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COVID-19 Cases per Day
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RISK FOR HOSPITALIZATION IF YOU HAVE ANY OF THESE CONDITIONS AND
GET COVID-19 COMPARED TO PEOPLE WITHOUT THE CONDITION(S).

Asthma  Hypertension Obesity Diabetes Chronic Kidney Severe Obesity 2 Conditions* 3 or More
1 5y 2 (BMI = 30) Ty Disease (BMI = 40) 4 S Conditions*
3x 4x 4.5x Bx

*Conditions include asthma, obesity, diabetes, chronic kidney disease, severe obesity, coronary artery disease, history of stroke and COFD.

Source: CDC.gov
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Black & Indigenous Americans experience highest death tolls from COVID-19
Cumulative actual COVID-19 mortality rates per 100,000, by race and ethnicity, April 13-Aug. 18, 2020
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If they had died of COVID-19 at the same actual

rate as White Americans, about 19,500 Black,

8,400 Latino, 600 Indigenous, and 70 Pacific Islander
Americans would still be alive.

Source: APM Research Lab




Figure 1. Projected rates of food insecurity among the overall population in
2020 by state
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Gini:

measure of statistical
dispersion intended to
represent the income
inequality or wealth
inequality within a
nation

Change in Gini Net (%)
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Where do we go from here?
COVID Community Vulnerability Map

[dentification of the populations at risk for severe outcomes once infected to inform
resource planning, interventions, outreach and other community initiatives

How to use this map:

Select a geographic location or enter a
reference point in the search bar to drill
down to census block group level
information. Double-click to zoom in.

Location @ + Jvion's COVID Response suite
_ connects communities to
services, surfaces vulnerable
patients for proactive
engagement, and informs
decisions to maximize critical
- ] but limited resources.
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Impact of Covid-19
on
Social Determinants of Health

Laura Gontz RN, BSN, MBA, CCM




ﬁ Jefferson Health BEST
HOSPITALS

13 Hospitals 6 ooo _H los.;.ohR

« Abington Hospital

« Abington — Lansdale Hospital : physicians/practitioners

« Aria — Bucks County Hospital B S AGNET
e Aria — Frankford Hospital 7 2 o o —_~——
e Aria — Torresdale Hospital l 4 nurses
 Jefferson Hospital for Neuroscience Abington Hospital, Jefferson Hospital for Neuroscience and

_ part of Vickie and Jack Farber Institute for Neuroscience Thomas Jefferson University Hospital are Magnet-designated hospitals

at Jefferson
e Jefferson Cherry Hill Hospital :
* Jefferson Stratford Hospital 5 o+ outpatient and urgent care locations

e Jefferson Washington Township Hospital

e Methodist Hospital

; — -
- Physicians Care Surgical Hospital 5 3.6 million
e Rothman Orthopaedic Specialty Hospital Over -

e Thomas Jefferson University Hospital patient interactions annually

— Sidney Kimmel Cancer Center at Jefferson (NCl-designated)

'Q Jefferson Health.

HOME OF SIDNEY KIMMEL MEDICAL COLLEGE




Health equity is when everyone has the opportunity to be as healthy
as possible. Long-standing systemic health and social inequities
have put many racial and ethnic minority groups at increased risk of
getting sick and dying from COVID-19




Factors that Contribute to Increased
Risk




Support Strategy for Covid-19

COVID- Focused
Transitions of
Care

Ambulatory
Testing Center

Care Coordination Support
COVID-19

Support Strategy

Pulse Ox Home
Monitoring

Ambulatory Ambulatory
COVID- Results COVID+ Qutreach
Motification & Follow Up




Care Coordination Escalation Plan

o Escalation plans as follows:
i. Green Zone: Symptoms are stable or resolved, patient has a good
understanding of isolation precautions, and follow-up plans. Action:
Continue telephonic outreach as described below (G).
- Persistent but stable symptoms (i.e. fever). Action: Assess
for worsening. Continue to monitor or alert PCP by phone if there is a PCP

available, Can order home health in the home

i, Orange Zone: Worsening symptoms (i.e. worse cough or new mild shortness
of breath) or clinical concerns requiring provider medical decision making.
Action: refer to Jen Cruz Monday through Friday

iv. Red Zone: Acute Respiratory Distress. Action: Refer to ED for evaluation.




e Standardized education
utilizing CDC guidelines
* Results fast (24-36 hrs)

e Consistent follow up by
centralized team

e [solation and Depression
and Perception

* Medical Interpreter Services

e Care Coordinators follow
patients for care
coordination through
quarantine

e Notification to physician for
changes

* Telehealth visits used for
care coordination

* SDOH (Social Determinants
of Heath) assessments
completed

Covid-19 Results and Education

e Every Covid Positive patient
was followed by care
coordination who
traditionally follows high risk
members of the ACO

e Advanced practitioner
support for patients with no
PCP and weekend coverage

¢ SDOH assessment
completed on all patients in
care coordination

e Care Companion and Pulse
Ox Program

¢ Referral to CHW for SDOH




Transitions of Care

* Discharging with medications

* Homelessness and Inadequate Housing situations

* Lack of Food in home Food Shopping -public transportation
* Limited/Delayed home health

* In home support- fear of in home support

* In home lab draws

* Follow up appointment

* Limited access and understanding of available Technology
* Lack of social and familial support




Care Companion

* Flagged in Ed as candidate for care coordination
* Pulse Ox and questionnaire ordered by Ed physician

* Reports built for Care Coordinator to see patient enroliment at
discharge

* Alerts sent to care coordination for proactively assessment of
abnormal pulse ox readings or worsening symptoms

* Series of questions answered daily along with twice daily SPo2
readings



Care Companion

A Jefferson Health.

Lizsix L 5 g Billing

COVID-19 Condition Monitoring

Forthe ynnaire series COVID-19 Home Monitoring
*
Indica a required field.

* c P g
Do you have a fever or are feeling feverish (chills, sweating)?

ou feeling short of breath today?

Yes No

If you have a portable oxygen sensor, what is your lowest oxygen age since last recording?
* .
Are you having a cough today?
g fatigue today?

Do you have abdominal pain?




Social Determinants of Health
Philadelphia Community Taskforce

The goal is to:

* building a robust community-based
coordinated network

* create effective referral processes with
two-way communication between
partners

* share data to evaluate impact

* identify gaps in services to pursue
advocacy and policy opportunities made
more evident by Covid-19




Resource Platform for Tracking

* an electronic community resource referral platform offers the
potential of having a centralized community resource directory

* housing social needs screening and referrals in one place,
facilitating communication between organizations

* Enabling analysis and measurement of referrals and their impact
* track and run reports on their referrals
* CLOSETHE LOOP



Engagement with Community CBO's

* 1-hour listening sessions with Community Benefit Offices
recognizing that COVID-19 has significantly increased need and the
demand for the services theseorganizations provide

* What's working, what's not working, and what could be improved?

* The listening sessions have also provided organizations an
opportunity to learn more about our Task Force and ways for
continued engagement with the Task Force on a longer-term basis



Food Insecurity

* Farmers to Families partnership

* Delivering produce to homes

* 70 patients by week 2

* Referrals from CHW, case management,
ED social workers :

 NEXT STEPS
 Dc with food
e Different Partners




Addressing Community Needs and Preparing for the
Secondary Impacts of Covid-19

* continued conversation
* capitalize on new alliances with CBO
* enhance your teams diversity and inclusion understanding

* review organizational strategic plans for addressing SDOH and
population health management

* integrate planning within your organization’s COVID-1g
management and response team to anticipate, identify, and
address SDOH systemically for patients, employees, and families



Thank you

* Laura Gontz - laura.gontz@jefferson.edu
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Outreach Model for
SDH Gap Closure
During COVID and
Beyond

Rob Fields, MD MHA
SVP CMO Population Health
Mount Sinai Health System

NAACOS Fall Conference



Mount Sinai Health System: Positioned for Value

With breadth and depth of assets, Mount Sinai is well positioned as one of the highest-value
providers in New York City

Health System Assets

[»] lcahn School of Medicine at Mount el o e )
Sinai e
5] Flagship academic hospital + 7 it TR e .

community hospitals p ok e e, 2, % .o

] >300 community care locations Fes, M arpeh e 4 2
throughout NYC Metro AN e R

[»] >6,600 physicians on medical staff % . ‘f-—: - 3 s e )
(~3,500 employed) e .3 :“ g :

[>] Clinical affiliations that further our & A @ E'élysc'é'.‘n

)
. £ P I Catholic
geographic reach @ Tasouhiosoy @) - Heakhs Swvice

At the heart of health

Confidential - Property of Mount Sinai Health System 33



Mount Sinai Health System: Investing in Value

With a focus on value, Mount Sinai has heavily invested in population health solutions, supported by
a new business model engaging directly with purchasers of health care

New Business Model

Key goals include:

[]
[]
[]

To become the purchaser’s partner of choice
Align financial incentives around outcomes

Earn trust with our patients so that Mount Sinai is their
provider of choice

Manage outcomes, patient experience, and costs

IF OUR BEDS

ARE FIL1ED,
IT MEANS WE'VE FAILED.

Confidential - Property of Mount Sinai Health System

Strategic Initiatives

»] New Leadership — hired new leaders to launch a 400+

FTE team dedicated to population health & value

»] Network Development — launched clinically integrated

network of hospitals & >4,000 employed and community
based physicians

[»] Changing Compensation — shifted physician

compensation to an outcomes-based model

[»] Investmentin Enablement — $100M in IT & services to

enable care teams for managing populations

[>] Quality Management — standardizing & improving care

processes for chronic illness & specialty care

[»] Value-based contracts with all commercial health plans

[»] Full risk-based contracts for Medicare/Medicaid lives

34



Mount Sinai Health Pariners’ Clinically Integrated Network

About 3,500 full time

faculty physicians

Geographic
>850 committed access and
community-based coverage
physicians across the five

boroughs, Long

Integration with 300 Island, and
ASCs & FQHCs el (boutol beyond
across New Sinai community

York City locations

Confidential - Property of Mount Sinai Health System
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Health and Social Care Spending as a Percentage of GDP

Percemt

1 Health care ® Social care
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Notes: GOP refers to gross demestic produt. :’!'ig:l‘p_'l..i MOMNWEALTH
Ssurce: E. H. Bradley and L. A. Taylar, Ihe dmerican Health Core Paradox: Why Speadimg More Is Getting Us ELIN -
fewr, Public Affairs, 2013,




What Are We Trying To Solve For?

The Montefiore Health System in New York: Integrated Care and the Fight for Social Justice
https://www.kingsfund.org.uk/publications/montefiore-health-system-summary

85 ST 150th ST

* Avg. household * Avg. household
income of 180K income of 45K

» Life Expectancy « Life Expectancy
85yrs /5yrs

« (better than « Drops 3.2 years for
Japan) every stop on the

subway



Collaboration- It’s a Team Sport

Multi-stakeholder Partners

Sinai as a “Hub”™

Build on Existing Relationships

West Side
Campeign Agains Create High Performing
Network

Foundations
38




COVID-19 Timeline of Key Dates lgii?lla?t

Dec. 31, Jan. 29,
2019 2020 Mar. 7, Mar. 22, Apr. 7, 2020
Outbreak First 2020 2020 Daily NY
identified in internal drill First Sinai "NY on death rate
Wuhan, for COVID- COVID-19 Pause" peaks at
China 19 Admission announced ~800
Jan. 21, Feb. 29, Mar. 16, Mar. 28, Apr. 14,
2020 2020 2020 2020 2020
First Case in First Case NYC schools >1000 >2400
us Identified in close patients in COVID-19
Identified NYC MSHS discharges

First plasma
transfer

Total COVID-19 and PUI Hospitalized Patients by Day
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Goals & Guiding Principles for Proactive Outreach Mount

Goals: Avoid duplication of effort; match staffing to patient need; support a
fast go-live of standard work

>] One source for patient lists
— High risk Tableau dashboard for all outreach list generation

>] Match skill set of available staff with probable patient need

— Use patient cohorts for patient assignment

— Leverage care management, practice-based staff (clinical/non-clinical), community based partners &
community health workers

[>] Develop a standardized screening tool and COVID-19 specific resources
— Focus on food security, medication supply, access to a healthcare provider, mental health and safety

[>] Data tracking and weekly reporting

— Use standard reporting criteria

— Encourage the use of newly created Epic Smartphrases for standard documentation and easy data reporting
40




Flipped Operating Model

Patient 95 O

» Seen By > didg, stic
Provider n-SD

Problem Statement

« With COVID, the standard flow disappeared overnight given passive, active and proactive
cancellation of appointments.

« Telemedicine capacity increased dramatically but patients were not educated on the model.

* Increase is social and behavioral needs overwhelmed our care management staff normally
geared towards “high risk” patients.

41




6 “Levels” of Risk Stratification Mount

Sinai
Step 1 was identifying
the target population for
outreach. ‘
Disabled
COVID-specific risk was A Frail & <65
the priority. Elderly
Major
. Complex
Minor Chronic
A . Complex liness
Simple Chronic
: Chronic lliness
Relatlvely lliness
Healthy
Level 1 Level 2 Level 3 Level 4 Level 5 Level 6

Adapted from: Joynt, Karen E., et al. "Segmenting high-cost Medicare patients into potentially actionable cohorts." Healthcare. Vol. 5. No. 1-2. Elsevier, 2017.




: Mount
Workforce Redeployment & New Partnerships Sinai

Step 2 was assigning cohorts Non-

based on skill seft. Hospital_ized
High Risk

Relatively Simple Minor Major Frail & Elderly Disabled <65

Healthy Chronic Iliness Complex Complex
Chronic lliness Chronic lliness

Level 1 Level 2 Sk Level 4 Level 5 Level 6

Med Students Med Students
& Care & Care
Coordinators Coordinators

Community

Based Clinical

Non-Clinical Non-Clinical
Practice Staff Practice Staff

Orgs/CHWSs Practice Staff

Phase Il: Texting

*Risk stratification adapted from: Joynt, Karen E., et al. "Segmenting high-cost Medicare patients into potentially actionable cohorts." Healthcare. Vol. 5. No. 1-2. Elsevier, 2017.



COVID-19 Community Resource Guide - **NEW=**

Step 3

Creating training tools
for outreach to screen
for clinical and SDH
gaps and empowering
front desk and other
staff to connect
patients to resources.

COVID-19 Community Outreach Resource Manual

Mount Sinai Health Partners — Last Updated May 18, 2020

GoAL: PRESERVE HOSPITAL CAPACITY FOR CRITICALLY ILL PATIENTS THROUGH THE PROVISION OF
ROBUST LINKAGES AND SUPPORT TO ATTRIBUTED LIVES DWELLING AT HOME.

STRATEGY: PROACTIVELY OUTREACH TO HIGH-RISK PATIENTS TO SCREEN FOR:
1. Foob INSECURITY
. MEDICATION SUPPLY
. HeaLtH Care Access & COVID-19 SympToms
. IMENTAL HEALTH AND WELLBEING
. CHRONIC CONDITION MANAGEMENT FOR CHRONIC OBSTRUCTIVE PULMOMARY DISEASE

(COPD), cHRONIC HEART FAILURE (CHF) & UNCONTROLLED DIABETES —FOR MEDICAL
STUDENTS ano MSHS STAFF ONLY

6. ADDITIONAL RESOURCES

BB W R

GENERAL INFORMATION:
®  THIS DOCUMENT SHOULD BE USED FOR TELEPHONIC PATIENT ENGAGEMENT.
»  EACH SECTION OF THIS MANUAL CONTAINS A SCREENING TOOLING TOOL WITH DECISION
SUPPORT FOLLOWED BY A LIST OF RELATED RESOURCES.
»  FEEDBACK, REQUESTS FOR ADDITIONAL RESOURCES, AND SUGGESTED AMENDMENTS
CAN BE SENT TO: ASHLEY.FITCHEMOUNTSINALORG

TABLE oF CONTENTS:
Updates. Page 02
Food Security SCreener..mammams s s s s PAEE 03
Food ReSOUrCes .. mwmemm s sims s ssammrss s s s s PR 0

Medication SErBBner. ..o PAEE 09

Medication ReSOUrCeS s mm s s s PAEE 10

Healthcare Access B COVID-19 Symptom SCrEener... .o PAge 11

Tele-Health Information..usmseme s s s PAEE 12

Precautions for Patients with Mild Symptoms.......c.. ... Page 22
Mental Health & Wellbeing Screener. ..o s PAGE 24
Mental Health & Wellbeing RESOUrces. ..., PAEE 25

Chronic Condition Management Epic Information. e s, Page 28

Additional RESOUPLES. mmummus s s s s PAEE 33

Screener: Food Security

w Let's talk shout the food you've got in the house:

Are you worried your household will run out of food in the next week and
you won't be able to get more?

¥
That's really good to hear.
H your situation changes and you mead infarmation

on food resources you can: Ok, let's talk about that for a minute,

Can | help you make a plan 1o get more

3010 commpnityresorees mountsing arpl bo food?
seareh lor community resaures
OR

= Call 311

Mo e
Do wm@nt autoome and
Maove to next assessment ¥

Can you afford to buy the
food you need?

Food Resources
FOOD PICK-UP

Free Meal Pick-Up for Anyone at NYC Schools
Website: https://'www.schools.nyc.gov/freemeals
Comments:
# Free "Grab and go” meals are available to any New Yorker
+ Monday through Friday, 7:30 am through 1:30 pm
+ Meals Hubs will operate for children and families from 7:30 am to 11:30 am, and for
adults from 11:30 am to 1:30 pm
+ To find a location, text “NYCFOOD" or “COMIDA” to 877-877
« Mo registration, |D, or documentation required.
+ No one will be turned away at any time

=




Online Access to COVID-19 Resources - **NEW**

Step 4

Evolved training
documents into an
online clickable
format for easier
deployment.

Mount
Sinai

Community Resource
Center

U

The Community Resource Center is a tool for planning high-risk patient outreach during the COWVID-19 crisis and
beyond focusing on five domains. Non-clinical office staff, medical assistants, and others who are now serving in
non-traditional roles can use the screening algorithms and resource directory to outreach patients who are at high
risk of decompensation due to the advancement of chronic iliness, lack of social supports, or COVID-19 related
complications.

Food Insecurity

Medication Supply

Screening

Resource Dirsctory ‘

Mental Health &
Personal Safety

COVID-19 Providar
Resource Hub

Food Insecurity
Screening

Use this screening tool to determine whether or not the
patient has access to food. Click yes or no after each
question to move to the next step in the workflow. Click here
for a printer-friendly PDF version.

Let's talk about the food you've got
in the house. Are you worried your
food will run out in the next week and
you will not be able to get more?

Yes
No

45




Community Resource Guide - **OPTIMIZED**

I [ [ [

AMount Sinai © Support  Site Tools »  People I'm Helping ~ @Ashlay -

covig-19) Search for free or reduced cost services like medical care, food, job training, and more.

Search site for "covid-19"

Top matches (20+) -

v : "
A Q. & LEE
R Facebook Group - Covid18 For Healthcare Workers N T

S COVID-19 Fund HEALTD

8 COVID-18 - Rx Home Delivery
= COVID-19 Assistance

See all program / provider matches

4094 programs
serve people in
New York, NY (10029)

Tvoe a search term. or pick a cateaorv

Launched COVID-19 specific tags, filtering, and featuring functionality
Added more than 2,600 COVID-specific programs

Updated more than 60,300 programs to reflect changes in hours/availability
Contacted 3,500+ CBO partners to provide support

46



Text-Based Ovireach

[»] Significant increase in scale for outreach efforts.

[»] Turned hours of low-yield telephone time into inbound, prioritized and screened requests.

[*»] Barriers

— trust in the platform
— access to technology
— consent

— correct cell number

[»] Supported triaging with community health workers, nurses, LCSW supports.

47



Text-Based Outreach to Identify Support Needed

<

11:47 AM

o

+1 (646) 849-3900 >

Verizon <

Text Message
Wed, Apr 29, 12:10 PM

Hi, this is Mount Sinai
Health System. We're here
for you during this difficult
time. We can help connect
you with information and
resources regarding food
access, medication supply,
mental health, or COVID-19.
Please click this link to enter
a secure portal so that we
can better assist you:

https://app.mountsinai.org/
to/chat/dcGzdiVoJPVb

Today 11:47 AM

<4 Messages «'| o 11:48 AM
AA & app.mountsinai.org
Today

?
g VirtualCare Assistant
Hello, what information can we help
you find?

ess than a minute ago

Mental health J ( COVID help J

Food access ] [ Medication supply j

Live chat w/Navigator ]

4 Messages o || T 11:49 AM
AA & app.mountsinai.org
= Mount
Sinai

Hello, what information can we help
you find?

*
VirtualCare Assistant
less than a minute ago
It looks like you're concerned about

your food supply.

11:48 AM

Can you afford to buy the food that you
need?

Food access

Delivered

Mount

- -
Sinai
< Messages o' F 11:49 AM @ @)
AA & app.mountsinai.org ¢
= Mount
Sinai
Are you able to leave home to pick up
food?
No
Delivered

*
9 VirtualCare Assistant
ess than a minute ago

Click this link for a list of food delivery
resources: bit.ly/mshp_food_resources

11:49 AM

Would you like to speak to a care team
member?




COVID-19 Timeline of Key Dates

Dec. 31,
2019
Outbreak
identified in
Wuhan,
China
Jan. 21,
2020
First Case in
us
Identified

Jan. 29,
2020
First internal
drill for
COVID-19
Feb. 29,
2020
First Case
Identified in
NYC

Mar. 7, 2020
First Sinai
COVID-19
Admission

Mar 18, 2020
Risk
stratification
dashboard
launched

Mar. 24, 2020
COVID-19
Community
outreach
launched

Mar. 22,
2020
"NY on
Pause"
announced

' O

'O

Mount
Sinai

Jun. 18, 2020

~4,500 patients

outreached via
text

Apr. 14,
2020
>2400
COVID-19
discharges

@ '

4 4 4
Mar. 16, Mar. 28,
2020 2020
NYC >1000
schools patients in
close MSHS
First plasma
transfer
Mar. 23, 2020
COVID-19 May 22, 2020
Community .I'.A iy 1l ALY ~4,600 patients
ext outreach
Resource launched outreached
Guide telephonically
distributed
e — B
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Key Takeaways

Medical teams are resilient!
Matching complexity and need with the appropriate resource is key.

Much more work to do on patient engagement with technology and closing
the digital divide.

Community resources are a key part of the population health team.

Texting can be an exceedingly helpful tool for efficient, scalable outreach.

50




Thank You

Robert.Fields@mountsinai.org




Megan Reyna

Advocate Aurora Health
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Health Equity

Advocate Aurora Health’s Journey

Megan Reyna, MSN, RN, Vice President of Government & Value Based Programs
Megan.Reyna@aah.org

== €3 AdvocateAurora


mailto:Megan.Reyna@aah.org

Advocate Aurora Health

/\
?@&@ Besal ==
58

8,300 physicians -~ ~
75,000 team members 26 500+ 63%

10,000 + volunteers hospitals sites of care Serious safety event
reduction in IL

dian Ga O

$12 Top 10

: : B 1.1 B consistently for health

3M unique patients total cipitation outcomes in national
revenue revenue peer group*
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Enterprise Population Health

1.3 million value-based lives across 400 miles in IL & WI
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o Wisconsin: ~300,000 value-based lives representing $2.3B
o5 « Team Member: 52,000 lives, $0.1B total spend

« Commercial Shared Savings: 132,000 lives, $0.98B total spend
« Medicare Advantage: 61,000 lives, $0.5B total spend
* Medicare Shared Savings Program: 81,000 lives, $0.8B total spend
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AAH Government Programs Current State

Basic Level E Track 1
e ~121,385 Beneficiaries?! . ~51,775 Beneficiaries?!
* 507 TINs . 9 TINs
* 10 Hospitals . 16 Hospitals
* 6,813 clinicians . 4,678 clinicians
Medicare Shared *  Advanced Alternative Payment Model (AAPM) . Merit-based Incentive Payment System (MIPS)
* Start date: 2012 . Start date: 2018

Savings Program
(MSSP) Enhanced

e ~25,692 Beneficiaries?!

. Two TINs located in the greater Milwaukee area
. 1,690 clinicians

. Advanced Alternative Payment Model (AAPM)
. Start date: 2017

BPCI-A CR BPCI-A
Bundled Payments for Care Improvement Advanced Comprehensive Care for Joint Bundled Payments for Care
Replacement Model Improvement Advanced
Medicare Bundles * 135 bundles, ~8,000+ episodes?, across 8 hospitals
P +  Program Size: ~$270+ million + 1,079 episodes across two * 73 bundles, ~2,000+ episodes?,
rogram hospitals? across 14 hospitals

*  Program Size: ¥$22.4 million ~ *  Program Size: ~550 million

1. Based on 2020 Assignment list
2. Based on Program Years 1-4 -
3. Annualized based on discharges through March 2020, assuming reduction in volume during COVID-19 PHE period €23 AdvocateAurora



“Of all the forms of inequality,
injustice in health is the most
shocking and the most inhuman”
-Rev. Dr. Martin Luther King Jr.
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Health Equity in Midst of COVID-19

« COVID provided a national stage for pre-existing inequities
« Care Management is pivotal

« Reinforced importance of screening for SDOH

« Being swift and agile

 Anchoring in data

« Listening to our community

« Leveraging innovation
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Health Equity Framework . ...

(Institute of Healthcare Improvement) apers/Achieving-Health-Equity.aspx

e Leadership commitment to improving equity
¢ Solid investment of resources

1. Make Health Equity a strategic priority

2. Develop structure and process to support * Establish governance to oversee equity work
Health Equity work * Dedicate resources in budget to support equity work

3. Deploy specific strategies to address * Healthcare services
multiple Social Determinants of Health * Healthy behaviors

e Reduce implicit bias

4. Decrease institutional racism in system . . : : :
e Evaluation of policies, practices, and norms in patient care

5. Develop partnerships with community  Engage community assets
organizations e Collaborate on community issues to address improving health
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http://www.ihi.org/resources/Pages/IHIWhitePapers/Achieving-Health-Equity.aspx

Health Equity Framework(AAH)

e Leadership commitment to improving equity
e Solid investment of resources

1. Make Health Equity a strategic priority

- External Pledges & Internal Commitments
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Dear team members,

Over the weekend, following the tragic and unjust death of George Floyd, we watched fear, anger
and frustration escalate into civil unrest across the country and in our own communities. As
peaceful protests spiraled into riots and shocking scenes of crime, our priority was the safety of our
patients and our team members.

Your work has never been more important, and Advocate Aurora Health is committed to keeping
you safe as you do that work. We took steps to place numerous sites on various levels of lock
down, added additional levels of security across campuses near demonstrations, postponed the
introduction of mobile testing in various neighborhoods, and have remained in close contact with
local authorities — and we are prepared to take other safety measures as warranted

But we must also acknowledge that this nation is faced with not one, but two pandemics. One we
have been battling since March of this year, the other, unfortunately since our nation was formed.
That is why | believe our commitment to diversity and inclusion has never been more important.
Individuals of diverse backgrounds and cultures are a valued part of our organization's DNA and
that of the communities we serve. To be clear- Advocate Aurora Health deplores racism in any
form and the work we do is intended to confront it and help bring an end to it. That good work is
founded in our values of llence passion and respect designed to help us achieve our
purpose of helping people live well.

We understand that the events of recent days have added to the angst many of you have already
felt as you work tirelessly to care for our patients and for each other. As we continue to navigate
these uncertain times, please remember that we have resources available to all our team members
for support you may need — whether through our Employee Assistance Program, our Mission and
Spiritual Care department, or virtual team member forums — we are here for you.

Be assured this conversation will continue. Thank you for everything you do.
Jim Skogsbergh

President and CEOQ
Advocate Aurora Health
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Health Equity Framework(AAH)

2. Develop structure and process to support Health « Establish governance to oversee equity work

Equity work

Health Equity Council

Executive Sponsors

Chief External Affairs Chief
Medical Director

Business Intelligence &

Analytice Pop Health Community Health Clinical Innovation Strategy Communications Medical Groups

Diversity & Inclusion
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Health Equity Framework(AAH)

3. Deploy specific strategies to address multiple

Social Determinants of Health

Diversity &
Inclusion

Business
Intelligence &
Analytics

Strategy

Pop Health

Marketing &
Communications

Community
Health

Medical
Groups

Clinical
Innovation
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Data Driven
Focus

The power of creating ‘heat
maps’ enables us to create
laser focus for delivering
interventions and
leveraging community
partnerships
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Health Equity Framework(AAH)

4. Decrease institutional racism in e Reduce implicit bias
system e Evaluation of policies, practices, and norms in patient care

 Double Down Commitment Statements
« Executive learning sessions focused on D&l
« Team member listening sessions
« Mandated Unconscious Bias learning for all team members

« Work team to re-examine policies and consistent administration to promote
equity and opportunity

64
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Health Equity Framework(AAH)

5. Develop partnerships with e Engage community assets
community organizations e Collaborate on community issues to address improving health

Diverse Suppliers

Community Policy Organizations

Advocates
Makers Faith
Healthcare Leaders
. : Needs
¥ Collaborations ¥ Assessment
4 el
Volunteer " Ii "\ i i
| | Listenin
Opportunities Sessicnz

Interactive Social Focus
Programs
g Impact or Billie
_ Shared
Community Benefit Tours
Outreach
. i 4
Financial -/}.‘-:--;Sf EtAylon
ancia ;.-g' Health
_ %S Medical Homes
Partnerships .
Community
Healthcare o
Food Security
Education Workforce

Tools Development
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“"The most successful
transformations happen
when the most influential
people in the system
develop a shared
commitment to renewal”
- John Kotter on Leading
Change
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Q&A

m Bracken Babula - bracken.babula@jefferson.edu
m Laura Gontz - laura.gontz@jefferson.edu
m Robert Fields - robert.fields@mountsinai.org

m Megan Reyna - megan.reyna@advocatehealth.com
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