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Design Sessions

@ May 9 Screening Arthritis Pt’s for QoL

@ May 23 Brief Advice / Counseling
@ June 13 Referral

@ June 27 Care Coordination

@ July 11 Reimbursement and Beyond

@ July 25 Evaluation
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* Power of 1 Exercise Discussion

* Intermountain Case Study: Putting Brief Advice into
Action

* Risk Stratification Pathways
« Strategic Discussion & Workflow
« Jowa HUB Model Framework Discussion
« Qutstanding ltems
— Screening (Age, PROMIS, SDOH Screening)
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Power of 1 Exercise




Intermountain Case Study:
Putting Brief Advice into Action

Liz Joy, MD, MPH, FACSM, FAMSSM




SBIRT

EIM and SBIRT (Screening, Brief Intervention and Referral to Treatment)

You likely have only a brief window of time for physical activity counseling (at times no more
than 20-30 seconds) during a normal office or telehealth visit. You can utilize your staff, create
tools within the electronic health record (EHR), and use the attached resources to:

_ _ - _ PAVS Readiness Risk Assessment
1. Assess the patient’s level of physical activity and apply the American College of Sports
Medicine (ACSM) exercise pre-participation screening algorithm;

2. Provide brief advice or counseling regarding the importance of regular physical activity, I
specifically relevant to that patient’s medical history and situation. Write a prescription Brief Intervention (BI)

for physical activity.
3. Refer the patient to physical activity resources (programs, facilities, certified exercise Brief Advice  Counseling  Physical Activity Rx

professionals or self-directed/online resources)

Referral to Treatment (RT)

Program Professional Place Self-directed

Brief Advice

Fxe fi{jise AMERICAN COLLEGE
: ..~ . | of SPORTS MEDICINE
is Medicine




Assessing

Readiness

Stage of Change Action Step

Precontemplation
(Patient has no intention to be
physically active)

® Discuss the heal ivity particularly

related to that pg nd needs.
¢ The individual is B EN EF ITS

sical activity

prescription at thrspomr;

Contemplation

(Patient knows they should exercise
and is thinking about becoming
physically active)

Independent Supervision Necessary

Refer to clinical exercise
‘ ‘ —F rehab or

PERSONALIZED (eereprice.
Using a pat A DVI C E inferests

and concer ‘ . - become
more active and choose how they'd like to begin. Provide basic
guidance if the patient is receptive.

Provide info, Write prescriotion

Refer o exe

Preparation
(Patient is p|cmning to become
physically active in the near future)

Writ "
dnicced PRESCRIPTION R

Action

(Patient is meeting the physical
activity guidelines but for less than 6
months)

Applaud efforts. Encourage Encourage continved
continued ' ning.

REINFORCEMENT

Discuss relapse prevention siraregies: planning ahead tor
challenges, getting back to activity after a lapse.

Maintenance

(Patient is meeting the physical
activity guidelines for the last
6 months or more)

Applaud efforts. Encourage

1 CHECK-IN

Encourag . — hy
behaviors; continue to engage in healthy activities to cope
with siress.

Encoura ge continved
- 1 -

Health Care Providerd’ Action Giide




Brief Advice: Physical Activity Spectrum

I B B

Activities of
Daily Living

Walking/rolling
Taking stairs
Parking farther

Active
Transportation

Walk/bike to work or
errands

x, iy
. & \:O ¥ A
5

Lifestyle
Activities

Walk the dog
Rake leaves
Go dancing

Exercise
(planned)

Aerobic activity
Strengthening
Combo or sports




Brief Advice 30 secs - 2 mins?
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RX Prescriptions for Physical Activi

+ OA Modifications

Exe#cise
is Medicine

AMERICAN COLLEGE
of SPORTS MEDICINE

Being Active
When You Have

Osteoarthritis

Name: Date:

2018 Physical Activity Guidelines for Adults: Brief Advice

* 150-300 minutes/week of moderate-intensity activity or 75-150 minutes/week of vigorous activity Exe f)’(cise
is Medicine

AMERICAN COLLEGE
of SPORTS MEDICINE,

(somewhat hard to very hard) or a combination of both
® Muscle strength fraining 2 or more times a week

Being active will help you feel better, move better and sleep better. Experts now say that any physical
activity counts toward better health — even just a few minutes!

Frequency (days/week): Q1 Q2 as Q4 as Q6 Q7
Intensity: O Light (casual walk) 0 Moderate (brisk walk) O Vigorous (like jogging)
Time (minutes/day): Q10 Q20 Q30 Q40 Q50
Type: QWalkk QORun O Bike QO Swim/Water Exercise O Other

Steps/day: 12,500 Q5,000 Q7,000 Q9,0000rmore Q Other

If you are one of the millions of people who have osteoarthritis (OA), being active is an important way
to decrease the pain and stiffness that are hallmarks of arthritis. If you avoid physical activity, you'll
get weaker and stiffer, making your joint pain and disability worse. Regular exercise has been shown to
reduce pain, improve your ability to do daily activities and lower your risk of other health problems.

Q60 or more

What about aerobic activity?
* Moderate activity is at a pace where you can talk but cannot “sing.” Examples: brisk walking,
light biking, water exercise and dancing.
* Vigorous activity is done at a pace where you can't say more than a few words without
pausing for a breath. Examples: jogging, swimming, tennis and fast bicycling.
* You can exercise for any length of time. For example, you might walk:
©30 minutes 5 days/week or
©20 minutes daily
°5 minutes here, 10 minutes there. Just work your way up to 150 total minutes/week.
* Your ultimate goal is to gradually build up to 7,000-9,000 steps/day.

Frequency (days/week): Q1 Q2 Qs Q4 as Qe Qa7

What about strength fraining?
* You don’t have to go to a gym. Try elastic bands, do body weight exercises (chair sit-to-
stands; floor, wall or kitchen counter push-ups; planks or bridges) or lift dumbbells.
Heavy work around your home or yard also builds strength.
* Strengthen your legs, back, chest and arms. To start, try 10-15 repetitions using light effort.
Build up to medium or hard effort for 8-12 repetitions. Repeat 2-4 times, 2-3 days/week.
* Give yourself a rest day between each strength training session.

Prescriber’s Signature:

Start where you are. Use what you have. Do what you can.

Getting Started

Keep It Simple
Sit less and move around
more! Sitting still for too
long will cause your
joints to feel sfiff. Walk
to the mailbox. Walk
the dog. Dance in the
kitchen. Take the stairs.
Find opportunities to
move throughout your
day

Talk with Your
Doctor

IFyou have other health
problems or have been
inactive for a long fime,
check with your health
care provider. How
about physical therapy@
Physical therapisis can
teach you exercises to
strengthen and support
your joints and manage
pain.

Build A Plan

There is no one best way
to be active with OA.
Use your “likes” to guide
your active lifestyle. What
will help you moke o
change and get moving?
Schedule activity as a
high priority.

Be Active with A
Friend

Find a friend and set up
walking schedules or
find out about programs
in the community. Those
who are active with a
buddy tend to stick with
it longer than those who
go it alone.

Exefcise
is Medicine

AMERICAN COLLEGE
of SPORTS MEDICINE



Lifestyle Rx

Pillars of Lifestyle Medicine

Lifestyle First, Lifestyle Always

PHYSICAL ACTIVITY

Rx to LiVe Well

MY NAME: MY DOCTOR: TODAY'S DATE::
WHERE I'M STARTING: Activity level: minutes/week  Weight: pounds Sleep: hours/day
MY KEY RISK AREAS AND POSSIBLE GOALS
Physical Activity Nutrition
00 Moderate to vigorous aerobic physical activity: O Eat a healthy breakfast times per week
Brisk walking or O Eat or drink MORE of these:
Daysiweek __ x Minutesiday O fruits: servings/day [J vegetables: servings/day
= Total minutes per week: (build up to at least 150) O other:
O strength training 2 or more days per week: O Eat or drink LESS of these:
What: O sweetened drinks - less than 12-0z servings/week
O Reduce total sitting time O other:
from hours a day to hours a day O Eat meals together as a family times per week
O Reduce screen time (TV, video games, Internet) O Keep a food journal for days
from hours a day to hours a day O Reduce portion sizes by using a smaller plate or:
O Other: O Other:
=

Other Important Lifestyle Factors ( \JWeight Management

O Sleep hours per night nights per week 'O Lose % of body weight or pounds
(aim for 7 to 9 hours every night)
by, (date)
PHYSICAL & SOCIAL O Manage stress by: - i ¢
ENVIRONMENT NUTRITION O Find a friend or family member to support my commitment: Record weight at least once per week for weeks
Who: O Record food intake every day for days
O Reduce alcohol intake to less than drinks per week O Target calories/day: O Target carb gms/day:
U Quit tobacco: Method: __ Quitdate: O Record daily physical activity for weeks
O ﬁeward myself for small changes and successes Target minutesiweek: 01250 01300 O Other:
ow:
O :
O Other: Other
SUBSTANCE USE SLEEP
MAIN GOAL and PRESCRIPTION
Main goal my doctor and I agree on:
Patient education resources: [ Handouts given:
STRESS MANAGEMENT Referrals: O Nutrition counseling: Dietitian Phone
O Weigh to Health program:  Location Phone
O Other:
Tracking method: Report or follow up: In weeks / months with
Signed: (patient) (provider) (date)
|I|I|IIIII|I|I Give the patient a copy of this Rx, and keep a copy in the patient's chart. [nterm!)untain‘
LiVe Well

FEinst50250 © 2013 Intermountain Healthcare. All rights reserved. Patient and Provider Publications 801-442-2963 CPMO15f - 05/13



Risk Stratification Pathways

Dartmouth Institute for Health Policy and
Clinical Practice

13




e, CPDE | Dartmouth

Proposed Risk Stratification

. No data are collected(?) or
gﬁiﬁ;;ﬂnﬂt’ﬁ::; No > _ data are cqllecteq I:u.::t %0
intervention is administered?
Yes
h 4 k 4
MVPA <150 (or LPA) MVPA 2150
Interpret Screening | If Pain High/Mod
Results * _ . & Function
Low Fx and/or High & Mod Fx Low/Mod on right
Readiness *High Pain *Low & Mod Pain with MVPA>150;
Shared Decisi I still refer to PT?
ar:dak;t;lsmn | Brief Advice Brief Advice
Physical Self-mgmt PA Self-mgmt.
Referral to... Therapy | | AAEBIs ~‘ AAEBIs AAEBIs

*Measures: PAVS (“MVPA") PROMIS Physical Function (“Fx") and Pain Interference (“Pain”)

14



Considerations for Medical Risk Factors

Allen, K., Vu, M.B., Callahan, L.F. et al. Osteoarthritis physical activity care pathway (OA-PCP): results of a

feasibility trial. BMC Musculoskelet Disord 21, 308 (2020).

Medical Risk Factors

Chest pain (with physical activity or at rest)

Loss of balance because of dizziness or loss of consciousness
Unstable angina

Hospitalization for cardiovascular event in last 6 months
History of ventricular tachycardia

Stroke with moderate to severe aphasia

Unstable chronic obstructive pulmonary disease (2 hospitalizations
within the previous 6 months and/or on oxvaen)

Is this type of list helpful to providers for
medical risk decision support??

Medical Risk Factors (cont'd)

Dementia
Psychosis
Active substance abuse disorder

Total knee or hip replacement surgery, meniscus tear, ligament tear, or
other significant lower extremity injury or surgery in the last 6 months

Planning total joint replacement in next 6 months
Three or more falls in last 6 months
Severe hearing or visual impairment

Serious/terminal iliness as indicated by referral to hospice or palliative
care

Recommendation from doctor to only perform physical activity under
medical supervision

Other health problem that would prohibit safe physical activity
participation

15



Proposed Risk Stratification

Risk Interpret
Assessment Screening
Results <150 MPVA OR
High/Mod Pain
4 OR
SHaee Low/Mod Function Brief Advice

Readiness/ Decision
Patient Making
Preference

<150 MPVA
Flioh & Mod Fx SELF-MANAGEMENT

Low & Mod Pain JAVA =1 21 £

Risks for PT perspective <150 MPVA
. Pain that is limiting activity and participation in daily High Pain

life (What thresholds?) Low Function
. Weakness that is interfering with the ability to do daily
tasks.
. A fear of falling or had 2 or more falls in the past year.
. Have limitations of motion in joints causing “work-
arounds” to accomplish tasks.
. Have difficulty walking or climbing stairs
. Need for assistive devices to help with safe mobility

(orthotics, walking devices, etc.).
. Requires home modifications.




Strategic Discussion and Workflow

Interactive Brief Advice/Counseling Discussion
Determining key steps in the patient counseling process

\
. Brief Advice/ \ Referral to PA/ Car Bi-directional
> Screening >> Counseling >/> EBI >> Coordlnatlon >> Feedback >
/




What does successful counseling look like?

PCP brief advice is SHORT (~30 sec - 2 mins)

— More in-depth health coaching about PA/SM/AAEBI may occur with
extended care team (social worker in clinic, health system care
coordination team, Community HUB)

Results in:

— Increased patient understanding of the condition and the proposed
Intervention

— Prescription for physical activity or self-management based on patient’s
history and situation

— SMART goal for patient
— Referral to AAEBI for PA or SM, or other intervention

18
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» Patient perspective  PCP perspective




Considerations when providing brief advice

Risk
assessment

Interpretation
of
screenings

Readiness
assessment

Brief
advice/patient
counseling

20



Existing tools and strategies for brief advice

: : Referral to PA/ S
Brief Advice/ EBI Care Bi-directional

Counseling) Coordination Feedback

Patient Brief Advice

Interpret Risk AReadlnesst Preference
screening Assessment ssessmen

Getting Started with
Physical Activity for Arthritis

from ¢

Exefcise

‘ AMERICAN COLLEGE
of SPORTS MEDICINE,
is Medicine

ng pain
of motion, and stability in Joets.” It may

Name: Date:

2018 Physical Activity Guidelines for Adults:
* 150-300 minutes/week of moderate-intensity activity or 75-15C i
{somewhat hard to very hard) or  combination of both

« Musdle strength fraining 2 or more fimes a week Ox. shyvieal

Dealing with Osteoarthritis Whars 8 you sart?
or Joint Pain? e —
» i : : s e A e e The s " I @@ Frrolo G131 Q31T Q) skt b ey
T Mo i s 7 U o s hings o 555 83 : R
Activity level x physical function L elids b S gy e i o atensity: 0 Light (casusl wall)

Time (minutes/day): 010 020 Q30

© P your “FITT": Laamn what counts 33 physical activity

& 1
@
> 1 p— Type: OWalk ORun O Bike O Swim/Water Exe okt triendiy Activity
g Weots PA Recommandation | cots PA - — TP - - pfcoiiridary
< Low Functional Ability ' ation, N — 1o dinicol exerciss Steps/day: 12,500 Q5,000 Q7,000 09,000 or mo F Py Tt b o b sty s b ek b - -
& {intervention: None: check on High Functional Ability Contemplation Reler o exciss prcfessiorel, N»‘w" candioc thab ot E ey A <
2 MR : arvantion: bome) . Pamtbortbey ok e el reropy s cpprcprle. oo What about aerobic activity? ot Vi B sl Wi bt 15 e s ovevy g :u Yoard
w0 - = physically aciive] Uun @ palientceniered opproach e the palient’s inkeests - & ivity i by e by Bamny  —
g ! ety ”w».i@.;mdj’juﬁm :E}m ———— | pma A e el TG
s comycnd 0 o o b oV ok £ Py | Bk i o sl L : s e wking o P o — 51
oo b poln s ouphe ~ ST igorous activityis done at a pace where you can't say m ~ / iy s
E h o | DoesnotmeetPa - i Physical | P oty | | ok o o ‘pausing for a breath. Examples: jogging, swimming, tenni | R S i o il
g ommendation, , Activity s Seons P + You can exercise for any length of time. For example, you i
< Low Functional Ability ! High Functional Ability ool scipton; s oron: Kelolo el i s | - ook o amoioer. snmend bneswch o i e, o st & et —— w——
El (Inmumlon refer o AAEBI | {referral to potentially s e et ot Ml T yow wognt: wih tromks, ansic s B . 4130 et o et s s -
§ that meets their ability/needs) : any AAEBI) « Being ACflve e
O I E B ud s, £ Ercouoge conimed Em weiht -
N I R R R - mmmr— = e ™ When You Have
m.mm g o | | o vt charge cos st et e i f oo (35 e & b}, sy
i et S sy sy ey s o . O h ExeRcise | ammean cousas ey 3 gy @ o) warcnnn
Physical Function Impairment (FROMIS Raw Scoros) > 7 Sty s gt D) | (ke steoartnritis Ik, srme
P d Risk Stratificati el bl oo T xvchn
WeightLoss | e rebevepun | - Genmore et s cutomFUT” an exwecise phan
ropose IS| ratimcation et s | |G Sy | s physiead ety
Mair confinued exercise. suparvised exercise. " activity counts toward better health — even just a few minutes!
Meats Inclusion/ No ”;aﬂ:' ket ey s i Tt ows b - v b even o :
i stané e aneo
Exclusion criteria inferver 6 moornoel o e e 1y o e Hea e
Yes sSwer i
A Pain is commen Builc
e * e e e iy e .
MVPA <150 (or LPA) MVPA 2150 <2 N e | Start where you are. Use what you have. Do what you can.
T oun nahue e~ + Heat & ol tharepies (3uch 45 PArUin eAlmeees of (0 packs)
Interpret Screening P | g, | et = ! —
= Mamgemen | i’ | Ao Getting Started
esul “Low Fx andior “High & Mod Fx
. . i u i KeepltSimple  TalkwithYour  BuldAPlon B Active with A
Reimees High Pain Low & Mad Pain Doctor Friend
Shared Decision- . s e bkt Use your likes” to guide "
ecisi r . " foreas o, Wk Yo e
Making B"Ef Advice Brief Advice R Somn SR Sl
Lichn T S
o ppatabess Voh oy
Physical s If-mgmt Self-mgmt rowRoones o B
sical elf-mgm eff-mgmt. . @ g o g
Referral to... Therapy | | AAEBIs l I AAEBIs I AAEBIS e

*Measures: PAVS ("MVPA") PROMIS Physical Function (*Fx") and Pain Interference ("Pain”)
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What tools/resources used for other chronic conditions are
relevant or helpful for arthritis counseling?

What would build providers’ confidence in providing brief
advice on PA to patients with OA or chief complaint of joint

pain?

What else does a mem
counseling/advise on p
chief complaint of joint

per of care team need to provide brief
nysical activity for patients with OA or

pain?

— Are the existing tools enough?

22



Bike rack

 Who is or will be providing patient counseling? How would
clinic reach this decision

* Are providers aware of the existing EIM counseling tools?

 What are barriers to pt counseling? Ex: Time, staff, can't bill
for it, don't feel confident

 What other factors influence the counseling content or
delivery method?




i218...

No, OA

For patients age

All patients (Universal Prevention for Patient Vital Signs)

Every Visit

PAVS*

>Annual Physical & Medicare Annual Wellness

Proposed pathway

Brief Advice/
Counseling

Assess Readinesp
for Change, Risks,

Provides Brief
Advice

Referral to PA /
EBI

Prescribe PA &
Refer to
Community
Programs

Diagnosis

1.Annual Physical
2. Medicare AWV

.Health Risk
Assessment

Risk Identificaticn,
Care Plan,
Counseling

Refer to Community
Programs (e.g. PA,

fall prevention,
nutrition)

Yes, OA
Diagnosis

Patients w/ Diagnosis of OA Knee /Hip

1. Annual Physical
2. Medicare AWV

——| 3. Knee/hip joint

pain visit

Knee/hip joint pain
visit

+PROMIS

+PROMIS

+Clinical Diagnosis

+ modification:

for OA

+Triage based on

OA severity

Chief Complaint of Knees/Hips Pain & Function Limitation (no diagnosis)

Bi-directional
Feedback

Care
Coordination

Coaching to Update on Patient

support patient Progress

* Ensure alignment with SDOH Screeners

24



lowa HUB Model Framework

Discussion
Greg Welk, PhD and Trina Radske-Suchan, PT, CSCS




Clinical / Community Integration:
The lowa Community HUB

(06/13/23)

Greg Welk, Ph.D. - lowa State University / U-TuRN
Trina Radske-Suchan - lowa Community HUB

T Sy
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Advantages of Implementation Science and
Translational Research Methods

Fgure 1. Transdisciplinary Research
/ \ « Study of Interventions Development/

Transdisciplinary Adoption/Implementation/Sustainability

. Development/Evaluation of Workforce
Research Group Training/Technical Assistance Enhanced g
: Sustainable
] Community :
ISU Translational I = Systems/ —  Community
Research Network Science-Driven Practice : Health Impact

. Monitoring/Data-Information System Capamty

Community . Needs Assessment / Planning
« Training/Technical Assistance for Intervention

[ Stakeholders , . e
\ / Adoption/Implementation/Sustainability

@ [OWA STATE UNIVERSITY
Translational Research Network

U-TURN




Background on %%
Walk with Ease [ WALK WITH EASE

Taama Ars Projaca

* The Arthritis Foundations' Walk with o
Ease program has been shown to E— | WALK WITH EASE

h °1;: ° :.ﬂfur::‘l:“ This project Is & coliaborative partnership with CHPcommunity 2o faclitate the effective disseminagon and evaluation
ave u t I I I ty fo r a d d re S S I n g Syl I l pto I I l S of an evidence-based program called Walk With Ease. The virtual {onling) versicn of the § wesk program Is avallable
Chid Werare Rasearch state-wide. An In-person versicn of the group program s avallabic iccaly In Story County In coilaberaion with Ames

. . Trahisg i Park and Recreason and Mary Gresiey Madical Canter with locations at the Ames Community Canter and the Lifetime

Of a rt h r I t I S Famntisg - i'sa Uk Finess Center in Story City. For more Informasion on the Walk with Ease program and ongeing research sfarts, visi

FROSFER waliksitheaszseiSU.org.

SWITCH

The project alms to help cevelop training capacity to both broaden dissemination effoets, as well a5 avaluate and
Transational Agpications of suppart Improved participant cutcomes. The other major goal Is o understand what factors act a5 barriers or

Accegtasce and fociiators to successhut large-scaie program Impiementation.
Commitmant Tharapy

[ [
¢ .
' Wa I k W It h E a S e I S p ro I I l Ote d AN ? you have any guastions or would liks more Information, plkase contact WalkwrhEaseSiastase.edu, and & member of

our team will gat back o you ASAFR.

nationally as an approved AAEBI A O I s MR o 10 S SO

INTERVENTION DEVELOPMENT, anling interest form by CLICKING HERE, ar copying this link Into your wab browses: hitps.//app.smansheet.com
TESTING, AND TRAINING M/formced3Ee5226ac44028bocdaTIo94eBcc0

HEALTE SYSTENS MONITERING
AND EVALUATION

* U-TuRN Research Team leads the —
statewide dissemination of Walk with
Ease in lowa through the lowa i

;m
Community HUB ot

Gregory Walk Trina Suchan Alison Philllips

gwelkRigsiate odu tsuchan@chpcomaunity.crg aizonpliastate edu

PROJECT LEADER

U-TuRN PI; Barbara E CHPcommunity Laader: Team 2, Associatc
Forker Professor, Prafeszor, Psychalogy
Kinaslology




Overview of the Funded CDC Trial

Process and Outcome Evaluation of the Walk with Ease

program for Fall Prevention (UO1CE003490)

Primary Goals:

* Evaluate potential of Walk with Ease
for fall prevention programming
* Aim 1: Process Evaluation
e Aim 2: Outcome Evaluation
* Aim 3: Feasibility Study of Dissemination

* Build sustainable and mutually-
beneficial partnerships

* Pilot clinical / community
integration model

IOWA STATE UNIVERSITY

News Service

NEWS RELEASES VIDEO RESOURCES ¥ MORENEWS v  CONTACT US

CDC grant spurs research for fall
prevention

Pos et 4. 2( 7:0 m

i Walk With Ease Participants o ~»

Watch later  Share
T~
-
‘y
>

Watch on (£ Youlube

Wak with Ease parficipants attend group waking sessions led by I1SU student health coaches at the Ames Parks and
Recreation Community Center in March 2021. Video and photos by Laurel Feakes/lowa State University.

AMES, IA — Fueled by a recently awarded $1 million grant from the U.S. Centers for Disease Control and
Prevention, lowa State University researchers and community partners will study new strategies to help
reduce risks of falls in older adults.

The project will build on an evidence-based program calied Walk with Ease, which was developed by the
Arthritis Foundation and broadly endorsed by the CDC; participants are guided through the six-week
program (using either in-person or online formats) to learn how to safely add physical activity into their
day. Previous research has found older adults in the program experience modest to moderate
improvements in pain, fatigue, stifiness, strength and balance.

Contacts

Greg Welk, Kinesiology. gwelk@iastate.edu, 515-
294-3583

Steve Sullivan, Mary Greeley Medical Center,
sullivans@mgmc.com, 515-239-2129

Rachel Cramer, News Service,
rcramer@iastate.edu, 515-294-6136

Quick look

With a $1 million grant from the CDC, I1SU
researchers and community partners will be the
first to directly evaluate a walking program’s
potential for reducing the risk and incidence of
falling, which is the leading cause of injuries
among people ages 65 and older in the U.S.

Quotes

“We're trying to determine the most effective
approach prior to broader dissemination of the
group-based Walk with Ease program.”

Greg Welk, Kinesiology

Falls are the number one trauma here in the
emergency room. That is why we felt it so
important to join forces with Greg Welk's team to
help out the Ames community and work to
decrease the number of falls we are seeing.”

Tricia Colman, Mary Greeley Medical Center

More news

Find more lowa State University news and
research stories at news.iastate.edu.



Concepts for Clinical Referrals into Walk with Ease

iewa community

Clinic: 'fHB Community-Based
tictan : Organization (CBO)

Clinical Community
Referrals Referrals
‘ [ BN >
o -m L] [ ] ml
--------------




Concepts for Bi-Directional Feedback to Clinicians

iewa community

Clinician l-lB

R
°
Summary Data
@ - <
0

U-T'RN



Overview of the lowa
Community HUB

iewa community

B



Structure of the HUB

il B lowa Community HUB
X HB Organizational Chart

Board of
Directors

HUB Advisory Data Monitoring

Group Safety Board

Implementation
Membership & Translational
Subcommittee Research

Subcommittee

Community Care
Hub
Subcommittee




Partnership
to Align Social Care

A National Learning

& Action Network Community Care Hub

The Partnership’'s Community Care Hub Workgroup has developed the following
definition for a Community Care Hub. This definition may continue to be updated:

A community-focused entity that organizes and supports a network of community-based
organizations providing services to address health-related social needs. A Community
Care Hub centralizes administrative functions and operational infrastructure, including

but not limited to, contracting with health care organizations, payment operations,
management of referrals, service delivery fidelity and compliance, technology, information
security, data collection, and reporting.

A Community Care Hub has trusted relationships with and understands the capacities of
local community-based and healthcare organizations and fosters cross-sector
collaborations that practice community governance with authentic local voices.

Slide belongs to the Partnership; CHPcommunity did not participate in this initiative. For more information, please see https://www.partnership2asc.org



https://www.partnership2asc.org/

2022-23 Umbrella Hub
with CDC Recognition

NATIONAL ASSOCIATION OF
CHRONIC DISEASE DIRECTORS

Promoting Health. Preventing Disease.

Umbrella hub arrangements connect community-based organizations (CBOs) with health care payment
systems to pursue sustainable reimbursement for the National DPP lifestyle change program.

Umbrella hub arrangements can ease administrative burden for CDC-recognized organizations and allow
these delivery organizations to focus on providing the program.

Benefits:

Aggregate Diabetes Prevention Recognition Program (DPRP) data
Share CDC recognition status

Operate as one MDPP supplier

Streamline business and administrative support

Pursue sustainability and achieve scale - because umbrella hub arrangements can demonstrate
network adequacy and greater collective impact, makes the network more attractive to payers
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lowa Community’'HUB

o For Individuals & Families

Find health information, programs and services

For Program Providers

Offer programs and services

For Clinicians

Refer to programs and services

Statewide resource for programs and services that
improve health, prevent injury, and enhance quality of life.




Connect Individuals

We help individuals connect to
health promotion programs and
services within lowa
communities.

What we do

Support Organizations

We help build an organization's
capacity to provide programs and
services that address important
health issues.

Facilitate Referrals

We make it easy for clinicians to
refer to evidence-based
interventions and social care
Services.
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Make a Referral

Do you know someone who could benefit from participating in a health and wellness program to improve their quality
of life? Whether you are referring yourself or you are a friend, caregiver, or a h§alth professional referring an individual,

it's easy to make a referral. Just fill out the form below and submit.

When you make a referral, a HUB Navigator will contact the individual and help them get connected with a program

and/or service that best fits their needs.
Clicking button below will take you to a secure referral form. Please fill out the form completely.

For a list of programs, check out the Program Library for more information.



HUB
Navigation

Process Referral

9
BN

¢ Reach out to

referred
HUB ;;dividual
. ' ¢ Document ‘
NaVIgator interactions or
(CHWS) efforts to
reach out

Screen

e Screen and

connect to
social support
services to
address SDOH
Working on tech
integration with
partners

Enrollment

* Complete
enrollment

* Prepare for
partner
organization
program
delivery

—

The HUB uses advanced navigation processes for the timely
referral, increased enrollment, and enhanced retention in
evidence-based health promotion programs and services for a
meaningful impact on those with greatest need.

Follow-Up

» Bidirectional

feedback
Monitor
attendance and
assist as needed
Post-program
data collection



Clinician Resources

Clinical-community linkages help to connect health care providers,
community organizations, and public health agencies so they can
improve patients' access to preventive and chronic care services

1

oy

=%

W
Patientz qet more help i changing unhealthy behaviors
a2

oay .

L1 Cliniians get help » offering services ta patients that they
cannat pravide themscbees
a3

T Cammunity Programs get help in connecting with cliants far

whom their sor ore desgned

Link to Dr. Jennifer Groos Video




EEEEEEEEEEEEEE

\1 > . . . .
Screening  [22 & Dissemination of Walk with Ease

EPIC M'Hez. Plans for Integration and

Prescription |+=

|owa community

Standardized Procedures

* Training and Standardized Procedures
Centralized Coordination

* Integration with HUB for Referrals
Expanded Partnerships

* Building Capacity in Community Settings

Referral
—

R
§.i
Hoo; QW
— 0'_"

sswoano| s}|nsay

Enroliment
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OSTEOARTHRITIS

ACTIONALLIANCE

1 E

Intervention ® \
With Ease Stre ngth

Walking

Walk| Balance

UTURN Flexibility
WALK WITH EASE
a program for better living




Engagement and Discussion

Shalu Garcha, MHA




Proposed pathway

FOI‘ patlentS age ' Brief Advice/ Referral to PA / Care Bi-directional
S Counseling EBI Coordination Feedback
_18... ‘

All patients (Universal Prevention for Patient Vital Signs)

Assess Readiness Prescribe PA &
Every Visit or Change, Risks, & Refer to
Provides Brief Community
‘ a Advice Programs

No, OA >Annual Physical & Medicare Annual Wellness

Diagnosis Refer to Community
_ ; ) Risk Identification, . .
»| 1. Anngal Physical Health Risk Care Plan Programs (e.g., PA, Coaching to Update on Patient
2. Medicare AWV Assessment Counselin;g fall prevention, support patient Progress
1 nutrition)
Patients w/ Diagnisis of OA Knee /Hip

Yes, OA 1. Annual Physical
Diagnosis 2. Medicare AWV
| 3. Knee/hip joint
pain visit

+ Modifications +Triage based on

+PROMIS

Chief Complaint cf Knees/Hips Pain & Function Limitation (no diagnosis)

Knee/hip joint pain +PROMIS * Ensure alignment with SDOH Screeners
visit +Clinical Diagnosis

43




Medicare AWV

“Review of the individual's functional ability and level of safety, based on
direct observation or the use of appropriate screening questions or a screening
guestionnaire”

Review of the individual's functional ability and level of safety means, at
minimum, assessment of the following topics:

(i) Hearing impairment.

(if) Ability to successfully perform activities of daily living.

(i) Fall risk.

(iv) Home safety.

“Furnishing of personalized health advice to the individual and a referral, as
appropriate, to health education or preventive counseling services or programs
aimed at reducing identified risk factors and improving self management, or
community-based lifestyle interventions to reduce health risks and promote
self-management and wellness, including weight loss, physical activity,
smoking cessation, fall prevention, and nutrition”

Medicare Recipients
https://www.ecfr.gov/current/title-42/chapter-1V/subchapter-B/part-410/subpart-B/section-410.15

Samaritan Heath, OHA, NRPA pilot
leveraged AWV questions to refer patients
to AAEBI programs:

During the past four weeks, how much
bodily pain have you generally had?
QO No pain

O Very mild pain

Q Mild pain

U Moderate pain

O Severe pain

Have you fallen in the last 12 months?
O Yes

O Unsure

O iNo

Do you feel unsteady when you stand,
walk, or have concerns that you may fall
at times?

U Yes

0 No

| o



Health Risk Assessment

First Visit

Visit
Review (and

administration

Health risk assessment means, for the purposes of this section, an evaluation tool that meets the following criteria:
(i) Collects self-reported information about the beneficiary.

(i) Can be administered independently by the beneficiary or administered by a health professional prior to or as part of
the AWV encounter.

(iii) Is appropriately tailored to and takes into account the communication needs of underserved populations, persons
with limited English proficiency, and persons with health literacy needs.

(iv) Takes no more than 20 minutes to complete.

(v) Addresses, at a minimum, the following topics:

(A) Demographic data, including but not limited to age, gender, race, and ethnicity.

(B) Self assessment of health status, frailty, and physical functioning.

(C) Psychosocial risks, including but not limited to, depression/life satisfaction, stress, anger, loneliness/social isolation,
pain, and fatigue.

(D) Behavioral risks, including but not limited to, tobacco use, physical activity, nutrition and oral health, alcohol
consumption, sexual health, motor vehicle safety (seat belt use), and home safety.

(E) Activities of daily living (ADLSs), including but not limited to, dressing, feeding, toileting, grooming, physical
ambulatlon (mcludlng balance/rlsk of falls) and bathlng

(F) In g (IADLs), including but undry, mode of transportation

, if needed) of an updats ealth risk assessment (as defined in this section)

https://www.ecfr.gov/current/title-42/chapter-1\V/subchapter-B/part-410/subpart-B/section-410.15



https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-410/subpart-B/section-410.15

Health professional means

(i) A physician who is a doctor of medicine or osteopathy (as defined in section 1861(r)(1) of the
Act); or

« (ii) A physician assistant, nurse practitioner, or clinical nurse specialist (as defined in section
1861(aa)(b) of the Act); or

« (i) A medical professional (including a health educator, a registered dietitian, or nutrition
professional, or other licensed practitioner) or a team of such medical professionals, working
under the direct supervision (as defined in 8 410.32(b)(3)(ii)) of a physician as defined in
paragraph (i) of this definition.

https://www.ecfr.gov/current/titie-42/chapter-1V/subchapter-B/part-410/subpart-B/section-
410.15



https://www.ecfr.gov/current/title-42/section-410.32p-410.32(b)(3)(ii)

SDOH
Alignment

. CMS is asking hospitals participating in
the IQR program to submit two
measures — SDOH-1 and SDOH-2.

. Participation is voluntary in 2023 and
mandatory in 2024.

. SDOH-1 is the number of screens
completed and SDOH-2 is the number
of positive screens.

. This is a great opportunity to get ahead
of the curve.

. The Accountable Health Communities
Health-Related Social
Needs Screen includes questions on
Physical Activity




Accountable Health Communities
(ACH) Health-Related Social
Needs (HRSN) Screening Tool

Core Questions

* Living Situation
* Food

« Transportation
« Utilities

« Safety

Supplemental Questions
» Financial Strain

*  Employment

* Family & Community Support
» Education

* Substance Use

* Mental Health

» Disabilities

* Physical Activity




ACH Physical Activity Screen

In the last 30 days, other than the activities you did
for work, on average, how many days per week did
you engage in moderate exercise (like walking fast,
running, jogging, dancing, swimming, biking, or
other similar activities)?

1001020304 050607

On average, how many minutes did you usually
spend exercising at this level on one of those days?

10010020 1030140 01050 116090 1120
1 150 or greater



The Social Determinants of Health (SDOH)

Data Journey to Better Outcomes

Szjelll Collect
SDOH Data

Any member of a person's care
team can collect SDOH data
during any encounter.

« Includes providers, social workers,
community health workers, case
managers, patient navigators,
and nurses.

« Can be collected at intake
through health risk assessments,
screening tools, person-provider
interaction, and individual
self-reporting.

Step 2 Document
SDOH Data

Data are recorded in a person's
paper or electronic health
record (EHR).
- SDOH data may be documented
in the problem or diagnosis list,
patient or client history, or
provider notes.

« Care teams may collect more
detailed SDOH data than current
Z codes allow. These data should
be retained.

- Efforts are ongoing to close Z code
gaps and standardize SDOH data.

What are

SEeEd Map SDOH  SE¥A Use SDOH

Data to Z Codes
Assistance is available from the

ICD-10-CM Official Guidelines for

Coding and Reporting.’
- Coding, billing, and EHR systems

help coders assign standardized
codes (e.g., Z codes).

- Coders can assign SDOH Z codes
based on self-reported data and/or
information documented by any
member of the care team if their
documentation is included in the

official medical record.?

rF N T TT—

Z Code Data

Data analysis can help improve

quality, care coordination,

and experience of care.

- Identify individuals’ social risk
factors and unmet needs.

« Inform health care and services,
follow-up, and discharge planning.

- Trigger referrals to social services
that meet individuals' needs.

- Track referrals between providers
and social service organizations.

e m— T

‘.,

SDOH-related Z codes ranging from Z55-Z65 are the
ICD-10-CM encounter reason codes used to document SDOH
data (e.g., housing, food insecurity, transportation, etc.).

SDOH are the conditions in the environments where people
are born, live, learn, work, play, worship and age.

?

Njiciels] Report SDOH
Z Code Data Findings

SDOH data can be added to key
reports for executive leadership
and Boards of Directors to inform
value-based care opportunities.

- Findings can be shared with social
service organizations, providers, health
plans, and consumer/patient advisory
boards to identify unmet needs.

- A Disparities Impact Statement can
be used to identify opportunities
for advancing health equity.



Can Enhance Your Quality Improvement Initiatives

Health Care Administrators

Understand how SDOH data can be gathered

and tracked using Z codes.

- Select an SDOH screening tool.

- Identify workflows that minimize staff burden.

- Provide training to support data collection.

- Invest in EHRs that facilitate data collection and coding.
- Decide what Z code data to use and monitor.

Develop a plan to use SDOH Z code data to:
- Enhance patient care.
- Improve care coordination and referrals.

- Support quality measurement.
- Identify community/population needs.

- Support planning and implementation of social
needs interventions.

- Monitor SDOH intervention effectiveness.

.8
b

Health Care Team

Use a SDOH screening tool.

- Follow best practices for collecting SDOH data
in a sensitive and HIPAA-compliant manner.

- Consistently document standardized SDOH
data in the EHR.

- Refer individuals to social service organizations
and appropriate support services through local,
state, and national resources.

Z code
Categories

This list is subject to revisions and additions to improve alignment with SDOH data elements.

Z55 - Problems related to education and literacy
Z56 - Problems related to employment
and unemployment
Z57 - Occupational exposure to risk factors
Z58 - Problems related to physical environment
Z59 - Problems related to housing and
economic circumstances

Coding Professionals

Follow the ICD-10-CM coding guidelines.®

- Use the CDC National Center for Health
Statistics ICD-10-CM Browser tool to search for
ICD-10-CM codes and information on code usage.*

- Coding team managers should review
codes for consistency and quality.

- Assign all relevant SDOH Z codes to support
quality improvement initiatives.

Z60 - Problems related to social environment
Z62 - Problems related to upbringing

Z63 - Other problems related to primary support
group, including family circumstances

Z64 - Problems related to certain psychosocial
circumstances

Z65 - Problems related to other psychosocial
circumstances



Next Steps

Design Session #3
 June 27, 2023, 10-11:30am ET

» Continue with concept of referral

Homework
» Continue to share clinical guidelines
« Continue with Power 1 Exercise

» Explore if your organization is leveraging new
Chronic Pain Codes from CMS . Share findings on

July 11th Design sessions

52


https://chronicdisease.org/wp-content/uploads/2023/06/May-2023-Spotlight-on-Health-Webinar_compiled-slides_v2_508.pdf

Thank you!
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