patients set goals for
life style change.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
The Meadows Regional Medical Center Diabetes Program utilizes evidence based research to support our Model of Care. Our
Diabetes Self management Education Program (DSME) is credentialed through the American Association of Diabetes Educators
(AADE) and utilizes the Healthy Interaction Conversation Maps for curriculum. These maps help our educator facilitate group
discussion and participants openly share issues regarding diabetes self management and develop solutions for their needs. A
series of four, 1 hour classes are provided in a clinical setting and then patients are encouraged to meet with their Advanced
Practice Nurse to discuss treatment options and needed changes. This type of care model is known as a Group Visit option and
helps patients receive integrated care, as well as, reduce costs for medical visits, time away from work and personal
responsibilities, and transportation barriers.

Patients that are at risk for diabetes or need ongoing support for weight loss and exercise are offered enrollment in the CDC-
Diabetes Prevention Program (DPP) that runs a course of 12 months. This curriculum provides peer support and encouragement
for participants to lose 7% of their body weight and increase activities for exercise at least 3 days a week for 30 minute intervals.
The DPP program is offered free in our target counties and is proving to be effective since peers of the same ethnicity motivate
each other to make healthy lifestyle changes and accomplish weight loss goals.

B. Description
The Meadows Diabetes Education Program uses a mix of DSME education in a clinical setting through group visits (clinical care
with same day class education); Group Education Classes and Individual Session classes at our Wellness Center and Community
Diabetes Prevention classes in community locations. The two clinical site locations are located at a rural health center and local
“free clinic.”

Mercy Medical Clinic (MMC) serves as the free clinic site; DSME is provided in group classes monthly using the Healthy
Interactions Conversation Map. Four classes are offered at 3 month intervals-preferably in the same timeline as patient blood work
was needed. After the educational session, the clients are scheduled for provider visits the same day, Individual sessions are
provided if clients cannot attend the class schedule, or if they have special circumstances which require one-on-one training.

RT Stanley Rural Health Center (RTSHC) serves as the second clinical site location; DSME is delivered in group classes. The
program is delivered in 2-2 hour training sessions at 3 month intervals. When possible, the clients are scheduled with an APRN
and the education is billed as a part of the provider visit. The majority of this clientele are insured with Medicaid, Medicare or
Private Insurance.

A third clinical site location was started at the Allergy and Asthma Center of Southeast Georgia. During year 1 we attempted
monthly group DSME with individual follow-up in three months. We provided education to patients of this clinic and their adjacent
Acute Care Clinic. The population was primarily Medicare and 3" party payers. The charge was $35 out of pocket for each
session. This location had limited attendance and we found that patients did not return for follow up sessions.

In year 2, due to poor participation, we decided to stop services at the Allergy and Asthma Center and move to the Meadows

Wellness Center to provide education services for patients seeing other regional health care providers in our area. Classes were
provided in group sessions, as well as, individually and continued to be a $35 out-of-pocket charge.
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In year 3, we transitioned to charging third party payers and moved to group DSME monthly with follow-up in group format to meet
Medicare guidelines. Individual education is provided under certain circumstances as outlined by Medicare.

In an effort to increase access to screening, education and diabetes care in Toombs, Tattnall, and Montgomery Counties, there
has been an ongoing media campaign to raise education level about Type 2 diabetes and the availability in the area for
educational services. We have used PSAs at a local radio station, the radio stations website, articles and ads in the local
newspaper, the local hospital’s intranet and e-mail, and informational flyers in pharmacies and primary care giver’s offices.
Multiple health fairs and educational programs have been accomplished in business and community settings to provide education
on Type 2 diabetes and provide further support educationally if needed.

In regards to promoting and strengthening healthy lifestyles through education, partnerships and access to medical care, we have
provided health fairs in all three counties. A1C/blood sugar screenings have been performed, as well as, the diabetes risk
assessment tool. Positive screens were referred to primary care and education was provided. Educational materials and display
boards were presented at the health fairs.

Regional Support Group

A regional support group has been ongoing throughout the three years. Weekly meetings are held at the Meadows Wellness
Center and are lead by a certified diabetic educator. Guest speakers are invited to share relevant topics with diabetic attendees.
Individuals participating in the DSME are encouraged to attend support group meetings. During year 3, additional monthly support
group meetings for diabetics or individuals at risk for diabetes have come together at the Mercy Medical Clinic. This group also has
guest speakers/ specialists with the focus on weight loss and healthy living. Individuals in the DSME at all sites are given the
opportunity to join the Mercy Medical Clinic group if desired.

Power to Prevent and National Diabetes Prevention Program- Healthy Lifestyles Community Program

During years 1 and 2, the “Power to Prevent” program was provided in a train-the-trainer format for church and community groups
in the three counties. The curriculum was difficult for group leaders to understand and had limited measures to evaluate participant
success. A transition to the national Diabetes Prevention Program (NDPP) was made in year 2 and 3. NDPP proved to be easier
to follow and used improved measures to evaluate participant exercise and weight loss achievement. The new community program
was offered at MMC with participants from all three service areas. One exception was a church group who had previously offered a
“Power to Prevent” class and was interested in the NDPP. This group was located in Montgomery County.

Regional Consortium

A regional diabetes consortium has been ongoing for the last seven years. Since our grant funding, it has gained partnerships with
local community leaders and businesses, as well as, providers of health care. It has expanded to serve as an advisory board for
the newly established Southeast Georgia Rural Community Network. This is a non-profit 501c (3) founded to advocate and provide
access to healthcare and education in the service area. The established network is actively pursuing 2 federally-funded grants to
increase access to integrated coordinated care for diabetics of our region.

Role of Consortium Partners
Our original consortium partners included:

o Southeast Regional Primary Care Corporation: Employs and manages primary care and specialty care practice
physicians and mid-level providers that offer medical care for the Meadows Regional Medical Center service area. This
corporation partners in the project to establish and maintain diabetes group education/medical visits for diabetic patients
that will obtain services at RT Stanley Health Center. A physician in the RT Stanley Health Center acts as a supervisor for
the APRN providing primary care to diabetics in the outreach grant. The providers act as referral sources for our Lifestyle
Change and DSME classes, and RT Stanley Health Center hosts DSME classes on a monthly basis with follow-up with
an APRN as a part of the group model referenced above.

e Meadows Regional Medical Center Community Wellness Department: The Community Wellness Department serves
as the lead partner in the Consortium. The Community Wellness Department has participated in providing financial and
administrative oversight of all program activities. This partner also facilitates Regional Consortium meetings.

e Toombs County Health Department: Serves as a public health advisor in guiding the consortium on strategic planning
for outreach programs to decrease gaps in education/service.
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¢ Vidalia City Schools: Partners with the program to identify families that will benefit from screening, education and
medical care; makes appropriate referrals to the program; serves the consortium in an advisory role to identify needs of
children and their families, as well as staff, within the Vidalia School System.

o Southeast Georgia Communities Project (SEGCP): SEGCP serves to advise the Consortium on the needs of the
Latino Community that live and work in the service area; assists with interpreter needs and community education
outreach programs when available.

e Mercy Medical Clinic: Partners to offer Group Visit Diabetes Education for their diabetes patients and provides primary
care for regional patients that are low income and uninsured. A subsidiary of the MMC, the Compassionate Care Dental
Clinic, provides low cost hygienist and dental care to diabetics that qualify financially.

e Allergy and Asthma Clinic of Southeast Georgia: A Local Private Practice, partnered to offer a Group Visit Diabetes
Education Site for the targeted region; their physician serves as Medical Advisor for the Regional Consortium.

e Optometry Associates: Private local optometry practice in Vidalia, Georgia. Serves as an advisor and accepts diabetic

referrals for eye care in the organized medical network.

New partners were added with growth of the Diabetes Program and the development of the Southeast Georgia Rural Community
Network. New partners include the following:

¢ Vidalia Recreation Department: Partners to host monthly lifestyle change classes and cooking and exercise classes as
needed.

¢ Lyons Recreation Department: Partners to host cooking classes as a part of the Lifestyle Change programs. In 2013,
they hosted a “Power to Prevent” diabetes walk that was a fundraiser sponsored by the consortium.

o Southeastern Technical College: Dental Hygiene School partners to provide low-cost dental hygiene and x-rays for
diabetic patients.

o Trane: local business interested in healthy lifestyle training for their employees. Hosted educational sessions about
diabetes at their facility.

o Tattnall County Family Connections: Partners to give advice on the needs of families in the Tattnall County area. Acts
as a liaison between Consortium and the Tattnall County School System. Assisted in the formation of focus groups for a
community assessment.

o Toombs County Family Connections: Partners to give advice on the needs of families in Toombs County. Acts as a
liaison between the consortium and Toombs County Schools. Assisted in the formation of focus groups for a community
assessment.

e Tri-County Family Connections: Partners to give advice on the needs of families in Montgomery, Wheeler and Treutlen
Counties. Hosts health fairs that have been attended by the MRMC Community Wellness Department. Assisted in the
formation of focus groups for a community assessment. Acts as a liaison between the consortium and the Montgomery
County School System.

o |deal Pharmacy: Partners to give advice on the needs for diabetes education and pharmaceutical changes in this time of
healthcare reform.

¢ South Central Health District: Partners to provide two health educators. One of these health educators has begun
training to provide DSME at a primary care practice in Dublin Georgia (Laurens County); provided assistance in the
distribution and analyzing of the community assessment.

o East Georgia Health Care: Partners with MMC to provide the Compassionate Care Dental Clinic for diabetics. Assisted
with and provided fundraising efforts for the “Power to Prevent” Walk; serves as a referral source for DSME.

o Local Consumer: Partnered with Consortium to assist with “Power to Prevent” Walk in publicity, fundraising, and
recruitment. As an officer in the Parent/ Teacher Organization, the representative acts as a liaison with the Vidalia City
Schools. As an active member of the American Diabetes Association, acts as a liaison with that group. As the mother of
a type 1 diabetic child, acts as a consumer advisor for needs of diabetics and their families in the community.

Part V: Outcomes

A. Outcomes and Evaluation Findings
During the grant period, 177 patients participated at MMC and RT Stanley Health Center clinical site locations; 51 patients
participated at the Asthmas and Allergy Clinic site for a total of 228 patients during the 3 year grant period.
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An estimated 700,000 connections were made through local radio spots and another 126,000 hits through the radio station’s
website. Program publicity was also accomplished through flyers at multiple providers’ offices and pharmacies and flyers given out
at health fairs and community events. Events were publicized through MRMC’s website and e-mail. The local newspaper also ran
several advertisements and did articles on the community outreach programs.

At least 8 health fairs and 10 community programs were completed reaching at least 2,000 individuals in the tri-county area. Blood
sugar and Diabetes Risk screens were performed and 100% of those who had abnormal screens were linked to care.

The regional support group at Meadows Wellness Center met a total of 105 times and served 215 individuals. The post-core
lifestyle group at MMC met 9 times in 2014/2015 and served 30 individuals; 245 diabetics participated in support group meetings.

Our community education classes served over 60 participants and had slow participation due to limited ability to find volunteer
“train the trainer” leaders in the first year. However, in year 2 and 3, participation increased with the transition to the NDPP
program which seemed to be more user- friendly and peer oriented.

Five community classes completed Power to Prevent (Toombs-3, Montgomery-1, Tattnall-1), and 4 classes completed NDPP. For
the NDPP, one class was held in Montgomery County in a church and 4 classes were held at MMC. The classes at MMC were in
Toombs County but included individuals from all 3 counties. A group home from Tattnall County transported 5 individuals for
classes to MMC and has remained involved in the support group; 80.0% demonstrated pre/post program knowledge gained.

Participants that completed the DSME programs showed significant reduction in their A1C measure; 66.6% improved their A1C;
45.6% decreased their A1C to 7.0 or below. Patients enrolled in the clinical site programs also showed reduction in blood pressure
and cholesterol measures; 52.2% of patients with elevated BP lowered their levels, 17.4% lowered levels <120/80; 82.8% of
participants with elevated cholesterol lowered their levels, 58.6% brought their cholesterols into a healthy range.

In 2013 and 2014, the Regional Consortium had three quarterly meetings yearly and representatives from a six- county region
were documented. The Regional Consortium has expanded from the original 8 members to 20 members strong. Although still
weak in the area of local government leaders, representatives from public health, business, educators, philanthropy, non-profits,
community development and health care participate in advising and planning for the Southeast Georgia Rural Community Network
activities. Family Connections representatives from all 3 counties add a unique perspective regarding the needs of diabetic
families in our area.

A regional community assessment was performed in 2014; 150 surveys available in both English and Spanish were distributed in
each target county with a 30% return rate. This was followed-up with both focus groups and town hall meetings. The data was
processed and several areas of concern were evident throughout the service area. Access to affordable medical and dental care,
Spanish- speaking interpreter services in healthcare, Alzheimer support groups, teen pregnancy counseling and support, obesity
programs and exercise support, transportation to all of the above, and support for single parent families were common themes.

Contacts with the Magnolia Coastlands Area Health Education Center have been made to start the process of planning a
conference or a series of webinars that will award continuing education credit for health professionals in 2016/2017. This
opportunity will help regional providers stay apprised of the changes in diabetes standards of care and new pharmaceutical
recommendations.

Diabetes educators have offered teacher trainings in a local primary school and a regional school serving children with autism or
behavior order disabilities to help serve the needs of individual diabetic students requiring extra care.

Recognition

The Meadows Wellness Center Diabetes Education Program (our DSME program) successfully completed an audit by the
American Association of Diabetes Educators (AADE) in 2014 and maintains their accreditation. Project funding has allowed for our
Diabetes Educator to obtain credentialing for the CDC Diabetes Prevention Program. Our educator will continue to provide DPP
training as well as “Train the Trainer” programs in the future.

The project has also developed a strong medical network infrastructure through the partnerships of the Georgia Light House
Foundation (eye care), Compassionate Care Dental Clinic and Mercy Medical Clinic. Outreach activities are promoting awareness
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regarding the need for prevention screening and early care. A specialty care network has been organized to improve access to
care for the insured and uninsured of the target region. The program is serving a large region of Southeast Georgia with
documented participation of people from 12 counties. Telemedicine and an expanded integrated care coordination program for
complex diabetics are being pursued in the near future.

Part VI: Challenges & Innovative Solutions

We have seen an evolution in our DSME program; although the initial program at Mercy Medical Clinic has been successful and
has remained essentially unchanged. Our sites that produce revenue have been in flux. As the needs for DSME for multiple
providers became evident, a change was made to the Meadows Wellness Center hosting the education. A charge of $35 could not
maintain a sustainable program. Patients also verbalized the desire to have their insurance leveraged. MRMC agreed to assist with
billing insurance and this is essential in maintaining sustainability. As Medicare guidelines were explored, a move from some
individual education to almost exclusive group education has occurred.

The site at RT Stanley Health Center was blessed with many physician referrals, but consistent patient “no shows” for education.
Multiple strategies were attempted including immediate scheduling by the staff at the clinic, reminder phone calls, and letters to the
patient’s residence, with very little success. Those who did come often had been recently seen by their provider, so no primary
care visits were required. During the course of the grant, Medicare changed their guidelines and rural health centers became
unable to charge for education services. Without a provider visit by our advanced practice nurse (APRN), we were unable to
reimburse any of our costs. In addition to the patient barriers, this practice underwent a change in electronic medical record
keeping which required the staff to be unable to assist with any of the needs of the DSME program. Because of these roadblocks,
we scaled back our efforts at the RT Stanley Health Center and put our resources in other parts of our program, while still
maintaining a weekly presence at the health center. Our present efforts focus on identifying the patients wanting to be educated by
their response to flyers in the practice. They are either scheduled at the clinic site as a group visit (education and provider visitor)
or at the MWC for a 4 hour class and insurance coverage is billed for services. We have also lowered our expectations and require
only one follow-up appointment for education, rather than following for three more classes.

Our community lifestyle change classes have also undergone some change. Initially, we adopted the CDC'’s “Power to Prevent”
program. This program was easy to implement and several area churches were able to send leaders to be trained and complete
the program. A common theme expressed was the excess of paperwork for the participants to complete on an almost weekly
basis, with very little return on the investment. No clinical measures were assessed in the program. The difficulty of making
changes in eating and exercise habits for a lifetime became glaringly obvious, and we felt we needed a stronger program with
more commitment. Our diabetes educator attended the NDPP training in Atlanta offered before the Peer Learning Seminar in
Atlanta, 2013. We felt this program would meet the needs of our community and began transitioning to that program in January,
2014. Although still run by volunteer leaders, a need for a stronger interest and commitment from the leaders, as well as, training,
has caused most of the classes to be performed at MMC to give the volunteers more access to health care providers. As more
classes are graduating, the leadership team is slowly expanding. We are committed to slower growth into the community than
originally expected, but long term results that will impact the health of our community as a whole.

The Regional Support Group was very successful initially with new participants and multiple outside speakers. This group has not
continued to attract new members and new speakers have not been recruited to expand the knowledge of the group. The post-
core monthly meetings of the NDPP have been opened to participants of the DSME program to add another option for support of
healthy lifestyle. This program is bringing in specialists in healthy lifestyle as guest speakers and meets during the day which gives
participants more options for support.

Part VII: Sustainability

A. Structure
The Consortium has successfully completed a five- year strategic plan for growth and is also serving as an Advisory group for the
Southeast Georgia Rural Community Network that has been organized to perform regional community assessments and
design/plan community programs of need.
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B. On-going Projects and Activities/Services To Be Provided.
__X__All elements of the program will be sustained
____Some parts of the program will be sustained
____None of the elements of the program will be sustained

All elements of the program will be sustained. We will continue to provide group education visits and DSME at two clinical sites.
The Advanced Practice Nurse will work in partnership with the diabetes educator to bill for clinical services at the same time that
diabetes education is provided when possible. This revenue will help to sustain staff. An agreement with the RT Stanley Rural
Health Center will allow for the diabetes program to obtain a percentage of the revenue generated from the clinical bill. DSME at
the Meadows Wellness Center will bill third party insurance for group education classes and continue to offer classes monthly.
With increased patient participation in the Meadows Wellness Center DSME program, weekly classes may be offered in the future.

The Community DPP program will continue to offer four sessions yearly at the Mercy Medical Clinic. The program will receive
support for continuation through the MRMC Community Wellness Department and will also utilize volunteer instructors in the
community. However, due to limited staff availability, outreach screening programs will continue on limited requests. We will seek
funding to provide these services through the Southeast Georgia Rural Community Network and Meadows Regional Medical
Center.

The Regional Consortium will continue to meet “face to face” quarterly and discuss program outcomes and quality measures for
continued success. A sustainability plan with a detailed budget has been developed to support all activities and financial
management of the MRMC Diabetes Education Program.

C. Sustained Impact
The DSME/clinical programs have proven effective in lowering participant A1C post program. DSME followed by participation in
the Community Diabetes Prevention program will serve as a new model of care for diabetes education and ongoing community
support in our region.

The expansion and strength of the Regional Consortium has allowed for interdisciplinary partnerships in the community. These
partnerships are increasing our capacity to develop specialty care networks, integrated care coordination programs and secure
infrastructure to apply for future state, federal and foundation grants to expand wellness initiatives. The Regional Consortium will
also function to perform ongoing comprehensive community assessments to identify resources and needs in the community. This
information will be utilized to strategically plan, design, implement and evaluate future wellness programs and initiatives. Well
planned programs will impact quality health care by decreasing health disparity, integrating care to reduce costs and ultimately
improve patient quality of life.

Part VIII: Implications for Other Communities

This grant opportunity allowed us to expand a local diabetes collaborative into a Regional Wellness Consortium and increase
diabetes care and education for a 12- county region. We gained knowledge in assessing regional community needs and
strategically planning community programs that could be sustained for the future. We realize that education alone sometimes is not
enough to make a difference in improving outcomes; diabetic patients also have to have clinical care support and resources for
treatment and medication to truly impact health outcomes. Network Partnerships are vital to address community needs and
barriers and we learned how to form strong partnerships with business, education, health care, government, public health,
consumers, community development and non-profit organizations in our target communities.

We strongly suggest “Rural Communities” develop formal networks to strategically plan for outreach programs. Also, incorporation
of a comprehensive community needs assessment will help to prioritize needs/issues in the planning process.

A strong work plan needs to incorporate flexibility since many times pilot programs need to be evaluated early and continually
changed when activities prove to be ineffective in moving the project forward to meet goals and objectives. Evaluation measures
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are also important in helping to assess program viability and expansion. New programs should have a strong idea of what
outcomes they want to achieve and a consistent way to measure their success in achieving outcomes.

We were fortunate to have outreach programs that provided clinical care, community education and outreach support. A mix of all
three components is ideal when addressing community needs. Moving forward, we see a need to improve endocrinology specialty
care and mental health counseling. Our community assessment and pilot program activities helped to move our consortium in the
direction of seeking telemedicine resources.
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Idaho

St. Mary's Hospital

Part I: Organizational Information

Grant Number D04RH23615

Grantee Organization St. Mary's Hospital

Organization Type Critical access hospital

Address 701 Lewiston St., P.O. Box 137, Cottonwood, ID 83522-0137
Grantee organization website www.smh-cvhc.org

Outreach grant project title Medical Home Plus project

Project Director Name: Pam McBride

Title: Chief Grants and Strategy Officer
Phone number: 208-816-0794

Fax number: 208-476-5385

Email address: pam.mcbride@smh-cvhc.org
Project Period 2012 -2015

Funding level for each budget period May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)
*St. Mary's Hospital Cottonwood, Idaho, Idaho Critical access hospital
* Clearwater Valley Hospital Orofino, Clearwater, Idaho Critical access hospital
*Public Health — Idaho North Central Lewiston, Nez Perce, ldaho Public health district
District
*NiMiiPuu Health Lapwai, Nez Perce, Idaho Tribal health
*Saint Alphonsus Regional Medical Center | Boise, Ada, Idaho Tertiary care center
St. Joseph Regional Medical Center Lewiston, Nez Perce, Idaho Tertiary care center
*Human Needs Council Grangeville, Idaho, Idaho Social service and health agencies
*Clearwater County Human Needs Council | Orofino, Clearwater, Idaho Social service and health agencies
Snake River Community Clinic Lewiston, Nez Perce, Idaho Urban free clinic
Kootenai Medical Center Coeur d'Alene, Kootenai, Idaho Tertiary care center
Syringa General Hospital Grangeville, Idaho, Idaho Critical access hospital
. Partlll Community Characteristics
A. Area

The Medical Home Plus project served three counties in frontier north-central Idaho: Clearwater, Idaho, and Lewis Counties.

B. Community description
St. Mary's Hospital and its partner, Clearwater Valley Hospital and Clinics, serve about 28,000 people in three counties of frontier
north-central Idaho, including parts of the Nez Perce Indian Reservation. Clearwater, Lewis, and Idaho Counties are larger than
Maryland and Delaware combined, but have only one stoplight, poor local economies, and limited medical resources. Residents of
these counties are older and poorer than average, have high rates of suicide and stroke death, and are at increased risk for
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diabetes and other chronic conditions. The area has a high suicide rate in the state with one of the highest suicide rates in the
nation. Compared with many other states, residents face significant barriers to receiving preventive care services due to
challenges of poverty and being in the state with the lowest rate of physicians per capita in the nation.

C. Need
The communities served by this project are extremely rural. The Idaho clinics in this proposal serve three frontier counties with an
average population density of 2.4 people per square mile. Current “rural” designation is population density of less than 100
people/square mile. Residents of these communities face geographical challenges which relate to health care challenges. They
are located an hour or more away from the closest large hospital that offers trained specialists and full service emergency care.
Many social services are also located an hour or more away, and there is only one public transportation route that covers part of
the service area. Cottonwood and Grangeville have no public transportation connecting residents to the service, retail and medical
hub of the region. Goals, objectives, and activities for the Medical Home Plus project were chosen to impact areas of highest
medical need in the community: diabetes, depression, and stroke risk due to hypertension. The more intensive management
resources offered by the collaborative care model addressed service area needs related to poverty, age, and isolation.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
The Medical Home Plus project aimed to connect frontier residents with concerned primary care providers, active nurse case
managers, and integrated community resource workers. The project used the evidence-based practice of the collaborative care
model embedded within the promising practice of the medical home model. The collaborative care model of adding a nurse case
manager to the primary care team was modified so that nurses managed patients with multiple chronic diseases, rather than
focusing on a single disease state. In addition, referral coordinators were added to coordinate community and specialist
resources. The expected outcome was improved community health, measured by increases in diabetics with controlled blood
sugar, patients with controlled hypertension, and increased depression screening rates.

B. Description
Grant activities took place at three primary care clinics that are managed by two different critical access hospitals. The main grant
activities were to establish positions of nurse case managers and community referral coordinators.

Nurse case managers served high-risk patients with multiple concurrent chronic conditions. They began by serving patients who
had simultaneous diagnoses of diabetes, cardiovascular disease, depression, and chronic pain. These conditions were chosen to
meet the community’s highest needs, as determined by a community health needs assessment and validated with input from
primary care providers.

The nurse case managers worked as team members in the patient-centered medical home. They created a patient registry,
reviewed care goals with providers, and contacted patients. They then determined patients’ health goals, discussed barriers,
identified solutions, and monitored progress. Nurse case managers helped encourage patients to get needed diagnostic testing,
uncovered issues with medication management, helped arrange transportation to appointments, and dealt with issues stemming
from social isolation and poverty.

The case managers were assisted by community referral coordinators. A community referral coordinator was hired at each of two
critical access hospitals. They maintained an online database of community resources covering areas as varied as transportation,
mental health resources, substance abuse counselors, housing, energy assistance, and weight loss. Case managers sent service
requests to the community referral coordinators. They identified appropriate resources, made appointments, and tracked
completion of appointments. The community referral coordinators also received requests from the rest of the primary care team.
They helped track specialist referrals, appointments, and results. Their efforts greatly enhanced access to care and were a vital
part of coordinating care.

These positions were new within the organization, so policies, referral protocols, and evaluation processes were created for both
nurse case managers and community referral coordinators.

C. Role of Consortium Partners

Consortium partners included public health, Tribal health, social service agencies, critical access hospitals, and primary care
providers from three counties. Project activities were developed from multiple discussions with key informants from all project
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partners. Partners provided services to patients in the target population and regularly discussed how to improve communication
between systems. Partners also met regularly during implementation to review project progress and identify opportunities for
coordinated action.

One example of coordinated action is the online community resource database. Two different Human Needs Councils had created
paper versions of community resources. The Human Needs Councils are networking groups for social service, faith-based, and
health organizations within each county. They operate on tiny budgets, and printing the directories was a big part of their budgets.
The hospitals had also compiled different resource lists in the course of activities like discharge planning and the community health
needs assessment process. Discussions during grant activities led all partners to pool their resources and create a shared on-line
directory. Itis regularly reviewed at the Human Needs Councils, then updated online by hospital community referral coordinators.
It is hosted on the hospitals’ websites and freely available to all.

Initially, each hospital conducted an individual community health needs assessment. As the grant progressed, a joint community
health needs assessment was conducted with two Public Health agencies, 10 counties, and multiple health providers. Out of this
needs assessment process, a community-wide action plan was developed and implemented which included key elements (e.g.,
obesity, diabetes, and mental health) that aligned with the Outreach grant project.

Part V: Outcomes

A. Outcomes and Evaluation Findings
One key objective of the Medical Home Plus project was to provide intensive, proactive medical management for 380 high-risk
patients during the 3-year project period. To date, 3 nurse case managers have provided services to 255 patients. For patients
who have received case management services, 65% have controlled blood sugar, 79% have controlled blood pressure, and 78%
have been screened for depression. This compares favorably to the general population. For general patients of Clearwater Valley
and St. Mary's Hospitals and Clinics, 64% have controlled blood sugar, 73% have controlled blood pressure, and 22% have been
screened for depression.

Depression screening used a simple tool with profound results. All nurse case managers have uncovered patients who were
actively contemplating suicide, unbeknownst to their families or care teams. All received referrals to mental health resources and
are currently leading more satisfying lives.

Over the course of the project period, hospital readmission rates at St. Mary's Hospital have been lowered by about 4% since July
2012. Hospital readmission rates at Clearwater Valley Hospital have decreased by about 1% during that same time period.

A second project objective was to create a system to engage community resources for population health that is sustainable by
year three of the project period. Almost 6,000 patients have received more than 11,000 referrals during the project period. Of that
number, 351 have been community referrals. Community referrals are those provided by consortium partners. They include
transportation, infant toddler program, housing, legal aid, clothing, food, utilities, parenting classes, alcohol treatment,
domestic/child abuse resources, employment training, diabetes prevention program, support groups for medical illness or
parenting support, life line health alert, home care, and Weight Watchers programs. Very few of the community referrals would
have been made before this project was funded. None of the 11,000 referrals would have been managed consistently.

Community referral coordinators or case managers also regularly attend county-wide human needs councils. These councils exist
to spread awareness of community resources and connect consumers in need to health and social services. Regular attendance
by these hospital/clinic staff sustains the engagement with community resources that this project began.

Systemic changes have also been made to sustain better communication. Five processes have been adopted for shared
communication of patient information with St. Joseph Regional Medical Center, NiMiiPuu Health, insurance companies, mental
health providers, and human needs councils.

B. Recognition
Clinics of Clearwater Valley and St. Mary's Hospitals and Clinics were able to participate in a state pilot on payment reform for
patient-centered medical home. The state pilot emphasized the nurse case management services made possible through this
grant. Those clinics recently received certification by NCQA as Level 3 patient-centered medical homes, the highest level
awarded.
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Thanks to a referral from federal ORHP leadership, the hospital was recently contacted by CMS to share ideas for their new
program, the Transforming Clinical Practice Initiative. As a result of this grant's emphasis on depression screening, more patients
are referred to the telepsychiatry program at Clearwater Valley and St. Mary's Hospitals and Clinics. This program was recently
honored as the national winner of the Premier Cares award for innovative programming for the medically underserved.

The initial success of the grant's nurse case management program led project hospitals to pilot a program to spread case
management services to the Emergency Department, That pilot was just awarded a statewide Award of Excellence in Health Care
Quality by Qualis Health, the CMS regional quality improvement organization.

Part VI: Challenges & Innovative Solutions

Case management and referral coordination services were adopted readily by our hospitals and clinics. The integration went much
more smoothly than we expected. We've been analyzing that success, and we think we have an idea of the factors that promoted
successful implementation. One was to listen to doctors’ needs and frustrations, and emphasize how those positions would meet their
needs. In other words, we “marketed” or communicated our services differently to different target audiences. A service that makes
wonderful sense from a public health or long-term care perspective, for example, needs to be tied to clinical care quality indicators to
get physician and staff buy-in.

One of the challenges we experienced was in reaching the target number of patients for case management services. By participating
in a learning collaborative with other case managers, we learned that our target was too high for the high-risk population we were trying
to serve. We also acquired some tools for managing this population, such as triaging participants based on the frequency with which
they needed to be contacted, then color-coding files based on that level.

Another solution to the perceived challenge of underperformance lies in data analysis. Early in the project, we looked at all our
indicators in aggregate. Once we broke them down by site, we could identify differences in implementation patterns that helped us see
best practices. The site-specific indicators were a useful tool for encouraging under-performers to ramp up their efforts. For example,
they pointed out differences between case loads and documentation of nurse case managers at each site.

Part VII: Sustainability

A. Structure
Most existing partners are continuing in the coalition. The one exception is the Idaho Primary Care Association. They are
concentrating on activities in more southern regions of the state. In addition to existing partners, two larger referral hospitals,
another critical access hospital, and a free clinic have joined our network discussions. New partners are all part of the care
continuum for health care in the tri-county service region.

B. On-going Projects and Activities/Services To Be Provided
__X_All elements of the program will be sustained
____Some parts of the program will be sustained
____None of the elements of the program will be sustained

All program activities established under the Medical Home Plus Project will continue beyond grant funding. St. Mary's Hospital and
Clearwater Valley Hospital have agreed to support the case manager and community referral coordinators positions using hospital
operating expenses. In fact, a third case manager has already been added to meet the needs of the outlying clinic populations at
St. Mary's Hospital. St. Mary's Hospital operates 6 primary care clinics covering a service area about the size of Delaware. The
additional case manager position demonstrates physician and administrative acceptance of the program’s value.

The Human Needs Councils will continue to operate on-going communication channels. Suggestions for improved workflows or
additional services will flow through existing agency channels. For the hospitals, for example, the community referral coordinators
attend the Human Needs Council meetings. They answer questions from other agencies, or follow through to obtain needed help.
When other agencies have service improvement suggestions, the referral coordinators bring the suggestions back to their
supervisors. Supervisors (managers) pursue appropriate actions.
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One issue that arose from the Human Needs Council will help sustain access to care beyond the project period. In just the first
few months of the project, barriers to care were reduced when welfare staff realized that clinics provided sliding-fee services for
patients without insurance. Although that has always been the policy of hospital clinics, misinformation had become established in
various agencies. Agencies now realize uninsured patients can establish care at our clinics. Hospital staff have been reminded of
appropriate ways to admit and schedule new patients. These processes will continue to enhance access beyond the grant funding
period.

In similar fashion, we have worked on communication between mental health providers and hospital/clinic facilities. There was a
large reluctance from mental health providers to share any type of information with our facilities. Through education and continued
communication, we are now receiving notification that our patients have kept or missed mental health appointments. Those
processes Wwill be sustained after the funding period ends.

The strategic plan which was a deliverable for Outreach grant activities is continuing via shared action planning in the region.
Public Health — Idaho North Central District is spearheading a 10-county action plan to sustain communication between all
hospitals and two public health agencies. Focus areas include diabetes prevention, obesity, and mental health.

C. Sustained Impact
The Medical Home Plus project has achieved multiple examples of sustained impacts. They can be broadly categorized into new
ways of serving and new capacity created.

New ways of serving

o Discharge instructions are now shared between facilities. This results in enhanced care coordination and should lead to
improved clinical quality indicators.

¢ Assigning dedicated staff to attend regular meetings of area human needs councils results in fewer silos and better
communication between agencies. A good example of how this results in sustained impact is making social service
agencies aware of hospital and clinic financial assistance policies, who can then share that information with their clients.
Removing perceived barriers to care results in increased access to primary care services for low income residents.

o Afield has been created for community resources in the clinic electronic medical record. This will allow future tracking
and management of community resource referrals.

e Protocols have been established for referring patients to nurse case managers and for mental health services. This
results in enhanced care coordination and should lead to improved clinical quality indicators.

o Technical assistance has facilitated leadership development and better alignment between physicians and senior leaders
to sustain changes beyond the funding period.

New capacity created
Two types of positions— nurse case managers and community referral coordinators — did not exist before this grant funding. Both
will be continued after the grant funding ends. These positions are crucial parts of the patient-centered medical home team.

An electronic community resource directory has been created. St. Mary's Hospital and Clearwater Valley Hospital host the
directory on their joint web site and provide it as a freely available resource for the community. A process has been established for
monitoring and updating the resource directory through the Human Needs Councils. The Councils request regular updates from
their members, aggregate the changes, and then send the information to the hospital for electronic updates.

Part VIII: Implications for Other Communities

We developed a dashboard for project progress that included multiple indicators in one view. This was useful for managing multiple
efforts and demonstrated the breadth of impact of project activities. One tool we discovered was pairing stories with data analysis.
When we used a story to illustrate an outcome — whether at the patient or the agency level — it generated more discussion, evaluation,
and follow-up activities than just using data on a run chart.

Another lesson we've learned that has implications for other communities is that competition is healthy. Early in the project, we looked
at all our indicators in aggregate. Once we broke them down by site, we could identify differences in implementation patterns that
helped us see best practices and motivate sites to increase their efforts. Nurse case managers at different sites identified differences in
the ways they were introducing patients to the program, in the level of help they were providing, and in the time they were devoting to
different patients.
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Indiana

Indiana Rural Health Association

Part I: Organizational Information

Grant Number D04RH23583
Grantee Organization Indiana Rural Health Association

| Organization Type Non-profit, state rural health association
Address 7214 W 940 S, Rosedale, IN 47874-7134
Grantee organization website www.indianaruralhealth.org
Outreach grant project title Noble County Outreach Project
Project Director Name: Dana Stidham

Title: NCOP Project Director-RHC Program Coordinator
Phone number: 812-342-6482

Fax number: 812-232-8602

Email address: dstidham@indianarha.org

Project Period 2012- 2015

Funding level for each budget period May 2012 to April 2013: $149,319

May 2013 to April 2014: $143,348

May 2014 to April 2015: $123,381

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)
*Central Noble Community School Albion, IN School
Corporation
*Parkview Noble Hospital Kendallville, IN Hospital
*Neighborhood Health Clinic Fort Wayne, IN FQHC
*East Noble School Corporation Kendallville, IN School
*Covering Kids and Families (CKF) South Bend, IN Non-profit statewide organization
*Indiana Rural Health Assoc. (IRHA) Terre Haute and Rosedale, IN Non-profit statewide rural health organization
*Community Action of NE IN (CANI) Fort Wayne, IN Non-profit organization
*About Special Kids (ASK) Indianapolis, IN Non-profit organization
*West Noble School Corporation Ligonier, IN School
*Smith Green Community Schools Churubusco, IN School
A. Area
Service area is Noble County and upper corner of Whitley County in northeast Indiana.One of the four school corporations serves
Whitley and Noble Counties.

B. Community description
Noble County is rural with a total population of 47,570 (2013). The majority is white: 88% are white, 10% Hispanic, 1% more than
one race, and 0.7% Black. A primary community factor is poverty: 14.2% of residents were living below the poverty level. The
percent of children receiving free lunch is 41.4% and 11.2% are in the reduced lunch program. These are higher than the state’s
rates. At the beginning of the program, the per capita income for the county was $21,889 and median family income was $47,117,
which are lower than those for the state.’('Quickfacts.census.gov)
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C. Need
Many parents do not have health insurance. Lack of insurance is stressful for families because they know that a large medical bill
could lead to unaffordable debt and even bankruptcy. Families struggling financially cannot afford health insurance, which is a
major barrier for them to access health care. Their inability to pay for their care risks the stability of health care providers and
ultimately, increases costs of services for all. Uninsured families usually do not have a medical home; therefore they miss out on
preventive health care screenings, continuity of care, and childhood developmental assessments. Noble County ranked 5tout of
92 counties in Indiana for highest percentage of uninsured children. Poor health affects children’s ability to work and perform well
in school. Finally, health literacy, food insecurity and risky health behaviors, such as smoking and obesity, can be addressed by
the medical home.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
1. 100% Campaign, established by the Children’s Defense Fund of Texas
Our project replicated many practices from the 100% Campaign model. Community Action of NE IN (CANI) — Covering Kids
and Families (CKF) staff met with each school superintendent to describe the Noble County Outreach Project (NCOP) and
discuss all aspects of the 100% Campaign. To confirm their support, each superintendent signed an MOU. The Outreach
Enroliment Specialist carried out most of the100% Campaign Activities which included:

a) Determine insurance status of all children in school by adding two questions to students’ annual registration
forms: insurance status and permission to release contact information. Questions were also on the athletic
departments’ emergency contact cards. Nurses and coaches collected the contact information for the uninsured
and passed it along to the outreach enroliment specialist.

b) Present brief outreach presentations about the value of health insurance to parents at all sports concussion
meetings; and fall, winter and spring sports. Similar presentations were given to the athletic department and
school staff.

c) Display public health insurance materials in gyms and concession stands, e.g. flyers and posters with an athletic
theme.

d) Include public health insurance outreach flyers with free and reduced lunch applications sent home to parents.

e) Provide monthly articles for school newsletters. School nurses submitted them to the school newspaper.

f)  Place the 100% Campaign link and logo on the school’'s website for parents to access more information.

g) Meet with the school nurses, periodically, to assess and improve outreach and referral strategies.

h) Exhibit at Back-To-School Registration activities, Kindergarten Round-Up and other school events.

2. Badger Care School Outreach Toolbox, initially developed by Wisconsin Covering Kids and Families, was the model used to
design the Indiana Healthcare Toolbox (www.indianahealthcaretoolbox.org). It is a resource with drawers labeled:

For Families and Professionals:
o Descriptions of Indiana’s Public Health Insurance Plans
o Covered Services and Eligibility Overview
o0 Informational videos for visitors with reading disabilities and low literacy
0 How to Apply
o FAQs
o Overview of Marketplace Insurance and website links

For Professionals and Outreach Strategies
o |dentifying uninsured kids through schools
e Planning outreach strategies through: school registration forms, free and reduced lunch program, mobile dental
clinic, school outreach activities, materials to customize and download
o Tips on Retaining Health Insurance
Statistics and Data

B. Description

Strategies and activities of this Outreach grant included:
o Development of a Consortium, Strategic and Sustainability Plans.
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e  Hired full time Outreach Enroliment Specialist (OES) certified as a Federal and State Navigator.This person worked
closely with the schools, WIC clinic, Parkview Noble Hospital, other community agencies and businesses. Additionally,
the OES offered free education, outreach and enrollment throughout the community.

e Customized and developed new outreach materials and activities for the 100% Campaign.

o Designed the publicly available Indiana Healthcare Toolbox website, which is a repository of resources for other
communities to use to replicate the project. Content was designed to help consumers determine what enrollment and
healthcare options may be available to them. All materials are available in English and Spanish. Short videos provide
information to consumers with visual or literacy challenges. (www.indianahealthcaretoolbox.org)

o Trained consortium members and others on how to use the toolbox.

o Designed and distributed outreach materials: posters, flyers, video, newspaper ads, etc. These were added to the
Toolbox for future use.

o Promoted the value of medical homes in presentations, handouts and during consumers’ application session. Each
applicant received a health care Enroliment Folder with coverage information and a magnet to remindthem when to
recertify their plan.

o Developed a one page flyer highlighting each of the three Managed Care Medicaid Plans to help applicants select a plan
during the application process. This expedited the application process and improved their chances for assignment to their
preferred provider.

e Reached out to the primary care providers to increase Medicaid panels and recruit more providers.

o Created a GIS map to reflect provider coverage, poverty levels and ethnicity for the county.

Developed a tracking system for recertifications. This was reinvented each time the state changed their process. As of
2015, the state initiated a system to determine eligibility and automatically recertify Medicaid recipients.

o Mitigated coverage gaps. The project:

0 Utilized hard copy mail, email, texting, and social media to remind Medicaid recipients to recertify before their
coverage lapsed.

0 Designed a magnet with information families would need to update their case with the state. Magnets were
customized with their recertification date.

o0 Developed other outreach and communication materials including ads to educate families about the importance
of timely recertification and steps to recertify.

o Distributed outreach materials to families through the schools, Neighborhood Health Clinics’ WIC Clinic and
provider practices.

o When private Marketplace Plans became available, the project added them as options for coverage along with the public
Medicaid and Healthy Indiana Plan (HIP).

C. Role of Consortium Partners
Consortium members attended the initial planning meeting for the grant proposal. Each participated in at least one workgroup:
o Medicaid Expansion — Parkview Hospital and primary care
o Toolbox Development — CKF, ASK, IRHA, CANI
o  Outreach and Education — Schools, WIC clinic, CANI, IRHA
e Evaluation — ASPIN*, CANI and IRHA

Consortium members also participated in a SWOT analysis. Using those observations and ideas, representatives from CANI-CKF
and the project director from IRHA identified revisions for the Strategic Plan. Ultimately, all consortium members participated in the
development of the Sustainability Plan.

CANI-CKF hired the outreach enroliment specialist who performed direct outreach, education and enrollment activities throughout
the county. CANI provided direct supervision of local activities.

IRHA participated in all aspects of the grant and ensured completion of activities and submissions of all HRSA reports.

*ASPIN, external evaluator for IRHA.
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Part V: Outcomes

A. Outcomes and Evaluation Findings
Overarching Goals:
1. Increase the number of insured children and adults in Noble County.
e Over 600 individuals enrolled in health insurance in rural Noble County during the three years of the project. The
goal was 450.

o Outreach flyers, yard signs, posters, business cards and newspaper ads:
o Yearone 11,841
0 Yeartwo 38,591
0 Yearthree 44,795

e  Outreach through movie videos at the local theater. Videos played along with other community ads and movie
trailers at the local theater. They ran for 26 weeks during the 2014-15 enrollment period.

2. Increase the number of children and adults in Noble County connected with a medical home.

New members have a short period of time to select a preferred provider. A GIS map was used to help them locate a
provider close to their home or work. If they didn’t select a provider, Medicaid assigned them to one of three Managed
Care Entities and a provider within 50 miles. Consequently, each was assigned to a medical home. To further underline
the importance of a medical home, each applicant received education during the application appointment with the
outreach enrollment specialist. They were educated about the basics of health insurance, reporting changes, how to use
their new insurance, and the importance of a medical home. All their materials were placed in a special Enroliment Folder
to help them keep their materials organized when they return home. Prior to the state’s new automated recertification
program, magnets reminders for recertification were in their folders. This past year we added the C2C booklets.

During the project we distributed 562 Enroliment Folders.
3. Prevent gaps in coverage from year to year for those enrolled in a public health insurance plan.

We had limited success with recertification strategies due to difficulties with contacting members. Direct strategies
included letters, email and texting. Indirect strategies included ads in the local Mall News, a promotional paper that is free
to subscribers with a circulation of 12,000. Fortunately, in 2015, the state instituted an automatic system for tracking
enrollees ongoing eligibility through various databases, similar to the Marketplace, and automatically recertifies them, thus
eliminating this challenge.

Prior to the state’s automated recertification system in early 2015, we included a refrigerator magnet reminder and gave
one-on-one education about recertification at the time off application. Additionally, we searched the state’s database for
renewal notices and sent them a reminder letter and text message.

B. Recognition
Covering Kids and Families exhibited the Noble County Outreach Project at their 2013 Indiana School Health Network. IRHA
contacted CANI to present the project at their Spring Into Quality Symposium. IRHA and CKF exhibited the Toolbox at several
conferences: Covering Kids and Families, Indiana Primary Health Care Association and IRHA. The NCOP was highlighted in
CKF’s Annual Report (2013) and on their CKF Fact page that is distributed to Board members and community partners.

The project has already been duplicated in several counties, particularly because it was the model used by CKF’s CHIRPA grant.

Part VI: Challenges & Innovative Solutions

1. Ourinitial plan was to track enroliment with Ind-e-App, the state's electronic application system. Several staff were trained on the
process, and we initially used it but found that it didn’t fit our data collection needs. We discontinued using Ind-e App and
developed an excel spread sheet for our data collection instrument to capture all the PIMS data and organize enrollment status. It
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also allowed us to make comments to revisit previously denied Medicaid applicants once Marketplace Plans and HIP 2.0 became
available. This customized spreadsheet also provided some formative evaluation of our processes, e.g. identify which sites were
referring patients, identify what types of consumers were falling into the coverage gap, etc.

2. Initially, some primary care offices would not refer their self-pay patients for enroliment assistance. Their practice management
said that providers did not want to refer patients because Medicaid would assign them to a different provider, sometimes splitting
up families between providers. We talked to the Medicaid Managed Care entities (MCE) and the practice managers about
possible ways to mitigate this problem. Discussions led to the development of a written policy/procedure that asked the consumer
to identify their preferred provider. This information along with the one page comparison of plans helped consumers make an
educated decision. Indiana expanded Medicaid through the HIP 2.0 program and increased reimbursement rates in February,
2015. This eliminated Indiana’s coverage gap and prompted primary care providers to refer their self-pay patients for Medicaid
enroliment assistance. The updated Medicaid online application now asks applicants to enter the name of their doctor. The State
posted a one page resource for comparing the three plans on the Indiana Medicaid website, similar to the one we developed
earlier. Persistence and communication with all stakeholders seemed to be the keys to resolving this problem.

3. We were not aware that the local hospital in our consortium had an enroliment vendor until we started the project. This vendor
was contracted by the larger hospital system rather than by the local county hospital, so we had limited communication or
collaboration with them. We sensed that the enroliment vendor perceived that our activities impacted their enrollment numbers.
The sustainability plan identified the differences and the value of each approach, i.e. reactive and proactive approaches. The
hospital vendor’s approach was to contact hospital patients to offer enrollment assistance after the patient presented to the ER or
was admitted to the hospital. The outreach project's approach was to identify uninsured in the community at-large and through the
schools. The outreach project directed consumers to the enrollment specialist's office for one-on-one assistance. This proactive
approach mitigated inappropriate use of emergency room, uncompensated care and missed opportunities for preventive care.
Approaches are different, and both appear valuable.

4. Staff turnovers at the hospital, school and enrollment staff proved to be a challenge. We replaced and trained enroliment staff as
quickly as possible. We met with the new hospital president and school nurse to meet, greet and educate them about the project.
The MOUs provided continuity and encouraged continued participation from each partner.

5. Tracking recertification and identifying reliable communication strategies with the Medicaid members for recertification reminders
was challenging. We did our due diligence with this aspect of the project. We tried a combination of telephone calls, text
reminders and letters. At the same time, Medicaid was sending letters too. We discovered that they moved, changed phones, or

simply failed to respond, etc. This year, Indiana Medicaid began effective auto-recertification by utilizing various databases to
determine eligibility for recertification.

Part VII: Sustainability

. '?r:;u:ot:src?rtium members decided that they needed to remain engaged in the project to maintain the momentum and successfully
address the needs of the county’s uninsured. The consortium will continue with the current partnerships at the local level.

B. On-going Projects and Activities/Services To Be Provided
__X_All elements of the program will be sustained
____Some parts of the program will be sustained

None of the elements of the program will be sustained

Outreach, education and enrollment will continue. Due to state’s new recertification system, there is no longer a need to continue
the recertification activity.*

Consortium members plan to meet twice a year after the project to review the status of the activities identified in the sustainability

plan, share enrollment data from CANI and the hospital’s enrollment vendor and identify whether any modifications to the program
are needed. Outreach, education and enroliment in the Medicaid programs and Marketplace Plans will continue through CANI
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with a local outreach enrollment specialist either on a full or part time basis and the hospital vendor will also continue to enroll their
uninsured patients, e.g. inpatient, ER, and the Parkview Provider Group.

CANI will continue to provide outreach, education and enroliment for Medicaid and the Marketplace.
The school nurses will continue to submit the monthly ads from the toolbox to their schools’ newsletters.

CKF will continue to update the Indiana Healthcare Toolbox which is available to anyone via the
www.indianahealthcaretoolbox.org

* ACA required all states to establish an automated system for recertification which eliminated the need to locate members to
assist them with recertification. The automated system mitigates gap in coverage.

C. Sustained Impact
Increased health insurance coverage increases access to health care. By establishing a local office, the outreach enrollment
specialist developed relationships with other agencies and community leaders and educated consumers through local media and
at community events. As a result of this work, there is a significant drop in the number of uninsured in Noble County. The
community is more familiar with CANI, the local service agency that provides assistance with health insurance enroliment, as well
as with many other critical services. Residents benefit from their easy system for scheduling an appointment. They know they can
call on a local, friendly agency to answer their questions or troubleshoot problems that arise. The Kaiser Family Foundation
reported Noble County’s uninsured rate was 20.3% in 2011. Enroll America’s interactive map shows Noble County’s uninsured
rate to be 19% in 2013. It dropped to 14% in 2014. At least a 6% drop during the project period is significant enough to assume
the presence of a trusted resource locally was an effective strategy for reducing the rate of uninsured. Prior to the project, the
primary enrollment service was the hospital vendor that assisted the hospital’s uninsured patients by phone.

This project was instrumental in improving collaboration among local agencies, e.g. CANI, WIC office, schools, local health
department, Project Babe, Chamber of Commerce, interagency coalition, county hospital birth planner, etc. The collaboration
among consortium members helped them recognize each other’s expertise for this project and future ones. Members from each
organization have a stronger working relationship.

The Indiana Healthcare Toolbox remains a valuable resource for any agency seeking to improve their rates for health insurance
coverage. It offers information about Medicaid, HIP and Marketplace and serves as a repository for templates and other
educational materials.

There is greater awareness and knowledge about the Marketplace plans. Residents’ perception about what many called
"Obamacare" improved from the first year to the next. This was noted in the increased numbers that sought assistance and
anecdotal comments we heard from them referencing that they were referred by friends and family.

As a result of more residents receiving appropriate health care supported by their newly acquired health care coverage, we expect
to see:

Students will have better attendance and perform better in class.

More residents will get preventive health care services to mitigate cost of more serious health care needs.

Less family financial crises as a result of costly health care

Employees will have better attendance, leading to cost effectiveness for employers through higher productivity
Increase access to quality health care

Increased revenue for healthcare providers, which leads to more jobs.

Part VIII: Implications for Other Communities

This project was designed to test a new approach to improving access to health care for children, families and individuals by removing
the barrier of being uninsured. Many rural communities struggle with finding affordable health insurance because companies tend to
be small and many residents are self-employed. In order for Noble County families to be part of a healthy and vibrant community, they
need to establish themselves with a medical home and receive preventive care and continuity of care.

Initially, community stakeholders were identified and came together to share their unique perspectives as providers of healthcare,
education and public assistance. These organizational representatives evolved to become consortium members. They committed to
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work together by signing mutual aid agreements, contributing to the strategic planning of the program and sharing their perspective of
the community’s needs. They met regularly to share successes and resolve challenges. Insights and support from such a broad group
were invaluable.

Relationship-building, trust and respect were key elements. This was noted within the consortium and with the outreach enrollment
specialist and community businesses and agencies. We found that community partners shared ideas and found opportunities to assist
residents through their shared vision. For example, our project helped distribute vouchers for diapers to pregnant women when they
came for assistance with presumptive eligibility. Also, the local health department was a great partner for referrals. They distributed
hundreds of our flyers during flu shot clinics and childhood immunizations.

The 100% Campaign was a best practice model for the Children’s Defense Fund in Texas that we also found very effective for
identifying uninsured children and their parents. This model was a comprehensive program with the school that provided a wealth of
opportunities to connect with parents and school staff. The 100% Campaign provided opportunities to make presentations to teachers,
coaches, and parents. School newsletters and websites also helped us get our information out. The nurses kept us connected and
invited us to school events. Consequently, our data collection reflected significant referrals from the schools. School nurses usually
know which kids are uninsured which makes them great partners in the effort.

We found a local free newspaper, heavily sponsored by businesses’coupons, to be an effective outreach tool. We placed front page
ads and articles inside. Enrollment applicants reported seeing our ads. We also created short informational videos that played prior to
movies at the local theater.

Other successful outreach and educational strategies included enroliment events and posters in strategically placed locations
throughout the county, e.g. laundry mats, gas stations, temporary employment agencies, local restaurants, health professional offices,
etc.

We asked applicants where they learned about our service so we could identify which outreach sites were most effective. We also
tracked enroliment and denial rates to fine tune the process and noted why some were denied. Tracking enrollments also provided us
insight into how much we were saving healthcare providers in lost revenue and helped us provide compelling rationale to leverage
funding.

The project created a toolbox website as a repository for resources that we developed and available to be customized by others:
newsletter articles for school newsletters, outreach handouts, posters, ads, medical home flyers, MCE plan handouts, our video, etc.
The toolbox included videos for low literacy or visually impaired, which could also be used as links for social media. There are
overviews of each type of coverage, e.g. Indiana Medicaid programs, HIP 2.0 and Marketplace, for consumers as well as providers and
program planners. The website also provides FAQs for consumers to help them understand how to use their insurance and make
changes once they are covered. All web pages and resources are in Spanish. This tool was modeled after the successful Badger
School Outreach Toolbox of Covering Kids and Families of Wisconsin.

We found that the From Coverage to Care (C2C) booklets were good resources to give new applicants to help them understand how to
use their insurance, understand their insurance card and EOB, how to appropriately use the ED, etc. They are free and can be ordered
at Marketplace.cms.gov.

CANI has a user friendly, automated appointment scheduler for consumers to schedule an appointment. The system sends
appointment reminder text message.

We did not find Facebook to be particularly effective. Many rural residents do not have internet access and finding a link to personal
Facebook accounts to reach the targeted audience was a challenge.

We found that some providers were slow to open Medicaid panels and refer self-pay patients for enrollment assistance. Due to
Medicaid expansion through the new HIP 2.0 plans and Medicaid’s increased reimbursement rates, panels are increasing, new
providers are being recruited and there is a new process to refer them to the hospital's vendor. Consequently, we expect uninsured
rates to continue to decline and greater, appropriate utilization of health care to develop.

Overall, this project reduced the uninsured rate by at least 6% in the first two and a half years of the project. It successfully replicated

two model projects and created additional strategies for helping other communities address their needs for healthcare insurance
coverage.
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Kansas

Unified School District #498 Marshall County Kansas

Part I: Organizational Information

Grant Number

D04RH23618

Grantee Organization

Unified School District #498 Marshall County Kansas

Organization Type School District
Address 121 E Commercial St — Waterville, KS 66548-8917

Grantee organization website

www.valleyheights.org

Outreach grant project title

Healthy Early Learning Project

Project Director

Name: Philisha Stallbaumer

Title: Project Director

Phone number; 785-292-4453

Fax number; 785-292-4455

Email address: philishas@bluevalley.net

Project Period

2012 - 2015

Funding level for each budget period

May 2012 to April 2013: $149,225

May 2013 to April 2014: $149,618

May 2014 to April 2015: $149,976

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization

Location
(town/county/state)

Organizational Type

*Unified School District #498 Valley Heights

Waterville/Marshall/Kansas

School District

*Unified School District #113 Prairie Hills

Sabetha/Nemaha/Kansas

School District

*Unified School District #115 Nemaha Central Seneca/Nemaha/Kansas School District
*Unified School District #380 Vermillion Vermillion/Marshall/Kansas School District
*Nemaha and Marshall County Head Start Three Sites: Head Start
1) Marysville/Marshall/Kansas
2) Sabetha/Nemaha/Kansas
3) Seneca/Nemaha/Kansas
*Community HealthCare System, Incorporated Onaga/Pottawatomie/Kansas (Clinics | Hospital
in Centralia/Nemaha /Kansas &
Frankfort/Marshall/ Kansas)
*Community Memorial Healthcare, Inc. Marysville/Marshall/Kansas Hospital
*Nemaha Valley Community Hospital Seneca/Nemaha/Kansas Hospital
*Marshall County Health Department Marysville/Marshall/Kansas County Health Department
*Nemaha County Community Health Services Sabetha/Nemaha/Kansas County Health Department

*Blue Valley Telecommunications

Home/Marshall/Kansas

Telecommunications Business

*School-Business Educational Consortium

Frankfort/Marshall/Kansas

Non-Profit Organization

Part lll: Community Characteristics

A. Area
Our Rural Health Care Services Outreach Grant served the following communities and counties in Northeast Kansas: Marshall
County — covering the cities of Axtell, Blue Rapids, Frankfort, Marysville, Vermillion and Waterville and Nemaha County —
covering the cities of Centralia, Sabetha and Seneca.

Page 102 of 466


http://www.valleyheights.org/
mailto:philishas@bluevalley.net

B. Community description
According to most recent data from the US Census Bureau, Marshall and Nemaha Counties in Kansas are comprised of 20,163
residents. Based on this total number of residents, 6.4% of the total population in these two counties is under the age of 5; 24.2%
under the age of 18; and 20.7% age 65 years or over.

In 2014, the Kansas Health Institute reported that 33% of adults in Marshall County and 29% of adults in Nemaha County are
considered obese. Unfortunately, no local obesity data for children in our target population of 0-5 years is collected except for what
is being conducted through the grant project. Gaps in health services are present and do exist in the local service area. The Health
Resources Services Administration has identified both Marshall and Nemaha Counties as a county-wide Health Professional
Shortage Area (HPSA). Furthermore, both Marshall and Nemaha Counties are also designated as Medically Underserved
Populations (MUP). Additionally, there are also economic and social conditions that impact the health status of our local
communities. In 2013, the median household income for Marshall County was $44,032 and $47,122 for Nemaha County. These
figures are below the average of Kansas at $51,332 and the United States at $53,046. There is also a big discrepancy in the
percentage of Marshall and Nemaha County residents ages 25 and older that have a bachelor’s degree or higher when compared
to state and national data. Only 15% of Marshall County residents and 19.5% of Nemaha County residents hold a bachelor’s
degree or higher versus 30.3% of Kansas residents and 28.8% of United States residents.

C. Need
The Healthy Early Learning Project (HELP) was developed to address the unmet need for and support of health promotion and
education as integral instruments in alleviating the ongoing health needs of early childhood obesity in Marshall and Nemaha
Counties located in Kansas. The program was built on a model that had been previously developed for Kindergarten-12t grade
students in the same counties by using research/evidence based physical activity and nutrition curriculum to increase the physical
activity levels of students along with their consumption of fruit and vegetables. The only deviation in the HELP from the original
model was the age of the target population (0-5 year olds). Throughout Marshall and Nemaha Counties this project was to be
implemented in six public school preschool sites; 3 Head Start sites; and through four district Parents as Teachers programs.

At the inception of the program, several factors indicated a need to address the challenges of early childhood obesity. Highlighted
factors include the following:
e Based on BMI assessments, almost 28% of 3-5 year old preschool students were classified in the overweight/obese

category.

o No preschool sites had Health Advisory Teams in place and a limited number of preschool sites had written policies in
place to address nutrition and physical activity within the preschool setting.

e The average daily minutes of physical activity for students while in preschool was only 43 minutes compared to the
recommended 60 minutes by the CDC.

e  67% of preschool sites offered fruit as a snack only one time per week and 11% never offered vegetables as a snack.

e 42% of preschool parents reported their child consumed less than two servings of fruit per day and 85% reported their
child consumed less than three servings of vegetables per day.

e 67% of preschool instructors rarely or never received any type of physical activity professional development and 78%
rarely or never received any type of nutrition professional development.

e 80% of preschool parents received nutrition and physical activity information from their child’s preschool less than three
times per year.

In addition, and as mentioned previously, the Health Resources Services Administration has identified both Marshall and Nemaha
Counties as a county-wide Health Professional Shortage Area (HPSA). Furthermore, both Marshall and Nemaha Counties are also
designated as Medically Underserved Populations (MUP).

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
The evidence-based model or promising practice model(s) that the Healthy Early Learning Project adopted include the following:

Sports, Play & Active Recreation for Kids (SPARK) Early Childhood Physical Activity Program - The SPARK Early
Childhood Physical Activity Program is designed to provide children ages 3-5 with high activity, academically integrated, enjoyable
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movement opportunities that foster social and motor development and enhance school readiness skills. This curriculum was
purchased in Year 1 of the grant period for all preschool sites and training was offered during this same time frame. During Year 2
& Year 3 of the grant cycle, each preschool site then implemented and integrated the curriculum into their preschool setting. The
frequency of the implementation depends upon the site, but all sites utilize the curriculum and resources from at least once per
week to daily in order to increase the physical activity levels of students.

Action Based Learning (ABL) — Action-based learning uses physical movement, balancing, cross-body motion, eye tracking and
spatial awareness to help children learn while moving. Training and instruction pertaining to action-based learning was provided to
all preschool sites during Year 1 of the grant. Additionally, preschool instructors were able to purchase resources to help with the
continued implementation and integration of action-based learning in the classroom during Years 2 & 3. This evidence-based
model is used in the classroom on a daily basis because it is integrated into academics.

Book in a Bag — Book in a Bag was created to encourage young children's interest in foods, nutrition and reading in a small group
setting. Children learn about nutrition by having age-appropriate storybooks with food-related themes read to them, then
participating in hands-on food and nutrition activities. Each lesson is centered around the food groups of MyPlate, family times or
mealtimes and includes an activity, recipes and a Dear Parent letter. Curriculum and resources for Book in a Bag were purchased
during Year 2 of the grant cycle and implemented and integrated into all preschool settings during Years 2 & 3. Since the
curriculum materials are self-explanatory and provide a step-by-step guide for implementation, no training was necessary.
However, nutrition training provided through the Healthy Kids Challenge during Year 2 of the grant cycle included the use of the
Book in a Bag model to teach and reinforce healthy eating concepts. The frequency of this model’s implementation depends upon
the preschool site, but all sites utilize the curriculum and resources at a minimum twice per month to encourage the increased
consumption of fruits and vegetables and other healthy eating behaviors.

Power Panther Preschool - Power Panther Preschool is designed to encourage consumption of fruits and vegetables and
promote physical movement of preschool children. Power Panther Preschool was developed to increase children’s exposure to a
variety of fruits and vegetables; encourage children to learn to enjoy fruits and vegetables; provide fun, seasonal experiences with
food; make trying new foods a positive experience; encourage children to become more physically active; and help children learn
more about how their bodies function through movement. Curriculum and resources for Power Panther Preschool were purchased
during Year 2 of the grant cycle and implemented and integrated into six preschool settings during Years 2 & 3. Since the
curriculum materials are self-explanatory and provide a step-by-step guide for implementation, no training was necessary. The
frequency of implementation for the Power Panther Preschool depends upon the preschool site, but participating sites utilize the
curriculum and resources at a minimum twice per month.

Learning about Nutrition through Activities (LANA) Preschool Program — LANA is a fun, effective, and hands-on approach to
nutrition education. Kids play and learn at the same time, building the critical skills for making healthy eating choices. Curriculum
and resources for LANA were purchased during Year 2 of the grant cycle for only one school-based preschool site. However, it
was implemented and integrated into the one school-based preschool site and the three Head Start sites during Years 2 & 3 of the
grant period. Additionally, nutrition training provided through the Healthy Kids Challenge during Year 2 of the grant cycle included
the use of LANA as a model to teach and reinforce healthy eating concepts. The frequency of this model’s implementation
depends upon the preschool site, but a total of four preschool sites utilize the curriculum and resources at a minimum twice per
month to encourage the increased consumption of fruits and vegetables and other healthy eating behaviors.

No adaptations were made to the evidence-based models during the project period.

Description

During the first year of the grant cycle (2012-2013), the Healthy Early Learning Project accomplished numerous activities. Data
collection protocols were established and equipment and resources were purchased for nine preschool sites in order to collect
physical activity and nutrition data for four various weeks throughout the school year. Additionally, student BMI was collected in the
fall and spring semester as well as parent awareness being measured during this same time frame. Multi-disciplinary Health
Advisory Teams were created at each preschool site to provide project expertise and guidance. Written policies for nutrition and
physical activity were developed and/or enhanced within each preschool setting. The Sports, Play & Active Recreation for Kids
(SPARK) Early Childhood Physical Activity Program was purchased along with resources. Training was provided to preschool
instructors and aides from all nine participating sites. A “Nutrition Nugget” Newsletter was purchased and distributed to parents as
a source of providing physical activity and nutrition information. Lastly, both a Communications Plan and a Strategic Plan were
developed and approved by network partners.
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In the second year of the grant (2013-2014), many activities from Year 1 continued. Regular data collection including BMI
measurements; pedometer readings; preschool site snack/food logs; fruit & vegetable surveys; and parent awareness surveys.
The multi-disciplinary Health Advisory Teams continued to meet once a semester at each preschool site to provide project
expertise and guidance. Written policies for nutrition and physical activity were updated within each preschool setting. The
“Nutrition Nugget” Newsletter was renewed and again distributed to parents as a source of providing physical activity and nutrition
information. Also, both the Communications Plan and Strategic Plan were updated and approved by network partners.

Furthermore, Year 2 included the addition of several new activities. Physical activity curriculum (SPARK) purchased during Year 1
of the grant was implemented at all nine preschool sites on a consistent and regular basis. Additional physical activity resources
were also purchased to address action-based learning concepts and increase the physical activity levels of students. Nutrition
curriculum including Book in a Bag; Power Panther Preschool; and the Learning about Nutrition_through Activities (LANA)
Preschool Program were purchased and implemented into the preschool environment. Cooking carts along with essential
resources were also purchased to enhance the nutrition curriculum and provide future utilization in conjunction with special events
to be implemented during Year 3 of the grant cycle. Professional development/training on the implementation and use of the
various nutrition curriculums and resources was offered through the Healthy Kids Challenge and was well attended. Work began
on the preliminary stages of a Sustainability Plan for the continuation of program activities after the grant cycle would end. The
creation and development of a media campaign to educate parents and community members about childhood obesity took form.
Finally, the recruitment of community partners to help engage parents and other community members in increasing healthy
lifestyles through classroom activities; home activities; and special events also took place.

Similar to Year 2, Year 3 (2014-2015) included the continuation of many activities from the previous year. Regular data collection
including BMI measurements; pedometer readings; preschool site snack/food logs; fruit & vegetable surveys; and parent
awareness surveys. The multi-disciplinary Health Advisory Teams continued to meet once a semester at each preschool site to
provide project expertise and guidance. Written policies for nutrition and physical activity were updated within each preschool
setting. The “Nutrition Nugget” Newsletter was renewed and again distributed to parents as a source of providing physical activity
and nutrition information. Physical activity and nutrition curriculum was implemented and integrated into the preschool
environment. Gaps in physical activity and nutrition resources were identified and additional resources were purchased to address
these needs. Also, both the Communications Plan and Strategic Plan were updated and approved by network partners.

As the final year of the grant period proceeded, the Sustainability Plan was developed, completed, and approved by network grant
partners. The media campaign was completed and implemented by broadcasting it on local television channels. Professional
development/training on implementing well planned and successful special events was provided through the Healthy Kids
Challenge and instructors from all nine preschool sites were in attendance. Moreover, the continual recruitment of community
partners to help engage parents and other community members in increasing healthy lifestyles through classroom activities; home
activities; and special events was witnessed through special events and other similar formats at all preschool sites both during the
fall and spring semester.

Role of Consortium Partners
In the planning phase of the grant-funded program, the following roles and responsibilities were outlined to ensure that all
consortium partners had appropriate involvement in the needs identification process; ensure commitment of partners; and define
roles for the target population:
o Avariety of partners from different disciplines were utilized and involved to establish initial priorities in the project.
o Grant partners generated ideas and suggestions for the collaboration of specific activities to address the goals and
strategies of the project.
o Partners also gathered ideas and suggestions for the collaboration of specific activities to address the goals and
strategies of the project from the target population — preschool families.
Opportunities for continual input by partners were made available throughout the entire project planning process.
o Dissemination of information from the planning process was provided to partners and community participants with the
chance for them to offer feedback.

However, when it came to the implementation of grant activities, consortium partners had more specific roles/responsibilities
according to their function and area of specialty. For instance, the fiscal agent, Valley Heights — USD #498, provided financial
accounting; filed financial reports with HRSA; and worked with HEAP to verify that all funds were being spent as appropriated.

Preschools and Head Starts: USD #113 - Axtell Preschool, Sabetha Elementary Preschool & Sabetha State Pre-K; USD #115 —
Nemaha Central Elementary Preschool; USD #380 — Vermillion Preschool; USD #498 — Valley Heights Preschool; NEK-CAP
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Marshall County Head Start; NEK-CAP Nemaha County Sabetha Head Start; and NEK-CAP Nemaha County Seneca Head Start
offered assistance in strategic planning; helped develop a Media and Communications Plan; disseminated grant produced
educational materials; recruited and expanded community partnerships; developed healthy learning environments; collected and
provided nutrition and physical activity data; created and implemented written nutrition and physical activity policies; increased the
awareness and benefits of physical activity and good nutritional habits; engaged and empowered parents and community members;
implemented evidence based nutrition and physical activity curriculum; participated in professional development opportunities; and
will promote and implement sustainability activities in Years 4 & 5.

Community Partners: Community HealthCare Systems, Inc.; Community Memorial Hospital; Nemaha Valley Community Hospital;
Marshall County Health Department; Nemaha County Community Services; and Blue Valley Telecommunications offered
assistance in strategic planning; helped develop a Media and Communications Plan; developed resources for healthy snack items;
provided fitness and nutrition information and tips; provided speakers for schools and communities to address nutrition and fitness;
and will promote and assist with sustainability activities in Years 4 & 5.

Part V: Outcomes

A. Outcomes and Evaluation Findings
To date, the Healthy Early Learning Project (HELP) has provided an impetus to make great strides in combatting the prevention of
early childhood obesity and the onset of chronic disease in Marshall and Nemaha Counties in Kansas. The program has been able
to accomplish what we had originally planned to do and we have been able to implement the work plan as envisioned with minimal
modifications to the timeline for just a few specific activities. Our success for implementation can be contributed to countless
factors including, but not limited to, ongoing collaboration; skilled program leadership; project activities being tailored to specific
environments; effective communication; and the past experience and success of similar initiatives and projects with similar
programmatic focus or scope.

Data results from the first two years of the grant program show that our preschool sites and communities have experienced many
positive outcomes. Noteworthy results collected by the end of Year 2 include:
e Based on BMI assessments, 23% of 3-5 year old preschool students were classified in the overweight/obese category.

This is a decrease of 5% from original baseline data.

o All preschool sites have Health Advisory Teams and written policies in place to address nutrition and physical activity
within the preschool setting.

o 84% of preschool students attained at least 60 minutes of physical activity per day as recommended by the CDC.

e 98% of preschool sites offered fruit and/or vegetables as a snack on a daily basis.

e 69% of preschool parents reported their child consumed two or more servings of fruit per day and three or more servings
of vegetables per day.

e 100% of preschool instructors have received both physical activity professional development and nutrition professional
development.

e 100% of preschool parents received nutrition and physical activity information from their child’s preschool at least once on
a month.

The success of data collection and positive outcomes can be contributed to instructors trained in proper data collection
procedures; measurements being specific, measureable, attainable, realistic and timely; and the past experience and success
of similar initiatives and projects with similar programmatic focus or scope.

Besides positive data results, constructive outcomes have occurred in both school and community settings. For example,
preschool instructors have now been trained to conduct health assessments; implement both nutrition and physical activity
while integrating it with curriculum; and to offer special events to engage parents and community members. Furthermore,
some community grocery stores have supplied their stock with new and unique healthy food options so kids can take lessons
and recipes provided through the nutrition curriculum at preschool sites and bring them into the home environment.

Through the Healthy Early Learning Project (HELP) our consortium partners have learned that the earlier you address the

need to prevent the onset of childhood obesity and chronic disease the better. Preschool students have seemed to be more
willing than older children to try new healthy food options and get “excited” about wearing pedometers to collect physical
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activity data. Parent participation in preschool related health activities also is higher versus that for elementary and secondary
students.

B. Recognition
After receiving initial notification of the grant funding, newspaper articles and radio announcements prevailed throughout our
local communities. Information on the grant award was also televised on WIBW out of Topeka, KS. As grant activities
continued to be implemented and events took place during the grant cycle, various newspaper articles were written and
submitted along with pictures containing information on things such as special events. Many times this same information was
sent home in school newsletters and placed on school websites for parents and other community members to peruse and
view. In addition, as part of the Media Campaign, a video recognizing grant partners and highlighting grant activities was
created and broadcast to community residents through local television channels within the two county area.

Part VI: Challenges & Innovative Solutions

Although minimal in nature, following are some unanticipated challenges experienced during our Qutreach program:

e The learning curve of preschool instructors working with grant data collection, especially when it included the use of
technology. This challenge was resolved by revising our timeline within the first year of the grant cycle and by
incorporating the utilization of a WIKI for more effective communication between grant partners.

e The extended iliness of the Associate Director who was out of the office for approximately a month during the first year of
the grant cycle. This challenge was resolved by making minor adjustments and modifications to the timeline within the first
year.

e During Year 1 of the grant, the Project Director had to cut hours for working on this program due to another grant being
received. This challenge was resolved by adjusting the staffing plan and budget to include 9 contracts for 9 campus
facilitators at each of the preschool sites.

e Also, during the first year of the grant, the response time of the outside evaluator replying to our emails when we had
questions or returning his data collection analysis to our office in a timely manner. As mentioned before with the other
challenges, we adjusted our timeline accordingly throughout this time frame to accommodate for this situation.

¢ Finding time to meet that worked for all participants in each of the preschool’s Health Advisory Teams (HAT). This
challenge was resolved by allowing HAT to hold meetings through emails; conference calls; Skype; etc. if they cannot find
a time to meet in person. However, they were still required to provide documentation showing HAT committee input
during their meeting for our grant records.

e Securing nutrition training for our preschool instructors since the curriculum they chose to implement did not offer
professional development specifically on the curriculum itself. This challenge was resolved by researching additional
nutrition training that provided enhancement to the curriculum and resources the preschools already had in place as a
result of the grant project. Project staff was able to find themed Nutrition Workshops offered through the Healthy Kids
Challenge that were able to fulfill our proposed grant activities.

e Inconsistency in parents returning the Fruit and Vegetable Surveys. This challenge was resolved by Project Staff visiting
with preschool instructors before Week #3 of data collection in years two and three of the grant to re-emphasize the
importance of the surveys and passing this information on to the parents. Also, preschool instructors sent out a letter to
parents before Week #3 of data collection highlighting grant goals, objectives, activities, etc. as well as explaining the
purpose and benefits of the grant project.

Part VII: Sustainability

A. Structure
The consortium will continue since it is comprised of suitable partners to successfully manage and sustain the prioritized program
activities beyond the grant period. However, some partners will fulfill newly defined roles with the level of involvement varying
depending upon the partners; and a few, Community Memorial Hospital and Nemaha County Community Health, will no longer
remain in the program consortium due to other commitments. Continuing partners have personnel within their organization whom
embody the necessary skills and knowledge to adequately staff the continuation of program activities and this role would be
absorbed by such partners. The designated roles for consortium partners pertaining to sustainability follow:

USD #113 Prairie Hills, USD #115 Nemaha Central, USD #380 Vermillion and USD #498 Valley Heights: School district

partners will play a very large role in the continuation of program activities. School district staff will be responsible for providing
oversight in the management/coordination of continued program activities at each of their preschool sites. School districts will also

Page 107 of 466



be in charge of staffing personnel (i.e. preschool instructors and aides) at each of their sites to ensure implementation of prioritized
program activities.

Marshall County Head Start; Nemaha County Head Start - Sabetha; and Nemaha County Head Start - Seneca: Head Start
partners will also play a very large role in the continuation of program activities. Similar to school district administration, Head Start
staff will be responsible for providing oversight in the management/coordination of continued program activities at each of their
preschool sites. Head Start will also be in charge of staffing personnel (i.e. preschool instructors and aides) at each of their
preschool sites to ensure implementation of continued program activities.

School-Business Educational Consortium (SBEC): The School-Business Educational Consortium will assume a smaller role
than previously in the continuation of program activities. They will no longer provide paid staff to provide management/coordination
of program services to preschools nor help with activity implementation unless on a volunteer basis. However, the SBEC will
continue to offer expertise and skills to preschools that are built on a strong foundation of experience.

Community Healthcare System Inc. and Nemaha Valley Community Hospital: Local hospital partners will continue to
undertake the same role as previously by providing expertise, skills, and assistance with special events, classroom presentations,
and other special projects.

Marshall County Health Department: Local health department partners will continue to undertake the same role as previously by
providing expertise, skills, and assistance with special events, classroom presentations, and other special projects.

Blue Valley Telecommunications: Blue Valley Telecommunications will continue to undertake the same role as previously by
providing expertise, skills and assistance with communication and technology endeavors.

On-going Projects and Activities/Services To Be Provided
_X_All elements of the program will be sustained

___Some parts of the program will be sustained

__None of the elements of the program will be sustained

Activities to be sustained beyond the Outreach grant period include the following:

o Physical Activity Curriculum & Resources Integrated in the Preschool Day: Physical activity curriculum, including
SPARK and/or Action Based Learning, will continue to be implemented and integrated into the preschool day. This activity
will be absorbed by local school districts and Head Start sites.

e Nutrition Curriculum & Resources Integrated in the Classroom: Nutrition curriculum/education, including Book in a
Bag and/or Power Panther and/or LANA, will continue to be implemented and integrated into the preschool day. This
activity will be absorbed by local school districts and Head Start sites.

o Updating Physical Activity and Nutrition Policies: Written nutrition and physical activity policies for each preschool site
will continue to be reviewed and updated on an annual basis. This activity will be absorbed by local school districts and
Head Start sites.

o Nutrition and Physical Activity Professional Development: Since preschool instructors are already trained in
curriculum that is to be continued, there is no need for additional training at this time. However, if updated training is
needed, it will be provided through the school districts and Head Start administration. This activity will be absorbed by
local school districts and Head Start sites.

o  Community Involvement: Partnerships between preschool sites and community businesses will continue to be
maintained and developed for assistance with special events, classroom presentations, and other special projects. This
activity will be absorbed by local school districts and Head Start sites.

e Communication for Education of Parents and Community Members: Preschool sites will continue to post nutrition
and physical activity related information on school websites; disseminate Nutrition Nuggets Newsletters or similar
newsletter materials; and have the opportunity to present health related materials on the Blue Valley Telecommunications
local television channel. This activity will be absorbed by local school districts and Head Start sites.
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C. Sustained Impact
The long-term effect on our community resulting from activities implemented during the Healthy Early Learning Project initiative are
diverse and numerous. These sustained impacts include: on-going collaboration; improved service models; increased capacity in
local systems; new policies; and changes in knowledge, attitudes and behaviors.

On-going impacts of collaboration will include changes in the way agencies continue to work together to serve community
members. New lines of communication have been established between public school preschool instructors and Head Start
preschool instructors and this relationship will endure. In addition, the culture of collaboration in communities has changed by
preschool sites incorporating and engaging community and health care partners to be involved in nutrition and physical activity
special events. This collaboration with community and health partners will also resume after the end of the grant cycle.

Improved service models will be sustained as a result of the development and implementation of new practice standards that will
continue to be institutionalized following the end of the grant period. New nutrition and physical activity curriculum models will
remain incorporated into the preschool environment. Furthermore, since preschool instructors are now trained in nutrition and
physical activity curriculum, they can model and provide training to others in the future to keep curriculum integration consistent
and ongoing.

Grant funds were used to build and increase the capacity of local school health systems. Assessment tools and equipment were
purchased to allow for measuring the health of preschool students. Nutrition and physical activity curriculum and resources were
also purchased for implementation and integration into the preschool classrooms. These resources, once purchased, will remain in
the local schools and have lasting impact.

As a result of the grant program, new and/or enhanced policies were developed and implemented to sustain impact. Written
nutrition and physical activity policies at preschool sites will be consistently enforced and updated regularly. These policy changes
will have an enduring impact on the way nutrition and physical activity services are delivered and financed in preschool settings.

Finally, communities and local schools in the Health Early Learning Project have experienced impacts that are beyond services
and infrastructure. This includes changes in the knowledge, attitudes and behaviors of providers and community members.
Parental awareness of the importance of nutrition and physical activity has increased due to outreach conducted by preschool
sites. Furthermore, preschool instructors have approached their teaching instruction in a new way and recognize the benefits and
significance of nutrition and physical activity events within the preschool setting.

Part VIII: Implications for Other Communities

The experiences and outcomes of our Healthy Early Learning Project have led us to believe that they definitely could be of benefit to
other small rural communities; and furthermore, easily replicated. Because most of the activities in the program are incorporated into
the school setting, the model for this project can be applied to other similar and not so similar school districts with very little
adaptability. For instance, all of the physical activity and nutrition curriculum purchased and implemented during the program period
can be utilized in any type of preschool environment as demonstrated by both the participation of Head Start preschools and school
based preschools in the grant project. Therefore, the preschools that have been involved in this grant program can now share their
experiences and expertise with other preschools on how to select appropriate evidence based curriculum and resources and
provide demonstrations on how to implement it both within and outside of the classroom setting. Additionally, they can also share
recommendations on the implementation of other grant activities such as policy and environmental changes and community
engagement and empowerment.

Qualitative measures/indicators that may be beneficial for others to consider when creating their programs include, but are not

limited to the following: an increased awareness within the community as a whole; increased knowledge of project participants; and
increased engagement in healthy behaviors.
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Kentucky

Ephraim McDowell Health Care Foundation, Inc.

Grant Number D04RH23572

Grantee Organization Ephraim McDowell Health Care Foundation, Inc.
Organization Type Non-profit Hospital

Address 217 S Third St. Danville, KY 40422

Grantee organization website

Outreach grant project title Rural Health Care Services Outreach Grant Program
Project Director Name: Audrey Powell

Title: Principal Investigator

Phone number: 859-239-2429

Fax number: 858-239-6760

Email address: apowell@emrmc.org
Project Period 2012 -2015

Funding level for each budget period May 2012 to April 2013: $150,000
May 2013 to April 2014: $140,000
May 2014 to April 2015: $130,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)
Ephraim McDowell Health Care 217 South Third St. Danville, KY Hospital
*Boyle County Health Department 448 South Third St. Danville, KY Health Department
*Garrard County Health Department 89 Farra Drive, Lancaster, KY Health Department
*Lincoln County Health Department 44 Health Way, Stanford, KY Health Department
*Mercer County Health Department 900 North College St. Harrodsburg, KY Health Department
*Boyle County Cooperative Extension 99 Corporate Dr. Danville, KY State Cooperative Education Extension
A. Area

The Ephraim McDowell Health Care Foundation provided services to the following counties: Boyle County, Garrard County,
Lincoln County, and Mercer County. However, additional clients were served from Pulaski County, Casey County, Anderson
County, Fayette County, Jessamine County, and one client from Georgia.

B. Community description
The four-county service area is located in south-central Kentucky. Central Kentucky is known as the Bluegrass Region, but two of
the four counties targeted by this project are classified as Appalachian. Hills are generally rolling and the pasture land fertile in
Bluegrass counties, while the Appalachian counties feature a more challenging, mountainous terrain.

In rural Appalachian, the population has a low socioeconomic status and limited access to health care services due to a lack of

public transportation and long distance to health care facilities. The small, closely knit communities are populated with multi-
generational families who are mutually supportive and possess cultural values of self-reliance, pride and independence. Culture
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heavily influences low health literacy, tobacco use, dietary norms of high fat, high salt foods and soda drinks. Fresh fruit desserts
exist and are influenced by rural isolation, lack of transportation and poverty.

There are two hospitals besides the Ephraim McDowell Regional Medical Center in the target area: Haggin Memorial Hospital in
Mercer County and Ephraim McDowell Fort Logan Medical Center in Lincoln County. Two of the four counties within the
program’s target area are classified as Medically Underserved Areas (MUAs) and Health Professional Shortage Areas (HPSA).
One county has no hospital, and two have only Critical Access Hospitals. The only integrated health services available are within
Boyle County through Ephraim McDowell Health’s Regional Medical Center (EMRMC), which is owned by the parent corporation
that also operates the Foundation. EMRMC is a 220-bed facility that offers an array of services on an in-patient and out-patient
basis. More than 30,000 ER visits, 10,000 in-hospital patient stays, 900 births and 250 deaths occur annually at the only non-
Critical Access Hospital within the four county target area.

C. Need
A needs assessment was conducted using demographic and health status indicators for the targeted areas. Data were used from
America’s Health Rankings, Kentucky’s Department for Public health (KDPH), 2010 DCD Kentucky Behavioral Risk Factor
Surveillance System Report, A Nation’s Health at Risk Ill: Growing Uninsured (2005), and the 2011 Professional Research
Consultants Community Health Assessment (CHNA). At the onset of the Outreach grant the target population lacked health
insurance, suffered from chronic conditions like high blood pressure, diabetes, obesity, heart disease and stroke. Compared to the
14.9% of adults under 65 years in the United States who did not have health insurance, Kentucky’s number of uninsured was
20.3% with Garrard, Lincoln, and Mercer Counties reporting 23.0%, 22.7%, and 26.2% respectively. Local rates of elevated blood
pressure were an average rate of 39.8% versus 36.4% for the state and 34.3% nationally. The average prevalence of heart
disease rate was 10.7% in the target area compared to 6.1% nationally. Diabetes incidence was 13.3% in the target area
compared to 10% in the state and 10.1% nationally. The average obesity rate was 29.98% for Kentucky versus 28.5% nationally;
and the age-adjusted death rate for disease related to the heart was 247.3 in the target area compared to 228.2 nationally.
According to the America’s Health Rankings, Kentucky is ranked 44 out of 50 states for being the least healthy and according to
the Kentucky Department for Public Health, 37% of Kentucky adults were seriously overweight. Thirty eight percent reported they
were physically inactive, 30 % smoke, and 30% have high cholesterol.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
The University of Kentucky Heart Health Program was used to help clients identify and set personal goals, provide simple concise
teaching sheets and health education. The motivational interviewing model was used to help clients identify lifestyle goals to work
on. Teaching sheets which included the goals they set for themselves were given to clients. It also included a care plan that
reinforced verbal counseling offered immediately after personal laboratory values were issued. Additional evidence-based models
were used to set referral practices included the following: American Heart Association standards for blood pressure levels, obesity,
and cholesterol; the American Diabetic Association standards for glucose levels; the National Stroke Risk Association score card;
and, the Centers for Disease Control and Prevention Tobacco Use Standards and Activity Level Recommendations.

The evidenced-based program models were adapted slightly to better fit the service area’s context and circumstances. The Heart
Health evaluation tools were shortened to eliminate most paper and pencil tests due to literacy concerns and time constraints of
the screenings. Home visits and classroom education were eliminated but replaced with monthly telephone calls made to clients
participating in the study. Follow up was extended from six months up to three years. These changes were made due to
transportation considerations. Education focused on individualized goals set by the clients versus the set curriculum of Heart
Health.

B. Description
The Healthy People: Healthy Communities Program works out of Ephraim McDowell Regional Medical Center (EMRMC) with four
county health departments and one extension office to coordinate screenings for stroke risk. Follow up case management care of
clients who agreed to participate in a research study is offered to participants. A free screening for stroke risk is offered to the
populace (adults; 18 years and older) of Mercer, Lincoln, Garrard, and Boyle counties semi-annually, using the facilities of each
county’s health department and the Boyle County Extension Office. Participants are screened for cholesterol and glucose levels,
body mass index (BMI), height, weight, and blood pressure (B/P) as well as information needed to complete a stroke risk card
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developed by the National Stroke Association. After obtaining this information, each client reviews their laboratory data and stroke
risk card with a registered nurse, develops a personal goal and a plan to reach that goal. Clients receive printed and verbal
educational materials and appropriate tools to assist them in achieving their goals. Referrals to primary care providers (PCP),
dieticians, pharmacists, hospice for grief counseling, free clinics, affordable care access, reduced fee clinics, Salvation Army for
social services, mental health clinics, various support groups, diabetic and smoking cessation classes are made when appropriate
using evidence based practice guidelines. EMRMC'’s Project Coordinator facilitates monthly follow up care of research participants
utilizing nurses from each of the Health Departments to assist clients in making lifestyle changes based upon personal lifestyle
goals set during the stroke risk screening. These nurses ascertain progress towards client's personal goals, provide continuing
education and support, which is then documented.

C. Role of Consortium Partners
The Ephraim McDowell Health Care Foundation is the lead applicant for this Consortium. EMRMC provided the principal
investigator, the project coordinator as well as the initial vision for the grant and sought other organizations to partner with them.
EMRMC staff was responsible for all planning and evaluation events, training and education of personnel, completing grant reports
and attending grant required functions. EMRMC provided personnel for each screening and educational event and supervised the
case management portion of the research study including client case management for the Boyle County Extension Office.

Each health department provided space for screenings and counseling, and refreshments for the fasting clients. They also
provided at least one nurse for case management of those clients seeking monthly follow-up which was paid through the grant.
Directors participated in consortium meetings, evaluation sessions, and sustainability planning. Clients were referred to the Health
Departments for smoking cessation programs and diabetic classes. The Health Departments were very active in promoting
statewide smoke free legislation. The Boyle County Extension Office also provided space and refreshments, assisted with
advertisement, and participated in consortium work sessions and decision making.

Part V: Outcomes

A. Outcomes and Evaluation Findings
Respondents to the EMRMC 2014 Community Health Needs Assessment (CHNA) met the federal guidelines for poverty at a rate
of 43.5% which amounts to $3.68 per meal for a family of four. Out of this group, the program has resulted in a decrease in stroke
risk calculated from the stroke risk scorecard (movement from the red category or high risk to the yellow category (caution), and
movement from the yellow category to the green category (low risk) among participants as determined by our independent
research consultant). In the program’s service area, which includes partner counties, the prevalence of heart disease has dropped
from 10.7% in 2011 to 8.2% in 2014. Those counties in the service area that are not participating in the grant have seen an
increase of heart disease with a prevalence rate of almost double the total service area (15.7%). The report indicates the number
of people checking their cholesterol levels has increased from 88% to 90.3% which may not be statistically significant but does
reflect a trend line in a positive direction. Three of the four counties involved in the Rural Health Outreach grant have a lower
prevalence of elevated cholesterol than the state of Kentucky but remain higher than the nation (33%, 35.5%, and 36.8%, and
45.6% compared to 41.3 % for the state). Ninety four percent of clients served by the project had their blood pressure checked in
the last five years with 80.9% being told they have high blood pressure and 41% diagnosed more than once with a high blood
pressure. Those now taking action to reduce their B/P are 90.6% as compared to 89.2% nationally.

Upon completing a developmental return on investment, it was determined that the 1441 duplicated clients served resulted ina 5
year decrease in medical spending of $9,612,170.06. This amounts to $18.68 in medical return on investment per dollar spent,
which is a major benefit to the health system that is already stressed. As it relates to productivity, the return on investment is
$15.52 and a total five year return on investment of $34.19. If we do the same calculations on unduplicated clients we have a 5
year decrease in medical spending of $6,869,264.15 for a medical return on investment of $13.35 per dollar spent. Based on the 5
year increase on economic productivity, the economic productivity return is $11.09 per dollar spent and a total return on
investment of $24.43 per dollar spent.

Five hundred and ten individuals participated in a study where they were contacted on a monthly basis by a Registered Nurse (RN)
for lifestyle coaching. During the screening, a goal was set and a plan of action developed by the individual and a RN reviewing
their biometrics and stroke risk score. A termination survey was completed after three years of follow up by RN case
management. One hundred and thirty (25.5%) surveys out of 510 were returned. One hundred and four (85%) of 122 clients
reported that they found themselves making healthier lifestyle choices as a result of the case management with 12 (10%) being
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unsure. One hundred and sixteen (93%) of 125 responded affirmatively to the question, “Do you feel you know more about how to
reduce your risk for having a stroke?” When asked if the client felt they knew the signs and symptoms of a stroke, 120 (96%) out
of 125 clients responded “yes” and 5 (4%) responded “no”. Sixty-eight (55%) of 123 felt their blood pressure had improved and 79
(64%) of 123 felt their cholesterol had improved. When asked if their glucose level had improved, 62 (53%) of 118 said yes while
42 (36%) were unsure.

Anecdotal reports include one client reducing her dress size from a 20 to an 8. She instituted an exercise program, was diagnosed
with diabetes and began treatment. Another client reported dropping her dress size by two sizes. A third client weighed 156.2 Ibs.
with a BMI of 29.5 on initial screening and after 6 months weighs 137 Ibs. with a BMI of 25.5. This client now works out daily with
a trainer. Another client dropped her weight from 184 to 174 Ibs. in 12 months. Consequently, her B/P dropped. Program staff
assisted her in obtaining B/P medication through a free clinic (this client was without insurance and medical care prior to the
Affordable Care Act). We have sent several clients straight to the Emergency Room or Intermediate Care Facility due to stroke
level blood pressure readings obtained in our screenings. One client decreased her B/P from 166/79 to 113/71 over the course of
a year and is maintaining at that level. These are just a couple examples of what the program has been able to accomplish with
those participating in the study. The 2014 CHNA documents an increase in healthy cardiovascular knowledge and lifestyle
changes except for obesity and BMI values. Success is attributed to repeat screening, education and case management.

B. Recognition
Success stories, as told by the participants, have been submitted to the local news media for publication. Stories have also been
posted on the EMRMC health system website under community service and on the EMRMC Facebook page. Annually, there has
been a report to the EMRMC Institutional Review Board related to the study. A final report will be presented in June 2015. A final
report will also be presented to the EMRMC Research Committee. Outcomes from the project have been shared with the EMRMC
and Ephraim McDowell Fort Logan (EMFL) governing boards as part of the community benefit presentation. Grant related
outcomes have also been included in the EMRMC, EMFLH and Ephraim McDowell Health (EMH) 990 narrative each of the three
years of the project, and interim findings have been shared with consortium partners. Other venues to share the findings are being
explored, including but not limited to the EMH Research Day.

Part VI: Challenges & Innovative Solutions

One of the first challenges that needed to be addressed was that of maintaining client confidentiality, especially when trying to
communicate client data between EMRMC and the health departments. The Health Departments did not have an electronic
recording and reporting system and did not have software compatible with the Kentucky Health Information Exchange.
Consequently, a secure VPN network was developed by EMRMC which worked for information exchange, although it was
cumbersome and inefficient causing frequent problems with access. Eventually, arrangements were made to have staff from the
health departments come to the hospital to do their client case management and recording. Although only two health departments
took advantage of this arrangement, it served to validate this practice for any future care because it relieved the health department
nurse of health department responsibilities so they could concentrate on case management without interruptions.

It was quickly discovered that the health department RN’s had varying degrees of computer skills and comfort. Therefore, initially
the project coordinator spent a significant amount of time coaching and teaching basic computer navigation skills. Some issues
were never completely resolved but “workarounds” were used.

Having RN case managers at different sites fostered a lack of continuity among the group and increased inter-rater variability. This
issue was addressed through monthly and then bi-monthly “Go To Meetings” that were only partially effective due to sporadic
attendance caused by health department competing demands. Mass e-mail communication among the participating nurses was
essential for communication of the same message to all participants. Nurse engagement for the future can be improved by better
initial orientation, staff training, shared methods of reporting data results, and face-to-face peer to peer learning.

Part VII: Sustainability

A. Structure
The consortium will continue on a more informal basis if we do not receive grant funding for a Phase 2 project. EMRMC will
continue to offer free stroke and heart attack screenings at least once a year at each of the sites as part of its community benefit

Page 113 of 466



services. However, case management with monthly follow-up will not continue. Health departments will continue to provide the
sites for screenings and diabetic education, smoking cessation programs, and lobby for local and state smoke free environments in
our communities. The extension office will provide nutrition classes and a site for screening. The partners are as follows:

Ephraim McDowell Regional Medical Center Boyle County Health Department
Boyle County Extension Office Garrard County Health Department
Lincoln County Health Department Mercer County Health Department

Will all, some or none of the elements of the program be sustainable once Outreach grant funding has ended? Please check the
appropriate selection.

All elements of the program will be sustained
_X_Some parts of the program will be sustained
None of the elements of the program will be sustained

As previously mentioned, at least one screening per site, per year will be sustained by EMRMC. EMRMC will supply the staff and
laboratory supplies for the screenings and counseling. Space for the screenings and counseling, and refreshments for fasting
clients will be funded in-kind from the health departments and extension office. In addition, efforts are underway to start a
coordination of nutrition classes among the Boyle County Health Department, Boyle County Extension Office, McDowell Wellness
Center, and EMRMC. Classes will at least include diabetic, low fat, low sodium diets, reading food labels, and food preparation
and purchasing. This reduces duplication of services and increases access to care. Referrals to these classes will be made at the
screenings. We know that continued dialogue and planning will take place between the existing partners.

If funding for Phase 2 Healthy People: Healthy Communities is obtained, expansion of the consortium to include several area
churches and the Garrard County Extension Office is anticipated. EMRMC would continue to provide coordination and supervision
of care along with some case management for the extension offices. Case management would continue but under different
arrangements than the current plan. RN’s would be required to come to the EMRMC facilities on a rotating basis to do their follow
up care. Faith community nurses would follow clients from their own perspective churches. Case management would be funded
through the grant.

Memorandums of Agreement are already obtained from the following partners:

Boyle County Health Department Boyle County Extension Office
Garrard County Health Department Garrard County Extension Office
Lincoln County Health Department Mercer County Health Department
Danville Centenary United Methodist Church Salvation Army

Sts. Peter and Paul Catholic Church Lexington Avenue Baptist Church
Journey Baptist Church

EMRMC completed a Community Health Needs Assessment survey in 2014 with the assistance of Professional Research
Consultants, Inc. Evidence from this survey reflect increased education and awareness of stroke risk by the population served,
decreased smoking within the counties, a decrease in age-adjusted mortality trends for heart diseases and stroke, and an increase
in cholesterol monitoring.

Consortium members report changes in school menus in Lincoln, Boyle, and Mercer Counties. Mercer County even hired a full
time chef in their high school. Counties piloted Farm-to-School programs and several are continuing these on an ongoing basis.
Burgin School has a walking trail and rewards students with activity rewards instead of sugar treats and beverages. Boyle County
has increased tracking of Childhood/Teen BMI levels. With the aid of a Physical Education Program Grant, Danville Schools are
making menu changes and increasing student activities also.

All counties but Mercer implemented or expanded their walking trails.
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Several counties give vouchers for WIC participants to use at Farmers’ Markets. At one of the churches in Mercer County, the
First Lady has instituted healthy choices at every church dinner.

The Boyle County Extension Office, EMRMC, McDowell Wellness Center and Boyle County Health Department are working to join
forces in providing nutrition classes to better utilize their staff, expertise, and increase access.

Consortium partners report increased collaboration and improved partnerships. EMRMC joined the University of Kentucky Stroke
Network and embarked upon a massive education program regarding stroke risk and care within the network. They aggressively
changed hospital practices to improve care of patients with stroke symptoms to meet evidence based practice standards. The goal
is to become an accredited Stroke Center.

Health Department staff was challenged to improve their computer skills, counseling procedures, and engaging clients in self-care
management. They were encouraged to explore new ways of relating to clients through integrated care of disease processes. At
least one nurse from each health department verbalized the value of follow-up care and was contemplating how they could
implement this in their own facilities with clients they were following.

Because Centre College and Health Occupation Student Association (HOSA) students were involved in various aspects of the
screening process, potential future health leaders are being developed. One student from Centre College has gone on to graduate
with a major in public health administration. This also provided a way for students to engage in the community in a way they may
not have done otherwise.

There has been an increase in referrals from our partners for additional screenings and educational events. The local hospice
referred nurses for training in our Faith Community Nursing program. Likewise, there has been an increase by clients requesting
additional information for family members both in and outside of their immediate households. One client sought assistance for an
Alzheimer’s assessment and joined the University of Kentucky Research Study in Alzheimer's disease. As a result, it is evident
that dialogue is taking place within family groups.

There is evidence of changed behavior among clients. Other clients while not changing their behavior at this point will say, “I know
this is what | need to do” and then will proceed to inform the case manager what they need to change and sometimes add why.
This demonstrates an increase in health literacy among clients in the program.

During this year's legislative session, a statewide smoke free bill passed the House and was sent to the Senate. This is certainly
progress towards a statewide smoke free environment that will impact all cardiovascular health.

Part VIII: Implications for Other Communities

While screening may not be as cost effective in terms of supplies and personnel, it does provide an entry point into communities to
begin the process of education and relationship establishment. We found case management to be effective and embraced by our
clientele overall if one was mindful of time constraints and activities of the client. Frequently, relationships became strong with clients
trusting the case manager and seeking the case manager’s advice about additional health concerns they were facing. Proper referrals
could then be made, if necessary and if self-management was not appropriate. They also sought self-care management information for
other family members not in the project. Because case management was done by telephone, case managers were required to make
frequent and persistent attempts to contact clients in order to maintain relationships due to client’s busy schedules. Consistency
among case managers from various agencies is sometimes difficult to achieve.

Bringing personnel in from other agencies to one central location for in-depth training regarding teaching, coaching strategies,
documentation and data collection is essential for consistency of care and protocols. Periodic joint meetings would encourage further
cooperation among the various agencies beyond the director level. Engaging consortium partners’ case managers in periodic
meetings assures an on-going psychological paycheck in the process. This also provides an opportunity for the project coordinator to
report on the outcomes of care and case managers to develop a sense of ownership and engagement in the case management
process which is essential to its effectiveness. Collaborative problem solving and networking are also beneficial to program success.
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Client information security is always an issue when clients are moving from county to county and information is transported between
agencies. Finding a simple VPN process or electronic filing sharing system is critical and becomes even more important if coalition
partners are separated by long distances. “Go To Meeting” was used with some success. Hence, some form of virtual group meetings
may be necessary for long distance communication.

Obviously, case management on the local level has the potential to be effective for chronic disease process management and
prevention. It has the potential to reduce healthcare costs by decreasing emergency room visits and improve quality of life. It may be
a key to reducing readmissions to acute care settings. It can even be adapted using Skype among our rural and frontier areas as a
mechanism for telehealth.
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Kentucky

Kentucky Office of Vocational Rehabilitation

Part I: Organizational Information

Grant Number D04RH23586
Grantee Organization Kentucky Office of Vocational Rehabilitation
| Organization Type State agency
Address 275 E. Main St., Frankfort, KY 40621
Grantee organization website www.Ovr.ky.gov
Outreach grant project title Rural Health Care Services Outreach Grant Program
Project Director Name: Carol Weber

Title: Rehabilitation Technology Branch Manager
Phone number: 859-372-8428

Fax number:  859-371-0012

Email address: carols.weber@ky.gov

Project Period 2012 -2015

Funding level for each budget period May 2012 to April 2013: $147,269

May 2013 to April 2014: $146,559

May 2014 to April 2015: $147,063

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)
Kentucky Office of Vocational Frankfort/Franklin/KY State Agency
Rehabilitation
Kentucky Appalachian Rural Rehabilitation | Lexington/Fayette/KY Community Consortium
Network
Kentucky Assistive Technology Services Frankfort/Franklin/KY Kentucky Tech Act Program
Network
University of Kentucky, Division of Physical | Lexington/Fayette/KY University
Therapy
Appalachian Regional Healthcare System | Lexington/Fayette/KY Non-profit system of hospitals
Kentucky Homeplace Hazard/Perry/KY Appalachian Community Health Worker
Initiative
Carl D. Perkins Vocational Training Center | Thelma/Johnson/KY Rehabilitation Center
Cardinal Hill Rehabilitation Hospital Lexington/Fayette/KY Rehabilitation Hospital
Part lll: Community Characteristics
A. Area

Project CARAT serves the Appalachian counties in Eastern Kentucky: Adair, Bath, Bell, Boyd, Breathitt, Carter, Casey, Clark,
Clay, Clinton, Cumberland, Edmondson, Elliott, Estill, Fleming, Floyd, Garrard, Green, Greenup, Harlan, Hart, Jackson, Johnson,
Knott, Knox, Laurel, Lawrence, Lee, Leslie, Letcher, Lewis, Lincoln, McCreary, Madison, Magoffin, Martin, Menifee, Metcalfe,
Monroe, Montgomery, Morgan, Nicholas, Owsley, Perry, Pike, Powell, Pulaski, Robertson, Rockcastle, Rowan, Russell, Wayne,
Whitley, Wolfe

B. Community description
The Appalachian region of Eastern Kentucky is a very rural area of persistent economic distress, high incidence of disability, an
overburdened healthcare system, and isolated populations. Contributing to the economic distress, high unemployment rates
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abound in the area, with many counties experiencing prolonged, double-digit unemployment. A major contributing factor is lay-offs
in the coal industry in the region. Another factor is lack of career readiness; in more than half of the counties in the region, 40% of
adults over the age of 25 do not have high school diploma. The same holds true for completion of college, with only 11.5% of
adults over 25 having completed a four-year degree. Eighty percent (80%) of the counties in the target area also experience
disability rates of 25% of the population. Spinal cord injury, stroke, and traumatic brain injury have high incidence rates. The
region is sparsely populated with little or no public transportation, causing isolation and difficulty in providing adequate healthcare
services. The area is mountainous with limited roads and few areas of concentrated population. People in the region have low
health literacy and lack access to basic information, with limited access to daily newspapers, local television, or high speed
internet. Most healthcare occurs in larger cities, such as Lexington, on the edges of the Appalachian region. Eighty percent (80%)
of the counties in the area are designated as MUA/Ps (medically underserved areas/populations) and HPSAs (health professional
shortage area).

C. Need
With poverty, isolation, and an inadequate healthcare system, individuals with disabilities lack access to the Assistive Technology
(AT) and Durable Medical Equipment (DME) they need to improve their quality of life, live independently, and participate in their
community. In an attempt to involve the target community in further identifying needs related to increased vocational and
independent living functionality, the Kentucky Office of Vocational Rehabilitation (OVR) conducted a comprehensive needs
assessment in 2011 to determine the current and future need for vocational rehabilitation-related services in the Commonwealth.
More than 400 respondents provided input to the online survey. Rehabilitation counselors who provide services to the target
population indicated an increased need for AT services on a regional and statewide basis. Of the target population respondents,
only 22.9% felt their AT needs had been adequately met. Even individuals with access to healthcare often didn’t have the money
to pay the copays associated with Medicaid and were not receiving the equipment they needed. Others were unaware of the
available equipment that could aid them in being more independent. This project sought to address the need on several levels:
training healthcare professionals who would stay in the area about AT/DME, informing the healthcare community members about
AT/DME and its availability through Project CARAT, and providing to individuals with disability free AT/DME.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
Project CARAT uses a Service-learning (SL) model and approach to engage students in the sanitizing and refurbishing of the
durable medical equipment and assistive technology. SL allows students to gain valuable understanding about DME/AT, develop
leadership skills in the community, and provide an important service to the community. The University of Kentucky Division of
Physical Therapy (UK PT) operates a successful service learning project which provides physical therapy services to those who
would otherwise not be able to receive needed therapy. The Service-learning model was applied directly to developing an SL
program within the UK PT department. This same evidence-based model was adapted to fit the Work Adjustment Training
Program at the Carl D. Perkins Vocational Training Center (CDPVTC). CDPVTC students all have disabilities and often have
never been employed. Students in this program are learning the soft skills they need to be successful on the job. Students at
CDPVTC learn not only about taking supervision, getting along with coworkers, and showing up on time; they also learn how it
feels to help other people who may be in a situation similar to their own. Sanitizing and refurbishing protocol/policies and
procedures are based on the Oklahoma ABLE Tech Durable Medical Equipment Reuse Program. This program is being adapted
to incorporate the SL model and to serve a larger geographic area.

B. Description
Project CARAT (Coordinating and Assisting the Reuse of Assistive Technology) has helped improve the health and quality of life of
individuals with disabilities in the Appalachian region of Kentucky through the provision and redistribution of assistive technology
(AT) and durable medical equipment (DME). To accomplish this goal, a three-pronged approach was developed and
implemented: Network Development, Refurbishing AT/DME, and Service Learning. Each prong is explained below:

1. Network Development

Because the Appalachian region is geographically isolated and the people who live there make up an insular and independent
rural culture, providing services effectively requires strong emphasis on building relationships. By developing partnerships with
people and organizations that have had a long-term presence in the region, CARAT is better able to identify people who want
equipment and service providers who can ensure that the equipment properly meets their needs. CARAT established contact with
forty-three of the fifty-four Appalachian counties in Kentucky (80.0%) through marketing and network development efforts.
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The Project Outreach Coordinator first identified major individuals and organizations that were likely to have an impact on the
success and sustainability of CARAT. These organizations included DME dealers, disability-related agencies and organizations,
free clinics, hospices, and hospitals. The Outreach Coordinator scheduled meetings and made face-to-face contact with
individuals to obtain support for the project. During the meetings, the Outreach Coordinator described the project, asked for
support, provided information on how to make donations and referrals, and asked for names of additional individuals and
organizations who could be contacted. In addition to scheduled meetings, the Outreach Coordinator also drove through the area
and made cold calls to organizations that might have some interest in the program. Through these marketing and network
development activities, CARAT has been able to increase awareness of the program in each targeted county, to elicit donations
and referrals, and to connect with influential county organizers. CARAT has cultivated many partnerships within Appalachian
Kentucky, and CARAT'’s advisory council, the Kentucky Appalachian Rural Rehabilitation Network, KARRN, has also developed
many contacts.

Some of the important contacts were with home healthcare workers (Kentucky Homeplace) and health navigators. They have
been some of our most successful partners in the identification and distribution of AT/DME. These workers go into people’s
homes and develop a relationship of trust with the individuals who may need AT/DME. Another important connection is with the
local hospitals (Appalachian Regional Healthcare System) that discharge people into the community. In particular, a rehabilitation
hospital (Cardinal Hill), which works with people with acquired disabilities, has been a source of many referrals for individuals
needing equipment.

Because of the varied geographical location of the CARAT partners, it was important to use a communication system that was
easily accessible by all partners. To address this, Project CARAT has used two strategies. Monthly meetings are held via an ITV
system, where members can participate via television across many parts of the state. Having the availability of a monthly meeting
that can be attended without travel has helped keep many of the partners involved. The second strategy is the hiring of a Project
Outreach Coordinator who is able to make one-on-one visits to partners.

2. Refurbishing Assistive Technology and Durable Medical Equipment

Refurbishing Assistive Technology and Durable Medical Equipment (AT/DME) consists of five parts: receiving information about
equipment to be donated and about people who need equipment, obtaining used equipment to sanitize and refurbish, sanitizing
and refurbishing AT/DME, making it available to individuals in the community, and distributing the AT/DME as requests are made.

Receiving Donation and Referral Information

The Project Outreach Coordinator often received information from contacts about equipment that was available or individuals who
would benefit from AT/DME. He would pass this information to the refurbishing centers, who would contact the individual with
AT/DME or who needed AT/DME. After an initial contact was made, the donating/referring individual or organization would often
call the refurbishing center directly to make donations or referrals.

Additionally, the KATS Network operates a toll-free line that individuals and organizations can call to make referrals or donations.
The operator on this line forwards the required information to the appropriate refurbishing center. This is an important aspect of
the communication between the community and the project. It allows for a much wider range of individuals to contact CARAT and
does not rely on the availability of the Outreach Coordinator. As the program is able to expand across the state, an individual can
call one number and be referred to the appropriate refurbishing site.

Obtaining Equipment

Most equipment has been obtained from large organizations, such as hospitals and DME dealers who have stored equipment for a
number of years. In these cases, CDPVTC has sent a box truck to the location to pick up several pieces of equipment. Individuals
who wish to make a donation can drop them off at a refurbishing center or at any of the partners’ facilities. For example, people
often drop equipment off at a Vocational Rehabilitation office. Items that are not dropped off at a refurbishing site are transferred
to the site by box truck, or by individual partners who transport equipment when they are already traveling in the area. ltems are
also picked up by partners when a box truck is not needed for the donation. The availability of partners who often travel
throughout the region has minimized the transportation expenses incurred by CARAT.
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Sanitizing and Refurbishing Equipment

Two refurbishing centers were developed during the project. Development of the centers included: identifying appropriate space
for working on AT/DME, obtaining and installing a Hubscrub (a DME washing/sanitizing machine), and a storage area. Sanitizing
and refurbishing protocols were established. The centers have unique staffing, based on the programs where they are located.
The primary refurbishing center is located at the Carl D. Perkins Vocational Training Center (CDPVTC) in Thelma, Kentucky.
CDPVTC is a rehabilitation center associated with the Kentucky Office of Vocational Rehabilitation and is funded with KATS
Network funds through the KATS Network Regional Assistive Technology Resource Center that is located at COPVTC. Students
in the Work Adjustment Program perform the primary tasks of sanitizing and refurbishing AT/DME. A work adjustment instructor
teaches the sanitizing and refurbishing of AT/DME as he is teaching other work-related skills. The director of the KATS Network
Regional Assistive Technology Resource Center coordinates the CARAT activities, donations, and deliveries.

The second refurbishing center is housed in the Center for Excellence in Rural Health at the Appalachian Regional Healthcare
System hospital in Hazard, KY. The primary work is performed by students in the Doctor of Physical Therapy Program (DPT) that
is housed at that location. This refurbishing center has developed some of its own funding through donations and also receives
some funding through the KATS Network for sanitizing and refurbishing supplies. The director of the DPT program oversees the
students, but the students are responsible for all aspects of the program. There is an administrative person associated with the
DPT program who is able to provide continuity between cohorts of students and receive phone calls regarding AT/DME and
referrals.

Equipment Database

Both partners and community members can access a database of available AT/DME that is maintained by the KATS Network.
This database houses information about AT/DME available for loan, demonstration, sale, or redistribution throughout the state
through KATS Network partners. The KATS Network has allowed CARAT to utilize this database to increase the availability of the
refurbished equipment. Much of the information required to ensure process effectiveness and efficiency has come from the ability
to track equipment using the reutilization database. The database can be queried to obtain information on every piece of
equipment that is obtained, refurbished/sanitized, and distributed back out to the community. Information about each piece of
equipment was entered by the service-learning students and updated at every stage of the process. Information on the database
about the equipment includes where the equipment came from, if it can; be reused or will be used for parts or scrapped, who was
responsible for refurbishing/sanitizing it, how much money was spent to refurbish it, an estimate of the value of the equipment in
new condition, which partner matched and delivered the equipment, and information on the consumer who received it.

AT/DME Distribution

AT/DME can be picked up by the individuals receiving it at the refurbishing center. This allows the refurbishing center staff
(students or administrators as applicable) to ensure that the equipment meets the needs of the individual who will receive it. In
some cases, equipment is delivered directly to a healthcare professional that has made a referral so that they can make sure the
equipment meets the needs of the individual and is properly fitted to them. Equipment that does not require fitting can be mailed
or delivered by partners to the individual. Transportation costs are minimized by having individuals pick up the equipment or by
having partners deliver it as they travel throughout the area.

3. Service Learning

Service-learning is a pedagogical strategy that involves a combination of classroom instruction, community service, and critical
reflection to strengthen community networks. The Service-learning component serves three primary purposes for CARAT: to
provide relevant skills to participants in the project, to develop a source of volunteer workers who can perform the sanitizing and
refurbishing activities, and to ensure that the project activities are sustainable beyond the life of the grant.

The CARAT refurbishing center in Hazard is based on a for-credit elective through the University of Kentucky that can be taken by
DPT students in Hazard. The curriculum includes classroom training on AT/DME and sanitizing and refurbishing the AT/DME,
hands-on community service work to develop and operate the refurbishing center, and identifying and addressing community
needs. This collaborative strategy is used not only to help train students on refurbishment of AT/DME but also to understand the
unique individual and community needs with regard to assistive technology. A student run service-learning physical therapy clinic
was established in Hazard, supporting our training of PT students about how to sanitize and refurbish AT/DME.

The CARAT refurbishing center at CDPVTC also operates a student learning project for individuals with disabilities who are
participating in the work adjustment program at CDPVTC. The refurbishing center provides a consistent supply of work activities to
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the work adjustment program. The work adjustment instructor uses this work activity to teach students not only skills in working on
AT/DME, but also soft employment skills, such as appropriate hygiene, coworker and supervisor relationships, and punctuality in
work and break times. A unique benefit for this program is that individuals with disabilities who have not typically had the
opportunity to be the provider of community service are able to help others who are in need. These individuals are able to take
information about CARAT back to their home areas when they leave CDPVTC, which aids in obtaining AT/DME to redistribute and
identifying individuals who are in need of AT/DME.

Role of Consortium Partners

The major consortium partners of CARAT are the KATS Network, the Kentucky Office of Vocational Rehabilitation, the University
of Kentucky Physical Therapy Program, Appalachian Regional Healthcare, Kentucky Homeplace, Cardinal Hill Rehabilitation
Hospital, and the Kentucky Appalachian Rural Rehabilitation Network.

Infrastructure

The KATS Network functions as the ‘backbone’ of CARAT. Its mission is to make assistive technology information, devices, and
services easily obtainable for people of any age and/or disability, their families, employers and employment service providers,
educators, healthcare and social service providers. The Network is responsible for the programmatic management of the project
including coordination among all CARAT consortium members. The existing KATS Network toll-free line is used by CARAT to
accept donations and take referrals for equipment. The KATS Network AT Locator database is the online database that contains
all available equipment. This database is accessible by the public and allows individuals to find and request the equipment they
need. The KATS Network also employs a Project Outreach Coordinator who is responsible for the maintenance of the network of
relationships required for success, including the listed partners and other community agencies/companies/individuals required to
regulate the flow of AT/DME to meet the community needs. This individual is also responsible for working on the sustainability of the
project and developing funding strategies that can be used to continue the work of Project CARAT. The KATS Network is also
responsible for budget management. It coordinates the activities of all the partners in the Network.

KYOVR houses and staffs the main refurbishing and student training site at the Carl D. Perkins Vocational Training Center
(CDPVTC) in Thelma, Kentucky. This site is funded with KATS Network funds through the KATS Network Assistive Technology
Resource Center (ATRC) located at CDPVTC. In addition to refurbishing equipment and training students, staff members at the
site are responsible for coordination of all transportation to pick up donations of equipment and deliver equipment to individuals
and organizations who need it. CDPVTC also purchases supplies and equipment for both centers as needed. The KATS
Network ATRC at the Carl Perkins Center also provides training to area healthcare workers and students on AT/DME and on
sanitizing and refurbishing techniques.

The University of Kentucky Physical Therapy Program operates a refurbishing and student training site at a facility of Appalachian
Regional Healthcare in Hazard. The students at this center have sponsored community events to educate the community about
CARAT and obtain AT/DME and referrals. They have also obtained financial support to purchase materials and supplies. A
student-run physical therapy free clinic also provides referrals to the refurbishing center.

Referral partners

The Appalachian Regional Healthcare (ARH) System acts as a referral source for individuals needing used equipment. It operates
facilities and offices throughout the region. It also assists in arranging transportation of equipment between its facilities. ARH has
also been instrumental in helping to educate the community and healthcare providers about Project CARAT.

Kentucky Homeplace also refers individuals needing equipment to CARAT. Kentucky Homeplace has Community Health Workers
located throughout much of Appalachian Kentucky. These healthcare workers often work in the homes of individuals with
disabilities who would otherwise not receive access to healthcare. They are able to identify people who are in need of AT/DME
and would have no other way to obtain it.

Cardinal Hill Rehabilitation Hospital in Lexington continues to be a major referral source for CARAT. It transitions many people
from the hospital after a period of rehabilitation back to their home communities in Appalachian Kentucky.

The Kentucky Appalachian Rural Rehabilitation Network continues to provide referrals to Project CARAT as they identify
community members who are able to donate equipment, need equipment, or who can otherwise assist with the project.
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Part V: Outcomes

A. Outcomes and Evaluation Findings
Infrastructure Development:
In a span of less than 3 years, Project CARAT has been able to establish an infrastructure to meet the AT/DME needs of
individuals with disabilities residing in the most underserved part of the state. The most significant sustained impact of the project
has been the building of relationships amongst people and organizations that have a long-term presence in the Appalachian areas
of Kentucky, allowing them to better identify both people who require equipment and service providers who can ensure that the
equipment properly meets their needs. Due to the isolated geography and the insular and rural culture of the area, it is important
to work with people and organizations that have already developed a presence in the region. Itis also important for the project to
have face-to-face contact with individuals in the area to develop relationships. Project CARAT staff were able to meet with people
in 44 of the 54 Kentucky Appalachian counties to elicit donations and referrals and to connect with influential county organizers.
This relationship-building approach has brought success to the project, as Project CARAT has become the “go-to” organization for
local hospitals, health insurance companies, and community health workers/navigators.

Services Provided:

Project CARAT served a total of 269 people during almost three years of operation. 136 of these people reside in target counties.
Many people outside of the target area were able to receive equipment if there was not an immediate need for it in the
Appalachian counties. The project was able to serve these individuals because it was important to keep equipment moving
through the process to make sure there was room for new equipment as it was donated. Equipment was distributed to
Appalachian counties first before it was made available to people in other counties. In the target area of Appalachia, 64% of
equipment recipients reported that they were on public assistance insurance programs (Medicare/Medicaid). Many of these
individuals reported that they could not receive the equipment through Medicare/Medicaid due to their inability to pay the required
copays.

A total of 621 pieces of equipment were provided to individuals, ranging in value from $5 to $10,000. Because the items did not
have to be purchased new, the project provided a savings of over $237,000. Individuals in the target area who received
equipment rated the process of obtaining it as very easy (4.76 on a 5 point scale, where 1 = very difficult and 5 = very easy). They
also indicated that the equipment received was in excellent condition (4.70 on a 5 point scale, where 1 = very poor condition and 5
= excellent condition).

Impact on Recipients and Families:

Individuals receiving equipment indicated that the equipment had significant impact on their lives. In the target area, the most
significant impacts were in the areas of having friendships and maintaining a social life and being able to live independently in the
home. Recipients indicated that they were able to communicate more effectively and do more activities, like fishing, grocery
shopping, attending church, and visiting neighbors. Hearing aids and batteries for hearing aids played an important role in helping
individuals with hearing impairments to rejoin their families and communities. They were more independent in their homes and felt
safer without fear of falling due to the provision of mobility devices like canes, walkers, and wheelchairs and personal hygiene
equipment such as portable commodes and shower chairs. Recipients were able to do things for themselves such as get out of
bed, get a snack, or move to another room without having to wait for someone to assist them. There was also a safety impact on
caregivers; through the use of lifts, caregivers were better able to assist individuals with disabilities in getting out of bed. In some
cases, individuals were able to return home, or to remain in their homes rather than moving to nursing homes, because they were
able to receive appropriate AT/DME.

In addition to these outcomes, participants reported that the AT/DME they received allowed them to pursue education and
employment. The two biggest factors in this were mobility devices, such as wheelchairs and scooters, and adapted computer
access devices. There was also a financial impact since they were able to receive the equipment without insurance restrictions or
delays and in spite of systemic poverty. Recipients appreciated that they were able to try out the AT/DME first and did not have to
purchase something that did not work for them (as sometimes happened in the past).

Finally, recipients reported a significant impact on their psychological wellness. Having proper equipment to allow participation and

independence in home, school, work, and community environments helped individuals deal with depression, enjoy the company of
friends and family members, and enjoy life versus leading a life focused on anger and frustration.
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Impact on Students:

Project CARAT not only impacted those receiving the equipment; it impacted those who were able to learn about the AT/DME in
their education and training programs as well. Students from the UK Physical Therapy department were trained in the refurbishing
of AT/DME, which helped them to understand the technology and equipment needs in Appalachia and the process required to
obtain the equipment for their (future) patients. The students also reported that they felt they would be able to perform quick,
minor maintenance on equipment that would help their patients keep their AT/DME in working order for a longer period of time.
This is very important in a region of systemic poverty due to the unavailability of funds to replace the equipment. Students in the
UK PT program showed their overall support of the project by making a significant financial donation to help ensure that the project
would be maintained.

Students participating in the work adjustment program at CDPVTC have acquired skills in working on AT/DME as well as other
workplace skills. They enjoy a feeling of achievement in being able to assist others who, like themselves, have disabilities.

B. Recognition
The University of Kentucky developed a video for a program called UKNow. It played once across the UK campus and continues
to be replayed on the UK Public access network. Many people still comment on seeing the video on TV. The Hazard newspaper
ran a piece on CARAT two years ago, focusing on a consumer whom Project CARAT was able to help. The Hazard TV station also
ran a story during a DME drive the PT students held last fall. CARAT updates have been in the last 3 KARRN newsletters that are
sent out to multiple organizations throughout central and eastern KY. CARAT has also been featured in “Excellence in Action,” a
newsletter of the University of Kentucky Center for Excellence in Rural Health.

CARAT has also been presented to several professional organizations: Appalachian Translational Research Network (ATRN)
Summit (2014), the National AgrAbility Workshop (2014), KY-AHEAD (2014), West Virginia University (2013), Kentucky Rural
Health Association Meeting (2012), American Physical Therapy Association Combined Sections Meeting (2013), and the Kentucky
Appalachian Rural Rehabilitation Network (2014).

____ PartV: Challenges & Innovative Solutions

Changes in Partnership:

Project CARAT faced a significant challenge in year 2 of the grant with the loss of the Bluegrass Technology Center (BTC) as a
partner. The original plan was to use the large resource of available equipment and expertise at BTC to be able to quickly begin
distributing items and to be able to market our program to individuals and community leaders, developing relationships that would allow
us to have an effective flow of equipment out into the community to individuals who were in need. BTC also had a significant role in the
development of community partners to both obtain and redistribute equipment. By the end of the first year of the grant, BTC
determined that they were unable to reach out to communities located several counties away from their primary base of operations and
unable to provide equipment to the Appalachian area. These problems were supported by low numbers of equipment redistributed to
individuals with disabilities in Appalachia. Most of the equipment was redistributed in year 1 into the greater Lexington area. Since the
goal of the grant was to target counties in eastern KY, there was a need to have a project coordinator who could establish relationships
with organizations in the eastern KY region. For these reasons, during the strategic planning process in year 1, it was decided to hire a
full time staff person who would coordinate Project CARAT, who would be responsible for the networking and relationship
development. Additionally, the Appalachian Regional Healthcare System replaced BTC as a non-profit partner for Project CARAT.
While this consortium of hospitals does not have a preexisting refurbishing program as BTC had, they do have an excellent presence
and network in the target area. They have identified patients who are in need of AT/DME, identified AT/DME that could be refurbished
and redistributed, and have volunteered to transport AT/DME between their hospitals. They have provided professional assistance in
the appropriate matching/fitting of AT/DME to individuals as needed. ARH also provided community and healthcare worker education
about CARAT.

With the loss of BTC as a partner, Project CARAT sought to replace the capacity of a recycling center, with one that could more
effectively serve Appalachian Kentucky. Patrick Kitzman of the UK PT program was able to identify space within the Center for
Excellence in Rural Health in Hazard, KY that allowed him to expand the services the UK PT students were able to offer. This
additional space allowed the students to obtain, sanitize, refurbish, and redistribute a larger amount of equipment. The students have
also started a free PT clinic that is a service learning project similar to the one developed by the UK PT program in Lexington. The
refurbishing center provides AT/DME to the patients in the free clinic who need the equipment but do not have insurance or cannot pay
the copay required. This increased capacity in space and available equipment has served the project well.
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Storage Space:

Another challenge that Project CARAT faced is a lack of storage space for donated and refurbished equipment. When writing the
grant, we realized that we would need to distribute a large amount of equipment to maintain an appropriate flow of AT/DME and not run
out of storage. For many factors already discussed, Project CARAT has only recently started distributing equipment from the new
recycling center at CDPVTC. With the loss of BTC as a partner, storage became a larger problem. Twice during the last year, Project
CARAT could not accept donations due to a lack of space. When this happened, the items were donated to BTC, even though they
had stopped distributing items to Appalachian Kentucky. We have worked to address this issue in five ways: 1 — We evaluated the
large amount of equipment that had been donated and scrapped the equipment that was too broken to be effectively and cost-
efficiently refurbished; 2 — We completed the development of the recycling space at CDPVTC, including the purchase of a second
hubscrub (AT/DME sanitizer), to increase our capacity; 3 — We developed the service-learning program at CDPVTC so that we have
students available to sanitize and refurbish AT/DME as it is donated; 4 — Once we had the capacity developed, we started networking
with community agencies and organizations who would be able to help identify people who need the equipment; and 5 — we worked
with our community partners to identify storage space in the community where some equipment could be stored around the
Appalachian area, making it easier to access for those partners and the individuals they are serving. Additionally, Project CARAT was
able to donate some refurbished equipment to other agencies in the area that had need of the equipment for their patients. For
example, several pediatric wheelchairs were donated to Shriner’'s Hospital so they could have them available to distribute when
families needed them.

Transportation of Equipment:

Transportation of equipment continues to be a concern for Project CARAT. While we have been able to pay CDPVTC staff and trucks
to pick up donated equipment during the grant period, we are concerned about how to effectively get equipment to consumers in a way
that is sustainable after the grant period ends. Many times the consumer needs to come to a place where the equipment can be fitted
by a qualified rehabilitation professional. However, we are investigating methods to minimize the travel required by individuals with
disabilities and also the cost to the project for transportation. Some methods we have tried include: a local courier service which could
provide the service at a reduced cost; the use of a hospital courier service, especially when we are distributing equipment to one of
their patients; and the use of home health personnel to distribute equipment to their patients in their homes. To date, we have a large
number of consumers who have been able to pick up the equipment themselves, but staff members have also distributed some
equipment in person.

Staff Turn-Over:

Staff turn-over in the project coordinator position has also created a significant barrier in addressing the sustainability of the project.
This is a professional position that requires someone with a highly skilled background, and we have only been able to offer temporary
employment with no benefits due to state hiring practices. We recently were able to work with the KATS Network to put this position on
their contract, allowing us to offer benefits. This has allowed Project CARAT to hire an individual with the skills and experience to do
the job.

Part VII: Sustainability

A. Structure
All of the consortium members are also members of the Kentucky Appalachian Rural Rehabilitation Network and through this
organization, the consortium will continue to exist. The partners in the consortium are: Kentucky Office of Vocational
Rehabilitation, Kentucky Appalachian Rural Rehabilitation Network, Kentucky Assistive Technology Services Network, University
of Kentucky, Division of Physical Therapy, Appalachian Regional Healthcare System, Kentucky Homeplace, Carl D. Perkins
Vocational Training Center, and Cardinal Hill Rehabilitation Hospital. All partners have agreed to continue serving in the roles
identified in section IV.c. In addition, the KATS Network has agreed to take over the coordination of Project CARAT and will be
responsible for maintaining the consortium.

B. On-going Projects and Activities/Services To Be Provided
X_All elements of the program will be sustained

Some parts of the program will be sustained
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None of the elements of the program will be sustained

The current program activities — the collection of used AT/DME, the sanitization and refurbishing of the AT/DME by the two service
learning programs, matching the AT/DME to individuals with disabilities, and providing the AT/DME to those individuals - will
continue. The refurbishing sites at CDPVTC and the UK PT Program at Hazard will be continued after the grant has expired.

At the UK Physical Therapy Program, students will continue to learn skills that they will need to effectively serve people in rural
communities with few resources. The PT students in this program have a more thorough knowledge of AT/DME and will be able
to help their patients maintain their AT/DME, refurbish AT/DME for those who cannot obtain new devices, and direct them to
alternative resources to help

The KATS Network will continue to be actively involved with Project CARAT and will assist in both maintaining these current
projects and expanding the AT/DME reutilization project across the state of Kentucky.

Sustained Impact
Project CARAT has had sustained impact in the following areas:

KATS Network Increased Emphasis on AT/DME Reuse

Project CARAT has brought the refurbishing of AT/DME to the forefront of the KATS Network. Through the work of the KATS
Network Center at CDPVTC, refurbishing will remain an integral part of KATS and CARAT will continue to help other KATS
Network regional assistive technology resource centers focus on refurbishing. KATS Network has provided additional funding to
other organizations to provide AT/DME reuse services.

Expansion of Project CARAT across the Commonwealth of Kentucky

Due to the success of CARAT, the KATS Network has decided to expand services across the Commonwealth of Kentucky and is
working to implement the CARAT structure throughout the state. The KATS Network has identified other student learning
opportunities and other organizations that are eager to become involved in Project CARAT. They are laying the groundwork to
include other counties in central and western KY that were not included in the original grant. In addition, the Center for
Accessible Living in Murray, KY has been added to the KATS Network refurbishing program to allow them to participate.

Expansion of KATS Network Services

The KATS Network has also expanded on the successes of Project CARAT's provision of refurbished hearing aids. KATS has
started a new program, “SHARP,” to provide low cost hearing aids to Kentuckians through the use of the “Hear Now” program and
through the statewide collection of unused hearing aids for refurbishing.

Increasing Skills of Healthcare Workers

Project CARAT has also trained student healthcare providers and provided these individuals with improved skill sets. Many of
these students came from rural communities and will choose to serve in rural communities upon graduation. In addition to having
better skills, these healthcare providers will be better equipped to help patients obtain the equipment they need. They have also
left the program with the desire to continue to be involved after graduation. These former students will be able to serve as mentors
to current students as well.

Increasing Community Partner Involvement

Due to the success of Project CARAT in eastern Kentucky, other refurbishing programs are able to get more community programs
involved. A good example of this is a recycling program in the Paducah area that has been providing refurbished AT/DME to
patients at Lourdes hospital for years. This program was completely staffed by volunteers and had no financial support. Lourdes
Hospital is now interested in participating in the program. The arrangements for structures are being formalized with an expected
completion date in summer 2015.

Improving Services To Rural Communities:

The KATS Network has been able to make inroads into some very rural communities and provide, through Project CARAT, some
access to AT/DME in areas in which they were unable to be completely effective in the past. As people in rural areas become
more aware of AT/DME and its potential to provide improved quality of life, they will begin to seek it out through Project CARAT
and its partners.
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Raising Expectations:

In addition to the expansion of programs and the training of healthcare workers in AT/DME, Project CARAT has served to raise
the expectations of people working in the Appalachian area about the provision of AT/DME to allow people to be more
independent and participate more fully in their communities. It is significant that Kentucky Homeplace has integrated Project
CARAT and the refurbished AT/DME into its community health navigator resource guide. People in Appalachia now have the
hope and expectation that they will be able to receive the equipment they need.

Part VIII: Implications for Other Communities

The primary issues that must be addressed in the development of an AT/DME reutilization program similar to Project CARAT include:
the development of appropriate student learning projects to provide the refurbishing, the development and maintenance of a network of
individuals and agencies that are able to provide both AT/DME to be refurbished and referrals for individuals who need AT/DME, and
the logistical issues of storage and transportation of equipment.

Development of Student Projects

Project CARAT currently operates two very different projects that involve students. At CDPVTC, students are learning general work
skills in the Work Adjustment Program. There are many students in the program, and the students move in and out of the program on
aregular basis. At the UK PT program, the students are studying to be physical therapists and run the program more independently.
Training is provided once a year by the KATS Network. There are fewer students, and it is more difficult to keep the program staffed as
the students are in and out of rotations regularly. The identification of a central person to address the administrative aspects of Project
CARAT at each location has been essential for providing continuity even though the people working on the project are constantly
changing.

Development and Maintenance of a Network

The development of a network of people and organizations involved with Project CARAT is essential to its success. Home healthcare
workers and local hospitals allow CARAT to reach people in the most rural communities. Project CARAT has also found particular
success in obtaining donations of used AT/DME from the following groups: DME dealers who cannot reuse equipment and often take
equipment back from consumers when they deliver new equipment, hospices, hospitals, and other non-profit organizations that work
with people with disabilities.

Communication

One aspect of network development that should be specifically addressed is the maintenance of the communication among network
partners. Project CARAT has found that regular face-to-face meetings with network members help to keep the communication strong.
Additionally, monthly meetings held via an ITV system allow members to participate without having to travel several hours.

Sustainability

CARAT was developed with sustainability in mind. Each partner is performing a task that would likely be performed by that partner,
even without a grant in place. For example, ARH will still see patients who need equipment and need to assist them in locating
equipment - CARAT provides them another option. The KATS Network is required to provide assistive technology reuse programs —
CARAT provides them a vehicle in which to provide these services

Project Coordinator to Facilitate Partnership and Collaboration among Grant Partners
The presence of Program Coordinator provides the coordination of tasks in a seamless and timely manner. This is a professional
position that requires someone with the special skills and experience to do the job.

Logistical Issues of Storage and Transportation of Equipment

The flow of AT/DME through the program is an important aspect to consider. It is necessary to keep equipment moving in and out at a
rate that does not overfill the available storage area and at the same time to maintain a good selection of AT/DME that can meet the
needs of the community. Developing relationships with other organizations throughout the region helps to expand storage
opportunities as well as making equipment more readily available to those who need it.
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Kentucky

Lake Cumberland District Health Department

Part I: Organizational Information

Grant Number D04RH2390

Grantee Organization Lake Cumberland District Health Department
Organization Type Health Department

Address 500 Bourne Avenue, Somerset, KY 42501

www.lcdhd.org

A STITCH in Time

Name: Jamie Lee, RN, CDE, MLDE
Title: Diabetes Education Coordinator
Phone number: 606-678-4761

Fax number: 606-678-2708

Email address: jamiel.lee@Icdhd.org
2012 -2015

May 2012 to April 2013: $149,197.40
May 2013 to April 2014: $149,823.00
May 2014 to April 2015: $150,000.00

Grantee organization website
Outreach grant project title
Project Director

Project Period
Funding level for each budget period

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization

Location
(town/county/state)

Organizational Type

Lake Cumberland District Health
Department

Somerset/Pulaski/Kentucky

Health Department

*Wayne County Extension Office

Monticello/Wayne/Kentucky

Cooperative Extension Agency

*Clinton County Extension Office

Albany/Clinton/Kentucky

Cooperative Extension Agency

Somerset Community College

Albany/Clinton/Kentucky

Community College

Institute for Rural Health- Western Bowling Green/Warren/Kentucky University
Kentucky University
Institute for Rural Health- Western Bowling Green/Warren/Kentucky University
Kentucky University
Institute for Rural Health- Western Bowling Green/Warren/Kentucky University
Kentucky University

*Kentucky Diabetes Prevention & Control
Program

Frankfort/Franklin/Kentucky

Department of Public Health

Kentucky University

*Department of Public Health — Western Bowling Green/Warren/Kentucky University
Kentucky University
*Department of Public Health — Western Bowling Green/Warren/Kentucky University

Business Coordinator for Worksite
Development, Cabinet for Health & Family
Services, Kentucky dept. for Public Health

Frankfort/Franklin/Kentucky

Department of Public Health

*DDS

Somerset/Pulaski/Kentucky

Dentist
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Part lll: Community Characteristics

A. Area
The STITCH project served employees working in two sewing factories in Clinton and Wayne Counties —two Appalachian counties
in southern Kentucky.

B. Community description
Clinton and Wayne Counties are poor, rural counties in southern Kentucky and part of the Appalachian region with a combined
population of 31,085 residents. Ninety-six percent are white; 50% of the population is female. The stress and struggles of poverty
and low wages lay heavily on families living in these counties. Their household has to make ends meet with 40% less income than
other Kentuckians and 62% less household income than the nation’s median. Twenty-seven percent of the population lives below
the poverty level. Clinton and Wayne Counties are two of the unhealthiest counties in the state —Clinton ranks 64 and Wayne 750
out of 120 for health factors. When evaluating health outcomes, Wayne ranks 62" and Clinton ranks 931, The population has a
high incidence of smoking, lack of meaningful and consistent physical activity, poor eating habits, how health literacy skill, and
limited access to health care.

C. Need
At the start of this project 54% of the target population had no health insurance and 80% had no dental insurance. Furthermore,
29% had no medical home, 7% had not seen a doctor in the past two years or longer, 25% have never had lab work (cholesterol
level, blood glucose) and 11% have not had lab work in 5 years or longer. Over one half of the target group admitted that they
didn’t seek medical care due to cost as well as having to miss work. The STITCH project addressed the barriers faced by so many
in this target population. Health education and screening would be brought to the employee at the workplace -lab screenings and
referrals, lessons at lunch, newsletters, physical activity challenges, even dental screening. By teaching this population to
recognize risk factors as well as prevention and management behaviors for chronic disease, the first steps would be taken to
empower the individual to become pro-active in their care.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
The STITCH project used a variety of existing programs and curricula to create an effective worksite wellness program that
addressed the needs of the target population. Each program was selected because of its adaptability into the worksite schedule,
plus low literacy level handouts and curriculum. The following programs were used for our project: The National Diabetes
Education Program, Diabetes At Work; Eating Better Moving More, Learning about Diabetes, Small Steps to Health and Wealth,
and Weight —the Reality Series. These materials were adapted to create our worksite wellness program.

The National Diabetes Education Program, Diabetes At Work (which uses evidence-based curricula) lesson plans were used as
the foundation and guide for integrating other educational programs into the STITCH education program. These lessons were
designed as 30-60 minute lessons and were easily adaptable for “lunch and learn” formats. They were easily broken down further
to meet our needs of 15 minute “lunch lessons”, and were modified to not be so diabetes specific. The “Eating Well” lesson plan
was expanded into a twelve week Eating Better unit promoting healthy eating. The lessons were supplemented with handouts from
www.choosemyplate.gov to reach larger audiences. The “Get Moving” lesson plan was expanded into a six week “Get Moving” unit
promoting physical activity. The “Understanding Diabetes” lesson plan was divided into a nine week unit. The “Taking Good
Health to Heart” lesson plan was divided into an eight week unit combining Heart Health, blood pressure control, and cholesterol.
Again, lessons were supplemented with handouts from the American Heart Association to reach larger audiences. The “Emotional
Well-being” lesson plan was divided into a three week “Managing Stress” unit with no modifications.

Eating Better Moving More, is an evidence- based model developed by the National Policy and Resources Center on Nutrition and
Aging at Florida International University, focusing on improving eating habits and increasing physical activity among older adults.
We used the activity lessons that supported the use of step counters to supplement our pedometer challenge.

Learning about Diabetes (www.learningaboutdiabetes.org) is a non-profit charity that specializes in low literacy educational

materials in English and Spanish. Various handouts were used to supplement the diabetes portions of the program. Originally,
when the project began these materials were free. (There is now a charge to use these materials.)
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Small Steps to Health and Wealth (Rutgers Cooperative Extension) curriculum encourages participants to make positive behavior
changes to simultaneously improve their health and personal finances. This was used by the Wayne and Clinton Cooperative
Extension Agents for lunch lessons, but was modified and only an overview was covered in a single lunch lesson.

Weight —the Reality Series is a 10 week program designed for use by County Extension Agents for Family and Consumer
Sciences. This curriculum teaches participants to change their relationship with food, activity, and weight. Each session takes the
“LAFF” approach: Learning —a topic presentation and/or handout, an occasional form to complete; Activity —an opportunity to
move; Food —a recipe demonstration or group food event to illustrate best practices; Fun —taking time to laugh and smile, creating
an environment where people can take refuge from the outside world. The curriculum was modified from 10 to 8 weeks and
sessions were shortened to fit into the 15-20 minute “lunch and learn” format.

Description

We felt that the old saying, “A stitch in time saves nine” is so often appropriate with our health—that by preventing health problems
or addressing them early on we can prevent complications and problems down the road. STITCH program goals are: See the
risks. Take the first step. Implement what you have learned. Take it home. Continue daily. Healthy for life.

In the planning stages of the grant, we asked participants to complete an interest and needs survey. We found that many had not
had blood work in several years. To obtain baseline data we started with biometric screenings that were conducted onsite at each
facility. These screenings included: Blood pressure, weight, waist, BMI, Cholesterol (LDL and HDL), Triglycerides, Glucose, and
A1C. Each participant was counseled individually on their results and referred to a health care provider for all abnormal findings.
These screenings were then conducted onsite annually to track results. We asked participants to complete a Wellsource Health
Risk assessment initially to obtain further baseline date. This survey was repeated Year Three of the grant for follow-up. Because
high blood pressure was such a concern for our population, we provided monthly blood pressure screenings with follow-up
education and referrals as needed throughout the project. As a health preventative measure, flu vaccines were provided to
employees annually at each facility at no charge as well.

Each employee was given the opportunity to participate in a walking challenge by using free Omron pedometers to track their
steps. Large wall maps were designed and used to track participants as they “walked” from the factory to Virginia Beach, then
across the United States to the Golden Gate Bridge. This was an ongoing, monthly challenge with monthly winners at each
facility. Walking paths were identified at each facility to also encourage physical activity.

Lunch and learn sessions were held weekly at both lunch breaks at each facility using our educational materials and plan. Our
original plan for 30 minute lunch lessons would not work with the factory schedule so we quickly modified our lessons to 15 minute
“bites” of education during the employee thirty minute lunch break. An added treat quarterly was recipe testing at the facilities
which was provided by the Cooperative Extension agents. Another population series at lunch was Weight —the Reality Series
weight loss challenge. This challenge was held annually at each facility and led by the Cooperative Extension Agents. To keep the
employees engaged in the ongoing lessons we incorporated incentives for participation —every 5% lesson the employees attended,
they received a “healthy habit tool”. Such things as water bottles, divided plates, lunch bags, exercise bands, salad shakers, etc.
kept the employees motivated and engaged.

Special gender specific events were held for employees as well. “Ladies’ Lunch” events were held year one and two. The first
“Ladies” Lunch” was held at the local health department with educational booths as well as opportunity for annual cervical cancer
screening, vision and hearing screening, plus a healthy lunch was provided. The second “Ladies’ Lunch” was coordinated by the
two County Extension Agents and held at the local extension office. Cooking demonstrations, pottery making, recipe tasting,
health education booths, and lunch were provided for participants. One event was held for the male employees at a local activity
center, with a well-known Kentucky outdoorsman as guest speaker. Fish and Wildlife personnel taught casting techniques while
health information booths, physical activity stations, and lunch were provided for participants.

Wellness Teams were established at each facility and met quarterly. These 13-15 member teams were made up primarily of
general workers from all areas of the factories with only 2-3 middle management staff included. Team responsibilities were to be
liaisons for the factory, “cheerleaders” for activities and to review and evaluate wellness activities at the facilities.

Due to the tremendous need for dental care based on initial surveys, we partnered with the Rural Institute of Health from Western
Kentucky University to provide onsite dental screening and care. In year two, 100 participants were screening with during year two
by the Rural Institute of Health from Western Kentucky University finding overwhelming dental care needs. Referrals were made
to the nearest Remote Area Medical clinics with gas cards provided, but only 3 employees utilized this resource. We later became
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partners with a local dentist who was establishing a charity for dental care in our area. Dental services are currently being
provided by this charity and will be ongoing after the grant concludes.

Finally, to keep the employees informed of ongoing activities and resources, monthly newsletters were prepared and disseminated
to employees with payroll.

C. Role of Consortium Partners
The Consortium was originally made up of ten community and state partners, each with specific roles. The Lake Cumberland
District Health Department (LCDHD) acted as the fiscal agent of the grant and was responsible for the majority of the activities
which include educational sessions, HRA distribution, flu vaccines, health screenings, data collection, newsletter development, and
coordination of gender specific event. The Project Director, Worksite Educators, and translators were employees of LCDHD.

Patriot Industries, Inc. was chosen as the site of the project as they had contacted LCDHD expressing interest in establishing a
worksite wellness program at their facilities. Patriot administration assisted with coordination of screenings and activities;
distribution and collection of health assessment surveys for employees; and participation in evaluation activities. They were the
liaison for the consortium and employees at the worksite.

The Clinton and Wayne County Extension Services provided educational health programs quarterly, assisted with gender specific
activities, as well as participated in evaluation activities. LCDHD and the Extension Services have had a rich history of community
partnership and have worked together in many activities over the years.

The Institute for Rural Health, Western Kentucky University (WKU) Dental Program provided dental screenings and education in
year two as well as participated in evaluation activities. They were a liaison for community dental needs and providers. Several
state universities were contacted to provide the dental care, but WKU was the only one willing to travel to provide the care onsite.

The business coordinator for Worksite Wellness Development, Cabinet for Health & Family Services, Kentucky Department for
Public Health, Health Promotion Branch has assisted in ongoing project evaluation and planning. Two Western Kentucky
University (WKU) professors participated in project evaluation as well as coordinating student data analysis of screenings, surveys,
and project indicators. A Somerset Community College nursing professor participated in evaluation activities as well as
coordination of student assistance with screenings at factories.

During the course of the project there have been additional changes with consortium members as well. The Project Director and
Worksite Educator who originally began the project both resigned in the summer of 2014 —one to finish her APRN degree and the
other to begin another job. The Educators were replaced by two RN’s and the Project Director role was adopted by another
Consortium member. Due to the magnitude of identified dental needs, the Consortium has pursued partnerships with local dental
providers to help establish dental homes and meet the dental care needs. A partnership has been established with a local dentist
who has joined the consortium to provide mobile dental care year 3, replacing the Institute of Rural Health as the dental provider.
The evaluator stepped down from her role with the Consortium early in year one as her job duties changed at the Department for
Public Health, so two professors from WKU came on board to assist with project evaluation. The Vocational School instructor and
students were never able to participate in the project and therefore stepped down from the consortium late Year one.

Part V: Outcomes

A. Outcomes and Evaluation Findings
The STITCH consortium hit the ground running once the grant funds were received. Baseline health data from the health risk
assessment was obtained and will be compared to data from the end of year three once obtained. We immediately began the
biometric screenings and of the 147 screened, we found that 36% had high cholesterol levels, 48% had high triglyceride levels,
62% had elevated glucose levels, 53% had elevated A1C levels, and 57% had high blood pressure. Referrals were made to the
local FQHC and Rural Health Clinic for evaluation. We were excited to find that of the 213 screened the following year, 17% had
high cholesterol levels, 31% had high triglyceride levels, 28% had high glucose levels, 33% had elevated A1C levels, and 45% had
high blood pressure. Year three final screening had 140 participants (49 of these were new employees). 30% had high cholesterol,
40% had high triglyceride levels, 40% had high glucose levels, 40% had elevated A1C levels and 35% had high blood pressure.
Over course of the grant 283 different individuals participated in the biometric screening, yet only 43 participated all 3 years which
made evaluation challenging.
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Pedometer kits were offered to all employees with an ongoing pedometer challenge for most steps walked each month.
Regretfully, few employees were truly engaged in this component despite numerous tweaks, revisions, and promotions. However,
one employee did embrace this —he walked over 3,878 miles and lost 180 pounds!

Dental education was provided for employees and one hundred uninsured employees were screened for dental needs. Many
employees were referred to Remote Area Medical clinics due to the overwhelming dental care needs identified. A partnership with
a local dentist was formed in year three to meet these and ongoing needs of uninsured individuals with no dental home. Dental
care has been provided to clients and will be ongoing after grant period concludes.

Health education was provided for employees, but our ideal of 20-30 minute “sit down” health lessons quickly faded due to thirty
minute lunch/break periods, so we modified our lessons to weekly 15 minute “lunch and learn” lessons. Each employee received a
monthly newsletter with resources and health topics. Annual weight loss challenges were conducted with wonderful results and
became a favorite activity with employees.

Team Wellness committees were established at each of the two plants. These teams reviewed wellness activities, discussed
needed changes and new activities. The teams would have been more effective if they had met more often than quarterly,
however, these teams will continue after the grant concludes.

Linkage to resources and increasing access to care was one of main success of this project, whether to HCPs for health needs,
assistance for eyeglasses through the local Lion’s Club, or health care at Remote Area Medical clinic. Many employees were
unaware of the FQHC in the area and additionally, employees were assisted to enroll in “kynect” —Kentucky’s healthcare
connection for the Affordable Care Act when “kynectors” came to the facilities to enroll employees.

While preventive health measures were offered (flu vaccines were administered to 115 employees during year one, 148 year two,
and 170 year three) absenteeism did not show a significant change over the 3 years. However, monthly individual medical costs
for the factory did see a significant drop --$248 year one, $150 year two, and $125 year three.

Gender specific health promotion/education events were held and despite detailed planning had very limited participation due to
work schedules at the factory. A final health info event was held at the conclusion of the project with over 200 individuals
participating. Health information booths were available at each facility covering tobacco cessation, diabetes, physical activity, WIC
benefits, dental care, healthy eating, and eye care. Participants received educational materials on mammograms, women'’s health,
men’s health, physical activity, and healthy eating. Results of the final survey with 188 responding: 52% reported that they had
learned ways to improve their health during lessons, 43% reported their health has improved as a result of lessons, and 63%
reported that they would share this knowledge with family and friends. Over the course of 3 years, we had a total of 496 different
employees participating in some aspect of the STITCH project!

B. Recognition
We had hoped to share about our project at the Kentucky State Chamber meeting and a proposal was submitted, however our
proposal was not chosen. While marketing about the STITCH project was not as extensive as we had hoped, a section of the
Lake Cumberland District Health Department website is devoted to STITCH and used as a resource regarding worksite wellness.

Part VI: Challenges & Innovative Solutions

Time was an on-going challenge for this project. The employees worked on “production”, so time to participate in lunch lessons
and events was often effected by factory demands. Our original 20-30 minute “sit-down lunch lessons” were quickly shortened to
15 minute “bite-size” lunch and learns. The project has had to be extremely flexible. Events had to be modified to fit into the factory
schedule. During the course of the 3 years, we faced several periods of employee lay-offs --one facility actually shut down
completely for 3 months. During the lay-off periods, many employees found other jobs, so employee turn-over was an unexpected
challenge as well. We were constantly orienting new employees to the program, and some of our ‘regulars” and team leaders
were often gone.

Another unexpected challenge we faced during the beginning of year three was that both of our educators working with the project

resigned —one to finish school and one to take another job. So, new staff had to be hired and relationships established with the
employees.
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Part VII: Sustainability

A. Structure
At the conclusion of the grant funding, the consortium will be made up of the Lake Cumberland District Health Department, the
Clinton and Wayne County Extension agents, Dr. Steve Hieronymus, and Somerset Community College. The consortium will
function in a very scaled-back fashion as compared to the original grant partnership.

B. On-going Projects and Activities/Services To Be Provided
__ Allelements of the program will be sustained
__X_Some parts of the program will be sustained
____None of the elements of the program will be sustained

As no specific funding is designated for the overall project, no fiscal agent will be necessary in the future. The consortium will
convene bi-annually via conference call to review and evaluate the project.

The LCDHD will provide the staffing and supplies for the monthly blood pressure screenings and education, staffing for
coordination and participation in consortium calls and Wellness Team meetings. LCDHD will provide free access to the online
health risk assessment for Patriot employees and aggregate this data free of charge. The Project Director position will be
eliminated and the project activities will be coordinated by a STITCH Educator. The blood pressure screening results will be
evaluated by the Department of Public Health Heart Disease and Stroke Program. The Cooperative Extension Services will
provide the staffing and materials for annual educational sessions and complete the evaluation. The dental care provided and
supplies will be donated by a 501C charity that is being established. Somerset Community College will assist with blood pressure
screenings as a part of the students’ rotation in community health as scheduling allows. Communication within the consortium will
be primarily by email and biannual conference calls.

C. Sustained Impact
The STITCH Project has provided an opportunity for consortium members to form new working relationships that may have never
occurred otherwise. Also, these relationships will be ongoing as the group will work together in activities outside of the STITCH
project such as community health promotion and other grant ventures. Consortium members have received additional beneficial
trainings such as training for onsite biometric lab screening, the Cooper Clayton Smoking Cessation method, and Lifestyle Coach
training for the Diabetes Prevention Program. Patriot Industries employees have had sustainable impacts as well. Each facility has
been provided with and employees taught regarding blood pressure monitors and scales for self-monitoring. Wellness Teams have
been established at each facility and TV/DVD players with health promotion DVD’s are now available at break rooms in each
facility. Educational “powerpoint” topical messages were developed and converted to thumb drives to be used with the TV/DVD
players for constant, looped health messages. Worksite Wellness Toolkits from Eat Smart Move More North Carolina has been
purchased for the Wellness Team and administration use to keep the momentum going. Walking maps were developed for each
facility and vicinity. Path signage will be painted at both facilities by the conclusion of the project. Employees have an increased
knowledge in topics such as healthy eating, physical activity, chronic disease prevention and management.

Reflecting back for lessons learned, we now realize that more discussions with factory administration for full exploration of their
vision and needs should have taken place as employer buy-in is critical to the ongoing success of worksite programs. Have a clear
understanding of their commitment to the project and what they are willing to “bring to the table” before planning your program.
Discuss with the employer any fluctuations in work load, history of lay-offs, and rates of employee turn-over. Building leadership
support from within, engaging supervisors and “champions” would have increased the success of our project. A more effective
communication plan between consortium partners, administration, and employees would have benefited the project. Additionally,
more extensive assessments, planning, and promotion should have taken place at the factory prior to the initiation of activities.

Looking back, we would have been much more effective if we had implemented one aspect of STITCH at a time instead of
beginning all activities immediately. We should have done extensive promotion with each activity, evaluated outcomes, made
necessary revisions before beginning the next activity. Targeted project evaluation activities at regular intervals would have made
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reporting more efficient and less time-consuming as well. And, finally, include orientation about the worksite wellness program into
the new employee orientation process.

Another important item to note: we used evidence based curriculum and strategies for our educational programs that we were

already familiar with. During the course of the grant, we actually found a worksite wellness toolkit from Eat Smart Move More
North Carolina that would have met our needs with less modifications for our lunch and learn lessons.
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Lotts Creek Community School

Part I: Organizational Information

Grant Number D04RH23591

Grantee Organization Lotts Creek Community School
Organization Type School

Address 5837 Lotts Creek Rd Hazard, KY 41701
Grantee organization website

Outreach grant project title Lotts Creek Wellness Program

Project Director Name: Alice Whitaker

Title: Director

Phone number: 606-233-0626

Fax number: 606-785- 4850

Email address: lottscreekwellness@yahoo.com
Project Period 2012-2015

Funding level for each budget period May 2012 to April 2013: $150,000

May 2013 to April 2014: $150,000

May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)

University of Kentucky (UK) Cooperative Hindman / Knott County / Kentucky University
Extension

The Alliance for a Healthier Generation Portland / Multnomah / Oregon Non-profit

Knott County Board of Education Hindman / Knott County / Kentucky School District

UK Center for Rural Health Hazard / Perry County / Kentucky University

Web MD Health Foundation San Diego / San Diego County / California Non-profit

A. Area

The Lotts Creek Community School Wellness Grant served the Perry and Knott Counties in Eastern Kentucky.

B. Community description
The target service area of Knott and Perry Counties in eastern Kentucky is characterized by high levels of poverty and obesity, low
educational attainment levels, and many health disparities. The target population also faces many personal and geographical
barriers to overall health and wellness, including limited physical activity, lack of transportation and access to medical care and
services, no sidewalks, low primary care physician-to-population ratio, and limited financial resources that adversely impact
community members’ ability to pay for medical care and purchase healthy and fresh food options.

Lotts Creek Community School, Inc. (also known as The Cordia School), a 501¢3 non-profit organization located in Cordia,
Kentucky, works in conjunction with the local Knott County Board of Education to provide public education for the children of the
isolated, poor and underserved region of Kentucky. Not only does Lotts Creek provide education for an enroliment of 350 students
in grades Preschool through 12, but it is also a critical community partner providing a variety of outreach programs (prescription
assistance, home repair, etc.) to the larger community of over 18,177 households across Knott and Perry Counties. These projects
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demonstrate a strong commitment to the volunteer and support programs that make Lotts Creek Community School a successful
community venture.

In 2012, Kentucky's overall health ranking was 44t including being 41st in diabetes and 40th in obesity. In2014, Robert Wood
Johnson County Health Rankings and Roadmap ranked both counties in our service area 110 (Knott) and 120 (Perry) out of the
120 counties in the state in health outcomes. In looking at other health outcomes, Kentucky is above the national average for
diabetes of which both Knott and Perry Counties top out at 12% versus 9% for the state and 7% in the nation. Cardiovascular
disease is the leading cause of death in Kentucky. There are 113 counties with rates above the national average with Knott County
at 455 deaths per 100,000 and Perry at 511 per 100,000 compared to 409 for the state and 326 for the nation.

In examining measures of health access, one of the greatest challenges in Kentucky is the primary care physician-to-population
ratio. Having a regular primary care physician is strongly associated with a positive health status. Rural areas have major difficulty
in attracting and retaining primary care physicians. Almost half of Kentucky's population lives in the state's 85 rural counties. Only
seven Kentucky counties have primary care physician-to-population ratios above the national average of which Knott County is
sorely lacking with a rate of 0.8 compared to 2.5 for the state and 3.7 for the nation (ratio of 1:3,500). Also affecting health care
access is insurance. From 2006 to 2007, the uninsured population increased from 12.3 percent to 15.6 percent — a rise of 22%.
Based on figures from July 2007, 30% of Knott County residents and 31% of Perry County residents were enrolled in Medicaid —
higher than the state and national average at approximately 20% (Kaiser Family Foundation).

C. Need
Our grant was funded based on the overwhelming cases of obesity and lack of physical activity in Eastern Kentucky. These risk
factors are related to the increased incidence of cardiovascular disease, diabetes, stroke, and other health disorders. Kentucky
ranks 42nd in the nation (United Heath Foundation, 2007) for obesity and within the state, 78 counties are above the national
average for obesity while only ten are above the national average for physical activity. Knott County is only slightly below the state
average with 28% of the adult population experiencing obesity versus 29% for the state and 24% for the nation. Perry County,
however, has a higher rate than the state or nation at 31%. Also of note, 40% of adults lack physical activity in Knott County
compared to 32% for the state and 24% for the nation. Perry County is similar with a rate of 38% of adults not participating in
physical activity.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
The Lotts Creek Community School utilized the Web MD/ University San Diego Model best practices model for the community
health care worker and medical prescription assistance. This model revolves around finding prescription assistance programs
online, and matching these free or low cost drugs to clients. Lotts Creek has had a relationship with the WebMD Health
Foundation since the early 1990’s, always revolving around prescription drug assistance. This relationship has evolved from a
mail-in medicine program, to discounted pharmacy visits, until the present incarnation.

The Cordia School also utilized and implemented the Alliance for a Healthier Generation health curriculum best practices model.
The Alliance for a Healthier Generation’s Healthy Schools Program is an evidence-based initiative that helps create and sustain
healthy environments where students can learn better and flourish through the delivery of age appropriate health curriculum and
activities for students. The Alliance for a Healthier Generation helps schools improve physical education, health education, and
nutrition and has impacted more than 16 million students nation-wide. A benefit of the Alliance for a Healthier Generation is the
school assessment that is conducted and the resulting action plan which outlines small achievable steps that each contribute to
transforming the school into a healthier environment. Each action item includes implementation strategies to guide online and
offline actions, clear examples of what success looks like, a common place to share notes with your team, and resources and tools
to help effectively achieve your goals.

The Lotts Creek Community School first began its partnership with the Alliance for a Healthier Generation in 2009 prior to receiving

the grant and began by transforming the school by offering healthy snack options in the vending machine and by offering healthier
food options delivered to students in the cafeteria. The Cordia School also eliminated all food-related fundraisers conducted at the
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school. The Cordia School was the first K-12 school in the nation to obtain the National Healthy School Award Bronze level (2010)
and was the first Silver level in the state of Kentucky (2011).

Under the grant, the partnership with The Alliance for a Healthier Generation was expanded to include delivery of The Alliance for
a Healthier Generation’s health curriculum through the Knott County Extension Office to school aged children in students grades
K-12. The Alliance for a Healthier Generation health curriculum provides age appropriate health curriculum and activities for
students. No adaptations or modifications of The Alliance for a Healthier Generation health curriculum were made by the Lotts
Creek Community School.

Description
The Lotts Creek Community School conducted the following activities:

1) Providing yearly exams for all school aged children to screen for at- risk diabetic conditions, and to provide services and track
the health of the at- risk children from semester to semester. Due to the high rates of child obesity in the area, the Lotts Creek
Community School provided yearly exams for all school aged children to screen for at-risk diabetic conditions and refer students,
as necessary, to appropriate health providers to treat the at-risk or pre-diabetic children. With parental permission, the school
nurse administered health screenings of students twice a year that included height, weight, and body mass index (BMI). The
results were tracked and compared over time. Based on the results, at-risk and pre-diabetic students were referred to appropriate
health providers to help treat the students and help prevent the students from transitioning to a status of having type 1 or type 2
diabetes.

2) Providing a school-based and community health program from Knott County Extension Office continuing monthly classes with
the students and community. At the monthly food drops, an individual from the Knott County Extension Office conducted monthly
classes with the community members that received the food. The monthly class topics focused on healthy lifestyle options and
healthy food cooking options that was received via the food drop.

3) Providing school-based oral health care via the University of Kentucky North Fork’s mobile dental unit; once per year to eligible
students. Any student who did not have dental insurance was allowed to visit the unit with parental permission. Cleanings, fluoride,
and referrals for further care if needed were provided.

4) Providing in-home health and nutrition education by working with UK North Fork Valley to hire a community health worker. This
health worker made referrals to primary, oral, visual and mental health services as needed to UK North Fork Valley Health Center
based on any need found on home visits and/ or walk in clients.

5) Serving 50 children year round with a healthy, nutritious weekend meal with a backpack program. Given weekly for grades K-6,
the food back packs were sent home on Fridays to help families make ends meet. We worked with God’s Pantry Food bank to
provide affordable, healthy options. Additional funding was received from local churches and the Save the Children Foundation.

6) Promoting and increasing the use of our fitness center and walking track within the school and community through local news
coverage, ads on local TV and radio, and fliers.

7) Increasing the amount of physical activity and health provided in the school by hiring addition physical activity staff. This was
done by partnering with the Knott County Board of Education, with Lotts Creek paying part of the position’s salary at the school,
with the Board picking up the remainder to make the position attractive to potential hires. This staff was then trained on the
Alliance for a Healthier Generation Curriculum and then put into the classroom.

Role of Consortium Partners

In an effort to address the barriers listed above and improve the overall health and wellness of the Knott and Perry County
community members, the Lotts Creek Community School and Wellness Program was established after a long history of interaction
between various groups. Going back 20 years ago the WebMD CEO and WebMD Founder came to Appalachia and saw the abject
poverty in the area and asked administrators of Lotts Creek Community School how she could help. This was the beginning of the
Medical Assistance Program (MAP) at Lotts Creek where residents used the connection with the WebMD CEO and Founder to
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receive their medicines in the mail until 2009. It was then that WebMD decided to use its resources to build a pharmacy in the area
and deliver medicine in that model. Thus, the partnership with UK North Fork Valley Community Health Center began.

Our partnership with the Knott County Board of Education comes with Lotts Creek Community School being the last of the 100 or
so settlement schools that were founded in Appalachia at the turn of the 20th century. The model was that outsiders would provide
the building and some staff in remote regions, and the local school district would provide the remaining services and staff. This
model still holds true today with the relationship between Lotts Creek Community School and The Cordia School- with Lotts Creek
being the property owner and private non-profit organization, and the Knott County Board of education providing the majority of the
teachers for Cordia.

Also under the Lotts Creek umbrella is the 21st Century After-School Program, which is a state funded program that provides after
school education enhancement, dyslexic tutoring, physical education opportunities, and even a healthy meal for its participants.

Lotts Creek’s other partners in the consortium include the University of Kentucky Cooperative Extension Service- with whom we
have had a long relationship and the Alliance for a Healthier Generation who provide technical support and advice on our
nutritional and physical activity endeavors.

The UK Center for Rural Health provides a yearly mobile dental unit which sees underserved students in our community.

Part V: Outcomes

A. Outcomes and Evaluation Findings
Lotts Creek Community School utilized HRSA grant funding to conduct a significant number of high impact initiatives for the Knott
and Perry community residents to improve overall health and wellness of local residents that included a weekly food backpack
initiative for school children, improved fitness center, monthly food drops and associated healthy cooking classes, school-based
nutrition and physical education classes, providing key dental services to uninsured school-aged children, and providing services
such as prescription medicine assistance through a community health worker.

Each of the school and community initiatives outlined above had very successful outcomes that in total served 37,072 individuals
throughout the grant period. For example, over the course of the grant period, 2,961 students benefitted from the food backpack
program, two new pieces of fitness center equipment were added to the fitness center, and 10,484 individuals utilized the fitness
center and walking trail, 3,302 people were served through the monthly food drops and associated healthy cooking classes,
17,780 students received nutrition and physical education courses, 339 student received preventative dental care and/or received
urgent dental care, 2,206 individuals were served by the community health worker through in-home health visits, prescription
medical assistance, etc. Each of these numbers includes duplicates of individuals that were served multiple times throughout the
grant period.

Two surveys were conducted to assess program effectiveness of whether the amount of fitness center equipment available and
the walking trail met community members’ fitness needs and if the cooking and food preparation classes and demonstrations
offered by a Knott County Extension Office employee at the monthly food drops were beneficial to participants and provided
participants with healthy ways to prepare food received. The consensus from survey respondents that utilize the fitness center and
walking track was positive with 98% of the survey respondents stating that the current amount of fitness center equipment and the
walking track meets community members’ fitness needs. In addition, 100% of survey respondents stated the cooking and food
preparation classes offered were beneficial and provided healthy ways to prepare food received via the monthly food drop.

Additionally, community members consistently communicated to grant resources how beneficial the fitness center and the walking
trail were to the community because they're very few resources like this in the area due the rural, isolated, and poor area in which
we are located. Monthly food drop health class participants also consistently communicated to the grant resources that the healthy
food preparation classes provided by the Knott County Extension Office resource was extremely beneficial to know how to prepare
the food received via the monthly food drop.

B. Recognition
Our school was recognized by the Alliance for a Healthier Generation as the first Silver Medal level healthy school in the state of

Page 137 of 466



Kentucky. These awards are based on several factors including what is served in school lunches, the amount of health and PE
time children engage in, and the amount of physical education received after school. In every year of the grant we have received
gold level from the American Heart Association for being a healthy workplace. Again based on several factors, this award looks at
physical activity opportunities given to employees, as well as factors such as smoking policies. In addition, the Lotts Creek
Community School and The Cordia School were featured in several local newspaper articles for the efforts being conducted locally
to improve the health and wellness of the local area through the HRSA grant.

Part VI: Challenges & Innovative Solutions

The biggest challenge was the relationship with UK North Fork Valley Health Center being a non- compliant partner and having to
revamp our community health worker program. Once UK had stopped working with us, we had to find a new way to train our health
worker, which we found when the WebMD Health Foundation flew our staff to San Diego to view how their health workers operate.
Once we had this training which included prescription assistance, we were able to return to our work. The biggest issue was lost
time in the grant with trying to work things out with UK. This lost time could not be made up, so we just worked as hard as we could
in the remaining months of the grant. The new model and direction worked fine, and added to the services we offer.

Part VII: Sustainability

A. Structure
The vast majority of the grant funded activities conducted during the grant period will be continued after the period with most of
them being taken over and absorbed by local consortium partners who recognize and support their critical value and benefits to
the residents of Knott and Perry counties. The activities that will not be continued moving forward are primarily due to the declining
numbers of uninsured individuals in the local area due insurance coverage options available through the Affordable Care Act. Al
partners will continue to be a part of the consortium. A benefit of the area is the close-knit, tight relationships between community
members and partners. The Lotts Creek Community School has long-established partnerships with each of the consortium
partners that existed well before the grant period and will continue long after the grant period ends. The Lotts Creek Community
School is in near daily communication with consortium members either in-person, over the phone, or via email. The local
consortium partners will meet together in-person on a monthly basis moving forward and will continue collaborating to deliver
critical support and resources to the underserved population of the area.

B. On-going Projects and Activities/Services To Be Provided
__ Allelements of the program will be sustained
__X__Some parts of the program will be sustained
__ None of the elements of the program will be sustained
The backpack program will be taken over by the Family Resource Center at Cordia, with assistance from service learning students
in the school. The donations from local churches will still be given, as well as grants from Children’s Incorporated to continue

funding.

The Fitness Center will continue its operation with the sports coaches and community volunteers manning it. It will still be used
during 21st Century Afterschool time, as well as be open for the community in the evenings.

The Food Bank Cooking Classes will still continue with support from the University of Kentucky Cooperative Extension Service.
Extension will continue to provide personnel and in-kind resources for the monthly classes.

School Nutrition and Physical Education Classes will be provided by the Cooperative Extension Service and the Knott County

Board of Education, respectively. Activities in the classroom will continue through in-kind efforts from extension, and the Knott
County Board of Education has seen the value in having grade school PE, not only in our school but district wide- and will begin to
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have teachers dedicated to Physical Education in the Schools. The Alliance for a Healthier Generation will also continue to provide
trainings and refresher courses for our teachers in the district.

The mobile dental unit from the University of Kentucky and the school physicals from Primary Care Centers of Eastern Kentucky
will both continue through in- kind contributions. The Dental Unit will make its yearly appointment through the Family Resource
Center. The physicals will be made also through the resource center, coordinating with Cordia office staff on best days and times
to come.

The Community Health Worker will continue their work through grant funding from the WebMD Health Foundation. While the
Affordable Care Act has changed the scope of the role, we are hoping with the added component of prescription assistance the
health worker can continue to flourish in the coming years.

C. Sustained Impact
One big long term change will be the multitude of system changes in the school and community. The school will continue to have
added health and PE classes using the Alliance curriculum as well as in- kind time from the extension agency as a part of the
normal school schedule. In addition, the long term sustained impacts are students’ increased knowledge and understanding of the
importance of healthy food choices and physical activity through the health curriculum delivered to students at The Cordia School.

We also see a change in the outlook of our community and see increased physical activity resulting in improved health of our local
citizens. We now have dozens of people using the fitness center daily. Our walking trail has also increased daily usage with
dozens of people also utilizing it as the word gets out about it throughout the year. We have expanded the size of our fitness
center as well as the number of pieces of equipment it has for community member usage.

While we have not changed the way our consortium works or interacts together, we have expanded our consortium partners and
strengthened the partnerships to create long lasting and tightly networked partnerships and an integrated and collaborative
working environment amongst all of our community partners. This integrated network of The Cordia School and various health
organizations and the continued initiatives first started with the HRSA Wellness Grant funding will continue and be sustained long
after the grant funding ends.

_____PartVil:Implications for Other Communities

Other communities interested in implementing a similar program may benefit from our experience and outcomes by using a school
as the epicenter or springboard for health related initiatives and activities that impact and improve the health of not only the
students but also the students’ families and at-large community members. Due to the extremely poor, rural, spread out, and
mountainous region in which we are located in eastern Kentucky, it is very difficult to get community involvement and participation
for only health related events in the Knott and Perry counties. The Lotts Creek Community School was extremely successful in
utilizing The Cordia School as the community center for health related initiatives and events and using the school as a springboard
and venue to disseminate and conduct health related initiatives and activities for not only the students of the school but also
students’ families and the Knott and Perry Counties community members at-large.

The Cordia School is now not only just a school but has transformed into a community center that helps improve the health and
physical activity of community members of both the Knott and Perry Counties. The Lotts Creek Community School was also very
successful in developing an integrated and collaborative network of partnerships with a plethora of community and health
organizations and getting the full maximum out of the grant funding dollars by supporting nine various initiatives to impact and
improve the health for this isolated, rural, and poor area of eastern Kentucky.

Another implication for other communities is to be mindful and aware of differences between small, local community partners and
large, corporate partners. The Lotts Creek Community School is located in a rural and poor area where the community consists of
close, tight-knit relationships. The Lotts Creek Community School has traditionally partnered with small, local community partners
in which personal relationships are paramount and decisions and changes can quickly be implemented with consortium partners.
In addition, because the community partners are small, they are flexible and able to quickly adjust and make changes in a timely
fashion. The Lotts Creek Community School had many lessons learned when partnering for the first time with a large, corporate
partner. The first lesson is to allow a significant amount of time for the large, corporate partners to make decisions and turnaround
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necessary documentation for the grant (ex: memorandums of understanding [MOUs], job descriptions for shared resources, etc.).
Secondly, another lesson learned with partnering with a large corporate partner was that their legal department had to review each
and every agreement, which added a large and significant amount of time to action for any partner decisions or agreement that
needed to be made. In addition, whereas our tight-knit local community partnerships allow for one person to make the decision
regarding a change in approach, decisions or action with the large corporate partner often had to be reviewed and vetted by
multiple parties, which again resulted in significant delays in the time to action for decisions or changes in approach for the grant.
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Kentucky

Marcum & Wallace Memorial Hospital

Part I: Organizational Information

Grant Number D04RH23595

Grantee Organization Marcum & Wallace Memorial Hospital

Organization Type Critical Access Hospital

Address 60 Mercy Court, Irvine, KY 40336

Grantee organization website www.marcumandwallace.org

Outreach grant project title Project HOME (Helpful Opportunities for Medical care Enhancement)
Project Director Name: John Isfort

Title: Director

Phone number: 606-723-2115
Fax number: 606-723-2951

Email address: jisfort@mercy.com
Project Period 2012 -2015

Funding level for each budget period May 2012 to April 2013: $150,000
May 2013 to April 2014: $150,000
May 2014 to April 2015: $150,000

Part Il: Consortium Partners

* Indicates consortium partners who signed a Memorandum of Understanding/Agreement

Partner Organization Location Organizational Type
(town/county/state)

*Marcum & Wallace Memorial Hospital Irvine/Estill/Kentucky Critical Access Hospital
*White House Clinics Irvine/Estill/Kentucky Federally Qualified Health Center (FQHC)
*Foothills Clinic Irvine/Estill/Kentucky Federally Qualified Health Center (FQHC)
*Juniper Health Care Beattyville/Lee/Kentucky Federally Qualified Health Center (FQHC)
*Mercy Health Clinics Irvine/Beattyville/Lee/Estill/Kentucky Rural Health Clinic (RHC)
*Bluegrass.org Irvine/Estill/Kentucky Community Behavior Health Center
*Kentucky River Community Care Beattyville/Lee/Kentucky Community Behavior Health Center
*Westcare, Inc. Irvine/Estill/Kentucky Substance Abuse Treatment Center
*Lee County Health Department Beattyville/Lee/Kentucky County Health Department
*Estill County Health Department Irvine/Estill/Kentucky County Health Department
*Hospice Care Plus Irvine/Estill/Kentucky Hospice/Palliative Care
*Estill Development Alliance/Chamber of Irvine/Estill/Kentucky Chamber of Commerce
Commerce
*Kentucky Homeplace Beattyville/Lee/Kentucky Lay Health Worker Agency
*MESA ER Physician Group Irvine/Estill/Kentucky ER Physician Group
A. Area

The Project HOME Network service area is comprised of two counties located in east central Kentucky. Estill County is located in
the 6th US Congressional District and the county seat is Irvine. The total population of the county is approximately 14,000 people.
Marcum & Wallace Memorial Hospital (MWMH) is located in Estill County. Lee County is contiguous to Estill and the county seat is
Beattyville with a population of approximately 7,500 people. Lee County is located in the 5th Congressional District.
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B. Community description
Eastern Kentucky is situated right in the heart of the Appalachian region that spans thirteen states. Itis an area rich in natural
resources and beauty but lacking in factors that might promote a healthy, productive workforce. The Project HOME Network spans
two counties in Eastern Kentucky: Lee and Estill. Both rural counties are currently experiencing high levels of unemployment and
poverty which results in below average household incomes. With the economic downturn in 2008 the unemployment rate and
consequently the uninsured rate increased rapidly in both counties over the time period. Households in this area are not typically
diverse based on race (almost 100% Caucasian) but cultural preferences such as politics, schools, and industry, vary greatly
across county lines throughout the region.

As expected, these areas with high poverty and uninsured rates experience higher than average rates of chronic diseases, cancer
deaths, and diabetes. Behavioral conditions such as smoking and oral health are quite high in the two counties. As a potential
result of lacking health insurance, diabetes rates, heart disease and cancer death rates are all high. On the positive side, breast
cancer and prostate cancer death rates both fall below state and national levels.

C. Need
As a response to the large number of uninsured patients at MWMH and the overall lack of access of care for the uninsured in Estill
and Lee Counties, the administrators at the hospital proposed collaborating with nearby Federally Qualified Health Centers
(FQHCs) and Rural Health Clinics (RHCs) to determine a mechanism that would provide health care to uninsured and
underinsured patients with non-emergency situations living in Lee and Estill County. This also included a focus on connecting
patients to primary care, including preventive care, as a means to reducing emergency department visits.

The Project HOME Network was developed to address access to care issues of the uninsured. The use of the Emergency
Department (ED) for primary care and the lack of a structured medical home for the uninsured became the primary focus of the
network. To address this issue the Project HOME Network developed a Health Care Navigator (HCN) program for the Emergency
Department (ED) at Marcum & Wallace Memorial Hospital. A lay health care navigator was placed in the ED to encounter those
patients who meet criteria for navigation.

In 2012, the Project HOME Network identified 184 patients that had visited the Emergency Department 6 or more times in the
previous 12 months. In addition to frequenting the ED these patients did not have a regular primary care provider (PCP).

Another key component of the grant initiative was lung cancer screening. According to National Cancer Institute data from 2007-
2011, Kentucky has one of the highest death rates from lung cancer in the nation at 72/100,000 compared with a death rate of
48.4/100,000 nationally. The area that MWMH serves has an even higher lung cancer death rate of 89/100,000 in Estill County
and 92.4/100,000 in Lee County. The high incidence of lung cancer deaths prompted the Project HOME Network to develop a
Community Lung Cancer Screening Program.

Part IV: Program Services

A. Evidence-based and/or promising practice model(s)
The Project HOME Network was developed using two types of promising practice models. The first model was related to how
“networks” can address health care issues within their communities. The second model that was adopted was the health care
navigator model used to reduce inappropriate emergency department visits. The specific models that were evaluated and
incorporated into the operations of Project HOME are listed below.

Rural Health Networks appear to be having significant success in communities. The organization of these Networks varies by the
size of the population as well as the health care priorities defined by the community. There have been several case studies
examining the outcomes of networks that focus on the collaboration between the local hospitals and the community health clinics.
The following two success stories represent two of the most appropriate “models that work” that informed the overall development
of the Project HOME Network.

The Horizon Health Care health care system in South Dakota is a partnership between a Rural Health Clinic and a small rural
hospital. Northern Collaborative Care in Michigan is a successful collaboration between Community Health Clinics and the local
hospital. These models have worked very well for a slightly larger population than can be found in rural areas of Kentucky. The
comprehensive set of services that the Network provides is certainly a model to follow.

Page 142 of 466



As a result of the Network’s focus on developing a coordinated patient navigation system, the Network identified the following
emergency department (ED) diversion and patient navigation programs to inform their Outreach grant program.

o The Pima Community Access Program (PCAP) - based in Arizona, with a relatively large service area and population, is a
comprehensive health care delivery system. PCAP staff first screen for possible public assistance/insurance and then
links low-income, uninsured, residents with an affordable, comprehensive and coordinated network of health care
providers. PCAP and MCAP are discounted, pay-as-you-go alternative delivery systems. While the navigation process is
just one component of the comprehensive system, it is the first point of health care access for the patient and thus very
important. PCAP reported several measurable outcomes including a reduction of ER usage for non-urgent care,
increasing awareness of programs and services, volunteer contributions, improved health status and increased
attendance at work.

o  Center for Medicare and Medicaid Services (CMS) Emergency Room Diversion Grant Program - In 2008, CMS awarded
twenty grants to twenty states for projects aimed at reducing ED usage by Medicaid beneficiaries for non-critical
conditions. Several of these project descriptions are similar to the general framework the Network is suggesting. For
example, in the Pike Peak Region of Colorado, the hospital and surrounding health centers proposed to establish a
referral program for non-emergency Medicaid patients after receiving initial treatment at the hospital. Within the first five
months of the pilot program, 3,500 Medicaid patients had been screened and educated. Of the 3,500 patients screened,
only 118 patients returned to the emergency department for unnecessary post-interventions with more than 475 patients
receiving follow-up primary care appointments.

The State of Utah recently evaluated their new emergency room diversion program. They were also awarded the 2008
CMS grant mentioned previously. In a 14-month period, there was an estimated 55% reduction in non-emergent use of
the ED for cases after an initial intervention. A large share of the patients who received interventions at the hospital also
met criteria to be enrolled in a restricted program where the patient only has access to a primary care provider, an urgent
treatment clinic and a pharmacy. The cost savings to Medicaid for those patients enrolled in this program were
significant.

The Project HOME Network developed an ED Navigation program that was designed as a retrospective model in contrast with the
other more prospective models mentioned above. That is, the ED visit was completed and the HCN interviewed the patient after
contact by the physician and before discharge. It was at that time the HCN was able to ascertain the needs of the patient and sign
them into the navigation program. The patient was informed of the available services of the navigator as well as educated on the
appropriate use of the Emergency Department (ED).

In 2013 the United States Preventative Services Task Force (USPSTF) developed recommendations for annual screening for lung
cancer with low-dose computed tomography in adults’ ages 55 to 80 years who have a 30 pack-year smoking history and currently
smoke or have quit within the past 15 years. The recommendation calls for three scans over a two year period. The initial baseline
scan followed by the second and third scans at 12 and 24 months respectively. In a large research study it was found that low
dose CT scan is superior to a chest x-ray in detecting early lung cancers. In addition, the USPSTF recommended that patients who
met criteria for CT lung cancer screening be informed of the risk benefit of the screening. A Shared Decision Making (SDM) model
was recommended in order for the patient to be informed and make the decision for screening based on evidence and risk/benefits
of the procedure. The Project HOME Network developed their model based on the USPSTF recommendations.

Description
The activities of the Project HOME Network included Health Care Navigation, Specialty Care Services which included Lung Cancer
CT Scan screening, and transportation.

The Health Care Navigation program focused on those patients that used the Emergency Department for primary care and were
uninsured. The criteria for navigation included 6 or more ED visits within the previous 12 months, uninsured, no primary care
provider (PCP) and residents of Lee or Estill Counties. The purpose of navigation was to move those patients that frequented the
ED for primary care into a “medical home” with care being coordinated by a primary care provider, thus reducing ED visits and
improving patient care.

The Health Care Navigator (HCN) was based in the Emergency Department and worked a 40 hour work week. The hours worked
each day were determined by the busiest time of day in order to maximize patient contact. After hours the nursing staff would
provide names to the HCN for possible navigation services. The HCN became integrated into the emergency department staff and
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was incorporated as a team member. This allowed the HCN additional access to patients that might benefit from navigation
services.

The Community Lung Cancer Screening Program was developed based on the perceived need of the local medical community.
The network area has one of the highest death rates from lung cancer in the nation. The Project HOME Network partnered with
Marcum & Wallace Memorial Hospital, The University of Kentucky Healthcare Markey Cancer Center and William Witt, MD
(Radiologist). The Community Lung Cancer Screening Program was based on the United States Preventative Services Task Force
(USPSTF).

Patients for the lung cancer screening program were selected in three ways: 1) each Community Health Center and Rural Health
Clinic reviewed their electronic health record (EHR) for patients that meet the criteria; 2) the Health Care Navigator queried each
ED navigation patient on whether they meet criteria for screening; and 3) advertisements were placed in the local newspapers, on
Facebook and the Internet.

Transportation services were also an activity that was provided by the network. Although the service was made available to all
network patients, only minimal transportation services were used. The demand for transportation services never seemed to
materialize but remained an option for those who needed the service. Less than 10 patients used the available transportation
services during the funding period.

C. Role of Consortium Partners
Marcum & Wallace Memorial Hospital (MWMH) was the lead agency in the Project HOME Network and also served as the grantee
agency. MWMH provided fiscal management of grant funds and oversight for grant compliance. MWMH also employed the Project
Director, Health Care Navigator and Administrative Assistant. In addition, MWMH Provided data collection and analysis, primary
and emergent care, specialty care and inpatient care. The Health Care Navigator was also provided workspace in the Emergency
Department. The Federally Qualified Health Centers (FQHC) provided many services to the consortium. The White House Clinics,
Juniper Health Care and Kentucky River Foothills provided medical oversight, primary care, mental health care, dental care, follow-
up care, data collection, and case management to the Project HOME Network. Marshall Emergency Services Associates
(MESA)/TEAM Health -provided medical oversight/direction, ED data collection, technical expertise, and follow-up. Mercy Health
Clinics provided medical oversight, data collection, primary care, follow-up and case management. West Care, Inc., a local
substance abuse treatment center provided substance abuse medical oversight, counseling, treatment and housing, data
collection, follow-up and case management. Lee and Estill County Health Departments brought the public health perspective to the
network. The health centers provided primary care, women’s and children’s health, data collection, public health medical direction,
follow-up care and case management. To bring the community and business perspective to the consortium, the Estill County
Chamber of Commerce/Estill Development Alliance was an original partner in the formation of the Project HOME Network. They
provided for citizen and business input into activities of Project HOME Network. They disseminated information to the community
and assisted with surveys, focus groups and strategic planning. Kentucky Homeplace Program, a regional lay health worker
program provided the navigation database, navigator training, data collection and analysis, policies & procedures and protocol
development. Hospice Care Plus, a regional Hospice Agency, provided data and support for Project HOME Network. In addition,
they provided guidance to the network in areas of grief support, palliative care and end of life issues. Kentucky River Community
Care Center and Bluegrass.Org are the two community mental health