CA HEALTHIER LIVING COALITION

WEDNESDAY, APRIL 30, 2014
1:00 PM - 4:00 PM

Welcome

Thank you for joining us today.

We appreciate your patience as we wait for others to join the webinar.

Webinar Instructions:

Connect to the audio portion of this webinar by dialing:
Toll: +1 (646) 307-1708
Access Code: 174-512-897
Audio PIN: Shown after joining the webinar

Webinar ID: 139-883-843

All lines will be muted during the webinar.

If you would like to ask a question, you can do so by typing it in the box.
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MAKING THE CASE FOR CDSME WITH
KEY DECISION MAKERS

Eileen Barsi
Senior Director, Community Benefit
Dignity Health




Making the Business Case
for Chronic Disease
Self-Management Education

Eileen Barsi
Senior Director, Community Benefits
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DIGNITY HEALTH — ABOUT US

* OUR MISSION

We are committed to furthering the healing ministry of Jesus. We dedicate
our resources to:

Delivering compassionate, high-quality, affordable health services;

Serving and advocating for our sisters and brothers who are poor and
disenfranchised; and

Partnering with others in the community to improve the quality of life.

* OURVISON

- Avibrant, national health care system known for service, chosen for clinical
excellence, standing in partnership with patients, employees and
physicians to improve the health of all communities served.

f%é’ Dignity Health.



Looking Back and Looking Forward
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In the Beginning...

The Community Need Index

% Dignity Health.




The Community Need Index

« The Community Need Index (CNI)

- Qualitative means of defining community “Need” at a local
level

- Standardized mechanism for identifying variation in local
need

- Tool to help Justify and Prioritize Resource Allocation at a
local level

- Baseline against which to Measure Performance Over Time
toward meeting community need

é?)‘é’ Dignity Health.



CNI Scoring Comparison

Green Valley, AZ 85614 Compton, CA 90220

Barrier Indicator Indicator % | Barrier Score | Indicator % | Barrier Score
Elderly Poverty 3% 17%
Income Child Poverty 8% 3 27% 4
Single Parent Poverty 32% 40%
Minority Population 8% 97%
Cultural 2 5
WAL |Limited English 1% 16%
Education |Without HS Diploma 9% 1 45% 5
Unemployed 4% 15%
I 2
ASUrance uninsured 13% 32% 2
Housing Renting % 12% 1 38% 4
1.8 4.6
Final CNI S

< j‘éﬁ Dignity Health.
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Strong Correlation with Discharge
Rates

Annual Admission Rate per 1000 Population by CNI Score
All Service Lines
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Admissions per 1000

Strong Correlation with Avoidable
Admissions
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Annual Admission Rate per 1000 Population by CNI Score

Ambulatory vs. Marker Conditions

== Discharges Ambulatory

=&—Discharges Marker /

—

e — " ——
—r"

Preventable
Admissions More
Than Twice As
Likely To Occur
In High Need
Areas; While
Marker
Conditions Occur
At The Same
Frequency

10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50

CNI Score

Note: Ambulatory Sensitive Conditions if treated properly in an OP setting, do not generally require an acute care
admission

%&7 Dignity Health.
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Ambulatory Care Sensitive Conditions - Defined

 Medical conditions for which hospital use might
be reduced by timely and effective outpatient
care prior to the need for hospitalization (hence,
the terms "avoidable" or "preventable" hospital

use).

* Appropriate prior ambulatory care could
- prevent the onset of an illness or condition;
- control an acute episodic illness or condition;

- or manage a chronic disease or condition.

55‘6’ Dignity Health.
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A New and Expanded View

% Dignity Health.

Residents of high risk
areas are more than
twice as likely to be
hospitalized for
ambulatory care
sensitive conditions.

The Community Need
Index has put a face on
the poor unlike any we
have seen before.

Carol Bayley, VP Ethics and Justice Education
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No Data: No Problem

How was this impacting us?

% Dignity Health.




CHW Trended Uncompensated Care

. FY04-FY08 Uncompensated Care
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Chronic Disease: A National Crisis

 Chronic diseases are the No. 1 cause of death and
disability in the U.S.

« Treating patients with chronic diseases accounts for
75% of nation’s health care spending

« Two thirds of the increase in health care spending is
g_ue to increased prevalence of treated chronic
Isease

« The vast majority of cases of chronic disease could
be prevented or managed.

www.fightchronicdisease.org

%‘é’ Dignity Health.



Chronic Disease: A Local Crisis

* 100% of the current Community Health Needs
Assessments conducted by Dignity Health
facilities cited chronic disease management for
diabetes, asthma, heart disease and/or cancer
as a priority unmet need.

55‘6’ Dignity Health.



Can We Make a
Difference?

Three Pilots Launched

% Dignity Health.




Can We Make a Difference?

e Saint Francis Memorial Hospital, San Francisco

- McMillan Stabilization Project

e St.John’s Regional Medical Center, Oxnard/Camarillo
- Diabetes Initiative

* Educated health professionals about current treatment of diabetes.
e Launched community wide education/support.

* Received federal funding for improvement in Latino health

e C(California Hospital Medical Center, Los Angeles

- Chronic Disease Self-Management Program

é?)‘é’ Dignity Health.
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We CAN Make a Difference!

Next Step: Toolkits

% Dignity Health.




The Business Case

* Disease self-management plays an integral part
In managing the risk and health of populations.

— Fewer readmissions

— Decreased utilization (free bed capacity for more
appropriate inpatient admissions)

— Decreased costs
— Improved quality

— Increased health/quality of life for patients living
with chronic conditions

%‘é’ Dignity Health.



Educational Materials Prepared

Catholic Healthcare West
ii CHW

APPLYING THE SCIENCE
OF COMMUNITY BENEFIT

AMBULATORY CARE SENSITIVE CONDITIONS

“Knowing is not enough; we must apply.
Willing is not enough; we must da.”
J.W. von Goethe

% Dignity Health.

CHWHorizon 2010 SysTem-Wipe 5-Year Goar in Communimy BeneriT

s  CHW will expandandior enhance services for persons with disproportionate Ambuiztory sensitive
unmet health needs resulting in care delivery in settings most appropriate to meet | conditions (ASC) are
their needs. conditions that, iftreated

+ Ensureappropriate access to care forthe poor and disenfranchised, whichis praperly inan outpatient

evidenced by a 8% reduction in hospital admissions for ambulatory sensitive seﬂlr_‘lg, donat genera_lry_
conditions. require an acute admission.

Execumive Summary

Residents of communities with multiple socioeconomicbarriers sre mors than twice a5 likely to be hospitalized for
ambulatory sensitive conditions (ASC), conditions that if treated in the community may not require acute care
admissions. Appropriate priorambulatory care might prevent the onset of an illness, control an acute condition, or
help to manage a chronic disease.

In response to this compelling informati on, which correlated with our hospital utilization data, we have developed a
strategicinitiative to reduce the number of inpatient hospital admissions for ambulatory sensitive conditions by 5%
over the next five years

Webelievethat by applyingthe science of community benefit, with a focus ondisease management programs in
our communities with greatest need, we have a unique opportunity to reduce health disparities. The goal is to
improve health status and quality of life in a sustainable manner and reduce the demand for high cost medical care
to treat preventable conditions.

This report hasbeen developed to help enhance or develop community health initiatives that will help CHW
Hospital achieve the community benefit objectives outlined in Horizon 2010, Itis intendedthat programs will focus
on the areas where fulfiliment of the missionimperative to serve and advocate for ourbrothers and sisters who are
poor and disenfranchised can be best realized. The report includes:

* thedemographics ofthe community served by your facility, which gives insight to the socioeconomic status of
neighborhoods and barriers to access;

+ the Community Meed Index (CMI)ranking by zip code of each neighborhood in your service area, which will
help pinpoint populations who are likely to have the most unmet health needs;

« asummary of current community benefit expense and an assessment of FY04 utilization of hospital services
that included ambulatory sensitive conditions

+ an overview of the funds channeled through the CHW Community Grants and Community Investments
programs which may reveal opportunities for additional investment; and

« resource information on programs that addresses ambulatory care sensitive conditions from the Centers for
Disease Control, the Joint Commission on Accreditation of Hospital Organizations (JCAHO) and a list of
effective disease management strategies currently offered at CHW facilities.

Wewill work together over the next yearto review this information andto plan a strategy of interventionto address
these community healthissues andtheir underdying causes. It is expected that an intervention strategy will be
implemented in F¥07 and the objectives achieved by 2010.
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Hospital-Specific Data Provi

ded

%

WHAT ARE THE CURRENT |ssUES?

* Increasing costs of insurance are unsustainable.

» Solutionsatthefederallevel are unlikely, given budget constraints anda lack of support forsystemicchange in
health care financing.

+  Gostshiftingfrom employers to employees is resulting in higherout of pocket expenses, which are adversely
impactinglowerincome population.

+ Ghronicallyillare more likely to defer care duetocost

+ Reimbursementto cover the cost of care forASG conditions, regardiess of payer, is not adequate.

How poes THis AFFecT CHW Hosrirar?

By focusing our community benefit efforts on reducing utlization for ASCs, CHW hospitals will generally benefit as
follows:

1. CHW hospitals, in general, have a negative operating performance associated withthese admissions.

2. Patients presentingwith underlying conditions relatedto selected ASCs (Diabetes, COPD, etc)are largely
responsible forthis peformance. Reducingtheir associated complications should improve patient outcomes
and reduce costs insubsequent admissions

3. Focusing onreducing admissions from this populationfrees capacity for those patients in greatest needfor
acute care serivces.

UTiuzaTioN FOR INPATIENT AMBuLATORY SENSITIVE ConDimons aT CHW HospitaL

This utilization data reflects all inpatient admissions that included an ASC DRG diagnosis.

DRG ASC Description Cases Met Margin (Loss)*
85/20 Simple Pneumonia 273 (540,241)
127 Congestive Heart Failure 255 (628,338)
88 Chronic Qbstructive 95 (275,635)
Pulmonary Disease (COPD)
143 ChestPain 145 (165,68@)
28 Asthma 39 (108,424)
73080 Respiratory Infection a5 (94,929)
179 Inflammatory Bowel Disease 3 (49,582)
294/285 Diabetes 82* (24,452)
All other ASC ] (79,712}
Total 023 TZ079,139)

* INCLUDES FIXED AND VAR

Payer Group Met Margin (Loss)*
Medicare (1,828,082)
MedicaidMediCal (379,534)
Commercial (1,861)
Self-PayiCharity Gare/Bad Debt 55,940
Other 72,378
Total T X

Pneumonia, heartdisease, chest pain and chronic obstrudive pulmonary disease arethe top ASCs at CHW
Hospital. Prevention programs that manage the incidenceofthese conditions may improve the health status and
quality of lifefor individuals and lower hospital ad missions and expenses. Measuresto prevent ormanage
diabetes, a known confributor to the other diseases, are of great importance, paticularlyin thisservice area where
community demographicsindicate a high risk for andincidence ofthis disease among Hispanic/Latino residents
Because ofthe decreasedresponsiveness oftheimmunesystem during older adulthood, a common cold may
become complicated by bronchitis and pneumonia before it runsits course. Forthis reason,andthe greater
susceptibility of olderadultsto lowerrespiratory tractinfections inparticular, itis advisablefor allindividuals who
are 85 or older to be immunizedwith pneumococcal vaccine once andwithinfluenza vaccineevery year.

Dignity Health.

WHAT IS CURRENTLY BEING DONE TO ADDRESS UNMET HEALTH NEEDS AT CHW Hospitac?

WWHAT |5 ALREADY KNOWN AECUT THE COMMUNITY 7

2003 Needs Assessment 2004 Top Four ASC
Survey Priorities from Utilization Data C ity D
* Accessto Primary Cars * Pnsumonia * Population — 223,134
— Primary Cars Physicians * HzartDizssss * Arzs i — 656% Hispanic
— Spzcisity Cerz Physicians e cpasiFain * Arza? — T73% Csucasian
— Bilingualivicultursl clinic « COPD o Avsragzinsams — §3,000
. B_Is_em"":: P * Uninzursd — 13%
ilinguslibicultursl mentsl - - _ -
heslth senvices * Unsmploysd T%
* Mo HS Diploma — 35%
* Rantars - 42

ConmmuniTy NEED INDEX — SOCIOECONOMIC ASSESSMENT OF HEALTH SERVICES UTILIZATION RISK
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ZipCode Score Population  ZipCode Score  Population

23030 42 42,265 2010 2.2 44 531
33033 4.0 51,439 33035 2.3 2567585
33041 36 20,442

FY05 Communimy BENEFIT EXPENSES
Benefits for the Poor

95% of CHW Hospita! Community Benefit Expense, Traditionsl Charity Care 52,241,342
highlighted anthe adjacent chart, is in “reaction” ta Unpaid Costof Medicaid 4,138,100
the demand for healthcare services, as evidenced by ‘Other Public Programs 54,352
the expenses associated with government funded Community Senvices 257,403
insurance program shortfalls in reimbursement at Benefits for the Broader Community

cost, andin responseto thecommunity's needfor Unpaid Costof Medicars 15,164,253
charity care. The remaining 4% represents the Community Services 531,523
proactive investment of the hospital to promote the Toll §23.49T55

health ofthe community.



Evidence-Based Examples and Best Practices Provided

[RE source INFORMATION — WHO TO TALK TO ABOUT PROGRAMS THAT WORK.

I. CHRONIC DISEASE MANAGEMENT

Fiva chronic diseases - haart disasse, cancars, stroke, chronic disesse andd ",‘“' aocnumfnrmnre
than two-thirds of all desths in theUS and 7. 5% of the nation’s total health =costs . Teriary

1o staniize hesiinsistus, conol pain, resor=function, ncrass= personsl suionmy, s pravEnidissoiiy n persons .\h:. hs»n

s=rious chronicliness and g 1l ar=
al Chronic Disease Self- ogram Califomis Hozpial Medical Cantar
{62 Angeies CA
elf- i by KR L:lngnl slaf(hn Stanford Patient
Educstlan Rnfsrch Center sims to hnlp o h madical Information
= roles, and sons 55 well a5 provide Margarat Lynn Yonakura, M.D.

ith the = L l=dgs, =k|||=‘ and to dagl with Diractorof Community Bansfis
=late d with their health care providers. 21 42-5374

Out DA 1335 i trisl of the program revesied thatprogram participants demonstated

significant improvemants in averall heslth, spant fewsr daysin the hospitsl yielding s cost to savings ratio of
approximataty 1:10. Many of the resuits persisted forss long as 3 y=ars.

Ilm OESTRUCTIVE PULMONARY DISEASE (COPD)
OFD rafars to & numbar of lung disesses charsctarizad by ohstruction to siflow that disrupts narmal brasthing. It is tha fourth
Iﬂsdlng causs :nfdnam in Amﬂncaclalmlng 120,000 livesin 2002. Smoking is the primary risk factor for COPD. Secondary
io hatt, reverse or retard the prograss of s condition and preventdisability orthe
ofa == ¥ fon; pravantion ofdisability and additional incidents of diszase, are recommandad.

Aercy Medicsi Center Mt Shaafs At
Shasta, CA

a)Freedom from Smeoking Class

Two “Fraedom from Smoking Clinics” pery=ar are provided to promote
hzalthy lifestyies andbehaviors, & as sducstethe communities s2 Resource Information
sboutthe hesithissues smoking and chewing tobacto cancausa. Janyth Bolden, RRT

Freedom from Smoking
(53033256111

Outcome: Sincetheclinic began, S3out of 65 quit ing/chewing tobecco and 47 ined maintsin

tobacco-fres festyles.

Il CONGE STIVE HEART FAILURE

Heantdiszasa endstroks countfornaarly 40% of all dasths in the United Stetesendcsuss § milion hospitslizefions 2ach yaer.
Research shows that the secondary pravention programs to reduce risk factors such as high blood pressure, high cholestarol,
tobscco use, disbetes, physicsl inactivity snd poor nutritioncanresultin a 7% to 11% decressein costforhearddisesse. ©

a) Joint G issi e Measure Set - C ive Heart Failure Resource Information
JCAHO

w.icaho orgiomsicore+mass
f overview.htm

HF-1 Discharge Instructions
Educating psanE with hnsrlfswlurn End(hnlrfsmll is critical. Patient
with p s isoftena cause of re-

hospitalization.
HF-2 LVF Azzaszmant
ofleft L is & criticel step in the

=valustion and management ofsimostall patients with suspected or
clinically evident heart failurs.

HF-3 ACEl forLVSD
Clinical tnals have astabiishad that the using ACEI for patients
diagnosed with HF can alleviats sympioms. improve clinical status.
enhanczoverall sense of well-being, and can reduce therisk of desth
and hospitslization.

HF-4 Adult smoking cessstion advice’counseling.

% Dignity Health.

k) G ive Heart Failure {CHF) Care Progmm Msnisn Medicsi Center, Manan
HomeCare and Hospice

At Marian Medical Center, patients are consistently monitored through bi-

manthly phone calis from s home care nurse. When symptoms prasent an Rescurce Information

=sriierintarventon st anappropriate level of care accurs. Kathi Famel, RN, BSN
CHF Program
(80 33-3830

QOutcome: Only 15 of 100 program participantswere sdmitted to the hospital during second year of the program.

) Ci ive Heart Failure Active Program (CHAMPE) ?’feﬁyrGeneraiHcs,cl’fs[. Nzroy Heart
netifute

Tha Congastiva Haart Activa Managamant Program (CHAMP &) staffat Mamy
Genaral Hospital sducaiss. m:mlmr: sndtrnsls pstients to avert Resource Information
ion and repested I Joyoe Higley, Manager
Mercy Hesrt Institute
[916) 564-2880
Outcome: £0% dacraasain numbarof inpstiantapisodas, 853 raduction in cost of inpstient 2 pisoda:
inrzsdmitsipatant dey par patient pra- and post-CHAMP T

86% raduction

Aierey Ciinie Nonveed, Mercy
GenersiHozpital Sscraments

d) Cardiac Risk Assessment

L:.\hlncamﬂ patients 5( r.'lnrcy ...Ilmc Morwood are screened using the
Criteria™ y heart disesseriskandare Resource Information

trﬂstnd basad ancllnmsllndmsbr; Patricia Samusison, M.D.
Medical Diractor
Merey Clinic Norwaod
Sacramento, CA
(315)929-8575

Oouts : Standardized hto cardi: L rovides for patients when more than ons

providarin the cinic se=s them. Qusrzry sudis show $0-30% of sudied chans mest=xpscstons.

v,

Padpie With disbatas nava s snortsge ofinsulin or s dacrassad sbiity o uss iNsuin, s NamMona st sllows glucoss (suger) to
antercalis and be to enangy. VWhen diabates: gh sndfasrnmaln\nmnbla:»d and. overtime
damage vital organs. Disbetes cancause hEErldl:eEse stroks, , kidney failure, bons, lower-

extremity amputstions, and desths related to fiu and pneumonia. Heart disesss is the leading cau
and desth rates are sbout2-4 times highar for sdultswith diabstes than forthoss without the dises

f disbates-related deaths,

Diabetes |s Preventable and Controllakle
Althoughtha nerassing surdan of disbatas and its complicstions is slerming, much of this surdanceuld oe pravanizdwith 2sry
detection, improved delivary of care, and batier aducation on disbates saif Paozsible compli include the
fnlln.\lng
Cardiovascular disease. Hzar disesss and strokecsuss sbout§5% of dnsmﬁm:ng pnopln .\ nm dIE bﬂtﬂ Thass
desths could be reduced by30% with improved care to contol blood pressure
levels.
» Pregnancy complications. About 18 000 woman with prasxisting disbstes and sbout 135,000 with gestetions| disbetes
give bith aach yesr. These women snd their babies are athigher risk for serious complicstions such as stillbirths,
. and sadions. Thesa risks can ba reducad with sereenings and disbatescars bafors,
during, and after pragnancy.
*  Flu-and pneumonia- rela(eddeaths Eschy=ar, 10,000-30,000 people with disbetes die of complications fromfiu or
ghthsy ars sboutthres times more likely to dis ofthese complications than people without disbates,
anty 553 g=t anannus| flu shot

St John'z Fieszant Vale wCHW
Hospital, Venturs County. GA

a) 5t John's Diabetes Academy

1 knowlzdge sandexpartis= of heslth cars providers in Vanturs County
ding the di iz and of Diabstes Melitus. Resource Information
Eugens Fussail, MD, VPMA
Outcome: 450% mars providars anmlied than sxpacied; raported 26% incressain knowladge post symposis

St Johin's Fiessan!Vaiis W CHA
Hozpital Venturs Counly, CA

b) i Diabetes Mellitus Program

Provide supportand aducstion to pragnent women, with particulsr coneemn for
Lstinas, with 8 disgnosis of geststional disbstes (GDM), to enhance the Resource Information
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Report Outcomes — Population Health

%‘é’ Dignity Health.

In the last year alone (FY2013), outcomes reveal that more than $2.7
million was invested in these programs by our hospitals, which served
13,764 individuals.

Six months following participation in the programs only 5% of the
participants were seen in either the hospital or emergency
department.

The average variable cost per inpatient case for all chronic PQl
conditions was about $10,450 for fiscal year 2013.

Not only does the intervention reduce the burden of cost on
healthcare systems, more importantly it also empowers people living
with chronic conditions to better self care and improved quality of
life.

With a primary focus on vulnerable communities, this intervention
effort also helps to reduce health inequity.

26



Next Steps

Continue to Provide Data, Education and Support

% Dignity Health.




In Patient Hospitalizations for Prevention Quality

Indicators (PQl)
July 1, 2012 — June 30, 2013

PQl Condition
Angina Without Procedure
Asthma in Younger Adults
Bacterial Pneumonia
Congestive Heart Failure

COPD or Asthma in Older Adults
Diabetes Long Term
Complications

Diabetes Short Term
Complications

Hypertension

Low Birth Weight
Lower Extremity Amputation
Among Diabetes Patients

Muliple Conditions
Perforated Appendix
Uncontrolled Diabetes

Urinary Tract Infection

Sum of Cases

109
1,051
2,366
3,207
5,740

2,328

1,828

2,178

223
195
750
247
3,556

23,785

Sum of Days

221
2,332
14,168
16,664
20,495

11,619

6,145
62
42,852

2,876
1,935
4,225
597
12,101

136,292

Sum of Net Margin (Non
Commercial)

($307,375)
($2,292,116)
($11,536,838)
($13,097,824)
($14,135,244)

($7,236,198)

($7,569,097)
($53,482)
($29,167,310)

($2,167,008)
($975,537)
($4,474,184)
($255,145)
($5,191,525)

($98,458,883)
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Evidence-Based Programming — CDSME

“I am ninety years old and this “We learned to deal more effectively
program has been very helpful in with anxiety, anger, pain,
my way of life... the importance of depression and emotions. | now
daily exercise and less worry over have more confidence in myself...”

my health problems... | am much
more relaxed than | have beenin a
long time.”

% Dignity Health.
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To Ensure Continuing Success

 The Board and System Leadership need to believe in and
support the effort.

- It was elevated to a system wide goal and continues to be the
primary system initiative in Community Benefit

* Integrate community benefit into the overall strategy of
the organization.

- Ensure that all stakeholders realize the value of this focused effort
 No data, no problem.
e Share best and promising practices.
e Let your in-reach be as important as your outreach.
e Support the facilities with funding or in kind support.

55‘6’ Dignity Health.



Questions
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WORKGROUP DISCUSSION

Making the Case for CDSME




MAKING THE CASE FOR CDSME

Participants break up and identify the top 5 things to
get across 1n conversations to different categories of
leadership/partners:

Group A - Physician Groups
= In-Person

Group B — Health Plans
= [n-Person & Phone-in

Group C - Clinic/Office Manager & Staff

= Phone-in



Group A

Physician Groups
In-Person only

Jackie Tompkins
Arline Delacruz
Barbara Estrada
Charlotte Tenney
La Roux Pendleton
Linda Lau
Melissa Mallory
Raymond Grimm

Sydni Aguirre

Group B
Health Plans

In-person & Phone-in*

For those of you on the phone

* Please hang up and call

(832) 551 — 5100

* Passcode 293269#
Lora Connolly

Cheri Hoolihan*

Eileen Barsi

Karen Grimsich

Majel Arnold

Muriel Guzzi*

Pam Ford-Keach

Ricardo Lopez*

Sue Lachenamyr*

Dianne Davis*

Group C
Clinic/Office Manager & Staff
Phone-in* only

For those of you on the phone
* Please hang up and Call
(832) 551 - 5100

e Passcode 293275#

Natalie Zappella*
Bertha Sandoval*
Deb Harris*

Erin Ulibarri*

Jean Grady*

Karol Matson*
Lindsey Nibecker*
Melisa Acoba*
Sonali Parnami*
Stephanie Nathan*
Tracy Repp*

Javier Carillo*



Please reconnect to the audio portion

of the webinar

We appreciate your patience as we wait for others
to join the webinar.

Connect to the audio portion of this webinar by dialing:
Toll: +1 (646) 307-1708
Access Code: 174-512-897
Audio PIN: Shown after joining the webinar
Webinar ID: 139-883-843

All lines will be muted during the webinar.

If you would like to ask a question, you can do so by typing it in the
box.



WORKGROUP'REPORT OUT

Making the Case for CDSME




QUESTIONS?
COMMENTS?
DISCUSSION?




ALUMNIPROJECT

Linda Lau
Nutritionist
San Francisco Department of Aging and Adult Services




Click on the link below to access

the presentation

http://bit.ly/hl-presentation



http://bit.ly/hl-presentation

QUESTIONS?
COMMENTS?
DISCUSSION?




PEER ACTION TOWARD HEALTH (PATH)

Sydni Aguirre Jacqueline S. Tompkins
Program Manager Program Coordinator
Dignity Health California Arthritis Partnership Program
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PATH Meeting Characteristics

Agenda Development

 Meet 1x each quarter; 2 ¥2 hours
« Two Master Trainers or Leaders
* Modeling, role-play, and practice
e Brainstorming, problem-solving
* Action-planning

* Break for networking

 |eader feedback and evaluations
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PATH Meeting Agenda #1

>

Friday, January 10, 2014 | 1:00pm - 3:30pm

— Welcome and Introductions (15 min.)
— New Workshop Forms and Privacy/Security Training (so min.)
— 2014 Workshop Schedule/Calendar — Leader Sign-Ups (5 min.)
— BREAK/NETWORKING (20 min.)

— Problem-Solve/Brainstorming Activity (35 min.)

— Action Plans (15 min.)

v : :
— Closing/Evaluation (10 min.)
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h
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PATH Meeting Agenda #2

Friday, April 10, 2014 | 1:00pm - 3:30pm
— Welcome and Introductions (15 min.)
— Q & A on Workshop Forms (10 min.)
— Problem-Solving Review (a5 min.)
— BREAK/NETWORKING (15 min.)
— What-If Scenarios (35 min.)

— Linking the Self-Management Toolbox

v with the Symptom Cycle (15 min.)

v — Closing/Evaluation (10 min.)
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Most valuable to me

PATH Leaders Say...

v

v

yv

o)CDPH ciiX %

Cali

Networking

*  “Jt was good to be with leaders | have met as well as other leaders.”
*  “Getting feedback from other leaders.”

e  “Collaborating and connecting with other leaders.”

e “Rapport-building.”

Learning & SkKill Development

*  “Learning that other leaders have similar issues.”

e “Refreshing my knowledge.”

e “Group problem-solving.”

e “Familiarizing myself with the new forms.”

*  “Seeing the diversity of the population being served.”
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PATH in Action!
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Peer Action Toward Health (PATH) - Meeting Agenda

PATH Meeting #1
Friday, January 10, 2014 | 1:00pm - 3:30pm

1. Welcome and Introductions (15 minutes)

[
M e e t I n e State your name and one reason why you to like to facilitate workshops
2. New Workshop Forms and Privacy/Security Training {50 minutes)

s [Introduce new forms and data collection processes
3. 2014 Workshop Schedule/Calendar — Leader Sign-Ups (5 minutes)
4. BREAK/NETWORKING (20 minutes)
5. Problem-Solve and Brainstorming Activity (35 minutes)
o Ask leaders "What problems have you experience in facilitating the workshops?”
s As g group select a few to brainstorm solutions
s Pair and Share — additional problems identified by leaders in pre-work

s  Handout “What-if" scenarios from Master Trainer manual

6. Action Plans {15 minutes)

s Ask leaders “what would you like to accomplish between now and the next time

' we meet in three months ?” Share.

v 7. Closing/Evaluation {10 minutes)
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Peer Action Toward Health (PATH) - Meeting Agenda

PATH Meeting #2
Thursday, April 10, 2014 | 1:00pm — 3:30pm

1. Welcome and Introductions (15 minutes)

e State your name and your favorite season and why

2. Question and Answer Session on Workshop Forms (10 minutes)
s Quick review of forms

e Field leader and coordinator questions

3. Problem-5Solving Review (45 minutes)
& Pair and Share. Distribute problem-steps and put in order
e Describe the types of problem-solving activities in the workshop setting

4. BREAK/NETWORKING (15 minutes)

5. What-If Scenarios (35 minutes)
s Scenarios dealing with difficult people, time-management, additional focilitation
skills, and diverse communities.

s Asa group select a few to brainstorm solutions to What-If scenarios
6. Linking Self-Management Took Box with Symptom Cycle {20 minutes)
*  Ask for volunteers and have pairs demonstrate/paraphrase the relationship

s Group discussion as needed

7. Closing/Evaluations (10 minutes)
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PATH Meeting

Evaluation — January 10, 2014
Sacramento, CA

Please help us ensure PATH meeting conten

t and format are valuable to you by completing this evaluation.

Return the completed form to Jackie Tompkins or Sydni Aguirre before you leave today.
Thank you for taking the time to complete this evaluation.

Please select a response for each statement.

Strongly
Agree

Strongly

- Comments
Disagree

Agree  Undecided Disagree

| feel more confident in my abilities
to facilitate Healthier
Living/Tomandeo Control worksheps
in my community.

| have increased knowledge of the
2 | statewide data forms and collection
pProcesses.

| feel more confident in my abilities
3 | to utilize and administer the data
collection forms.

The format of the PATH meeting was
Appropriate.

Owerall, | am satisfied with the PATH
5 | meeting and | feel my time has been
well spent.

I 'will attend and participate in future
PATH meetings.

Two things that were most valuable to me were:
1.

Two suggestions | have for improvement are:
1.

Complete the following sentences:
1. More meeting time could have been spent on

2. Less meeting time could have been spent on

What is one thing NEW that you learned as a result of attending this PATH meeting?

What additional tools/resources/program and facilitati

on topics would you like discussed/presented at future PATH meetings?
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PATH Meeting
Evaluation — April 10, 2014
Sacramentao, CA

Please help us ensure PATH meeting content and format are valuable to you by completing this evaluation.
Return the completed form to Jackie Tompkins or Sydni Aguirre before you leave today.
Thank you for taking the time to complete this evaluation.

Flease select a response for each statement.

Strongly

Strongl|
Agree  Undecided Disagree Y comments
Agree

Disagree

As a leader, | feel more confident inomy
1 | ability to manage challenging/difficult
workshop situations.

As a leader, | feel more confident in my
2 | ability to manage challenging/difficult
workshop participants

As a leader, | have an increased
3 | understanding of the workshop's
problem-solving activities.

As a leader, | feel more confident in
describing the relationship between

4
the Symptom Cycle and Self-
Management Tool box.

5 The format of the PATH meeting was

appropriate.

Owerall, | am satisfied with the PATH
& | meeting and | feel my time has been
well spent.

| will attend and participate in future
PATH meetings.

Mame the most valuable part of today's PATH meeting:

Name one MEW thing you learned as a result of attending this PATH meeting?

Complete the following sentences:

1. More at the meeting could have been spent on

2. Less time at the meeting time could have been spent on

What additional tools/resources/program and facilitation topics would you like discussed/presented at future PATH meetings?

Are you interested in sharing and presenting at an upcoming PATH meeting? If yes, please describe the activity and/or resource.
Include your name and organization in your response. Thank you.




PATH Questions & Comments

Jacqueline S. Tompkins, mpH, McHEs
Arthritis Program Coordinator | Health Educator
www.cdph.ca.gov/arthritis
(916) 552-9993 | jacqueline.tompkins@cdph.ca.gov

Sydni Aguirre
Healthier Living Program Manager | Dignity Health
HealthierLiving@DignityHealth.org
(916) 851-2793 | Sydni.Aguirre@DignityHealth.org
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Lora Connolly Majel Arnold
Director, Chief,
CA Department of Aging Chronic Disease Prevention
Lora.Connolly@aging.ca.gov & Management Section,
CA Department of
Public Health

Majel.Arnold@cdph.ca.gov

Linda Lau
Nutritionist,
San Francisco Department

Eileen Barsi
Senior Director,
Community Benefit

Dignity Health of Aging & Adult Services
Eileen.Barsi@DignityHealth. Office on the Aging
org Linda.Lau@sfgov.org
Sydni Aguirre Natalie Zappella
Program Manager, Program Director,
Healthier Living Partners in Care Foundation
Dignity Health Nzappella@picf.org

Sydni. Aguirre@DignityHealt
h.org

Pamela Ford-Keach
Program Manager,
University of California
San Francisco
Strategic Lead
CA4Health
Pamela.Keach@ucsf.edu

Jacqueline Tompkins
Arthritis Program
Coordinator ,
California Arthritis
Partnership Program
Jacqueline. Tompkins@cdph.

ca.gov
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