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Objectives

eDescribe strategies for overcoming barriers when delivering evidence-based programs

in rural areas.
e|dentify the role of a statewide rural coordination and training center as well as the

pros and cons of a statewide coordination and training center.
*Gain awareness of strategies for leveraging partnerships to deliver CDSMP in rural

areas.



Introduction to Wyoming

Wyoming’s unigue topography

Character of the cowboy state

Distribution of the population

Placement of programs and services is a challenge




Map 1. Population density (age 60+) relative to the state’s 204 Census Designated Areas

%of  %60+in

County Total 60+ County CDA
Albany 5,080 14 71
Big Horn 3,179 27 60
Campbell 5,232 11 63
Carbon 3,001 20 85
Converse 2,641 19 62
Crook 1,733 24 48
Fremont 8,948 22 59
Goshen 3,485 26 56
Hot Springs 1,659 34 87
Johnson 2,164 25 71
Laramie 18,265 19 84
Lincoln 3,725 20 71
Natrona 14,796 19 87
Niobrara 570 23 71
Park 7,430 26 52
Platte 2,531 29 78
Sheridan 7,412 25 64
Sublette 1,742 17 38
Sweetwater 6,287 14 98
Teton 3,535 16 62
Uinta 3,242 15 73
Washakie 2,225 26 65
Weston 1,788 25 71
Total 110,760

Older Adult Population <~ Census Designated Areas
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[T—— 0 60 120 Miles
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The Wyoming Aging Network

* Single Unit on Aging
 Network of 66 Senior Centers

* Senior Center Services: Meals, Transportation,
Home Care, Home Health, Respite, Adult Day

* 37 Nursing Homes
* 32 Assisted Living
* 4 Adult Day Programs




Wyoming
Center on Aging

e Chronic Disease Self-Management Program (CDSMP)
* Intended for adults with chronic health conditions; also great for caregivers
and anyone interested in playing a more active role managing their health
e Chronic Pain Self-Management Program (CPSMP)
* Intended for adults actively managing chronic pain
* Diabetes Self-Management Program (DSMP)
* Intended for adults actively living with type 2 diabetes



Wyoming
Center on Aging

WyCOA’s largest and most widely-disseminated evidence-based program

Brought the program to Wyoming in October 2015

Currently includes 62 facilitators in 19 of Wyoming’s 23 counties

Offered in senior centers, public health organizations, subsidized housing, assisted
living, medical centers, wellness centers



HealthyU Locations
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Key Partnerships for CDSMP in
Wyoming

* Wyoming Department of Health — Aging Division (Title IlI-D)

* Wyoming Department of Health — Public Health Division (ACL Grantee)
* Senior Centers

e Public Health Nursing

* Health System Wellness Centers
* Housing Facilities

* Primary Care Providers




Wyoming
Center on Aging

WyCOA EBP Coordination & Training Program

WyCOA is experienced in EBP training, coordination, dissemination, and development

In addition to training and coordination of evidence-based programs, WyCOA provides
local organizations with technical assistance and evaluation services

Currently statewide license holder and trainer for the Chronic Disease Self-
Management Program



Pros and Cons of Statewide
Coordination

Pros:
* Eliminate redundancy and save costs
e Coordinate efforts and funds

* Raise profile of the program through coordinated marketing and promotion
efforts

Cons:
e Sustainability of program staff
e Challenging to establish local buy-in

* Maintaining relationships statewide



Partnership Building in Rural
Wyoming

* Local coalition development

* Promotion to and consistent communication with
Senior Centers

 Utilizing professionals who are already in chronic
disease education positions (e.g. public health
nurses, wellness coaches)

* Developing relationships with other chronic disease
prevention and management efforts



Local Community Coalitions

* Initial meeting held in person with representatives
from:

* Senior center
Local hospital
Community Health Centers
County Prevention Specialist
County Public Health
Others as recommended by other attendees

n




Local Community Coalitions
Continued

* Describing the “Community Effort”

* All are responsible for being a knowledgeable advocate of the
program

* Higher level of participation include: becoming a leader, hosting
a workshop, sponsoring a workshop, becoming a referral partner

* Describe the benefits of each level of participation for the
organization, patients/clients, and the community

* Explore resources and barriers
* Create an Action Plan for moving forward



Statewide Marketing

* New HealthyU website
* Interactive map of program
e List of facilitators and locations
e Resources for leaders

* Tailored information for consumers, leaders,
organizations

* Addition of HealthyU Highlights newsletter insert

* Information dissemination to providers,
community-based organizations, etc



www.uwyo.edu/healthyu
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Wyoming
Center on Aging

Lessons Learned

* Low recruitment in rural areas
—-> Create Rural Implementation Manual
-> Facilitate local coalition building
* Some retention rates below 75%
- Implement Session Zero
- Create Participant Absence and Dropout Policy
*  Poor communication among facilitators
- Annual in-person gathering
- Create quarterly newsletter
* Inconsistent access to cross-training in DSMP & CPSMP
- Train Master Trainers to deliver cross-training
* Evaluation data return rate below 85% in some areas
- Simplify evaluation set
- Revise data collection policies



Wyoming
Center on Aging
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Wyoming
Center on Aging

Healthy U Progress
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Wyoming Center
on Aging

Chronic Disease
Self Management

Before attending a CDSMP
workshop, participants
did strength and stretching

exercises for: .=

That is an increase of:

One participant said:

when asked about their
satisfaction with the workshop

Quality of Life Improvements

On a scale

of 1-5, on
average,
participants
scored
themselves
+1 point
higher after
completing
the workshop

+1

As a result of attending
a CDSMP workshop

After:

125.19
minutes
of aerobic
exercise
per week

Before:

100.13
minutes
of aerobic
exercise

per week

'I worl;gpops
ae] 111
people

Noting overall
satisfaction with:
Reductions

in depression

and improved
perception

in health quality

Depression scores
reduced from:

to:

[/

workshops
completed

With a

€

retention rate
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Wyoming
(enter on Aging

Future of CDSME in Wyoming

* WyCOA and the Public Health Division were awarded a 3-year grant from the ACL to expand CDSME
programs throughout Wyoming

* Working with Medicare, Medicaid, and private health insurance to make these programs
reimbursable

* Continued coordination of chronic disease coordination and prevention efforts with Department of
Health partners

e Chronic disease self-management and prevention education are becoming high priorities
throughout the United States

* CDSME programming is effective and will continue to grow!



Cor more information about
HealthyU

Contact:
Dominick Duhamel, MFA
Project Coordinator, Senior

University of Wyoming Center on Aging
dduhamel@uwyo.edu
(307)766-2765
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Objectives

1. Identify the purpose and effectiveness of evidence based program
coordination through a statewide collaborative.

2. Learn about the implementation of a statewide centralized referral
system for evidence based programs.

3. Recognize the barriers to implementation and the solutions that exist
to address them.
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Own Your Health
Rhode Island

Jasmine Franco, MHA
Rl Department of Health



RIDOH is the single health department located in RI, serving all
communities.

Mission: To prevent disease and protect and promote the health and safety
of the people of Rhode Island.

Comprised of 8 different divisions

Arthritis/CDSME Program sits in the Chronic Care and Disease
Management Team of the Division of Community Health and Equity

OOE ’S(.q



RIDOH- Arthritis/CDSME

Program

e Staff
* Jasmine Franco, Program Manager
* @Gail Niemczyk, Program Coordinator

e Funders
e CDC-Arthritis
e ACL-CDSME

* Programs
 CDSMP (English/Spanish)
e CPSMP (English/Spanish)
« WWE (GL/SD)



Arthritis/CDSME Program:
Funding

Centers for Disease Control Administration for
& Prevention (CDC) Community Living (ACL)
CDSMP/TCdsS CDSMP/TCdsS
CPSMP CPSMP

WWE/CCG DSMP/TCdsD



Own Your Health RI

OYH is a collaborative co-founded in 2016
in the state of RIl. The purpose of the
collaborative is to provide opportunities
for collective impact in regard to
evidence-based self-management
programs. The Collaborative leverages the
influence of multiple organizations
needed to build capacity, blend funding,
and strengthen community-clinical
linkages to enhance the lives of aging
Rhode Islanders.




Federal Hill House (FHH)

Healthcentric Advisors (HCA)
Rhode Island Department of Health (RIDOH)
Rhode Island Geriatric Education Center (RIGEC)

Rhode Island Parent Information Network (RIPIN)
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Own Your

Marketing
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CHM Referrals
Academic Detailing
Coffee Hours
Qrientation ns

Communication with
shop sites

Advanced posting of
:shop and training

date s

Health Partners

Leader/Master
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Collaborative

* Specific organizational structure

* Delegated objectives, responsibilities, and deliverables
 Combined outreach efforts

« Monthly meetings

e Utilization data management system: BaseCamp

e Data sharing

e QYH Coalition



Achievements

* Over 316 workshops between 1/1/2016 and 3/31/2019
* Qver 60 trained leaders/coaches

* Higher than national completion rates

 Annual CDSME report

e Participant survey results

* Leader satisfaction

 OYH website

* Functioning registration system

* OVYH rebranding




OYH Coalition

Semi-annual meeting led by the
OYH Collaborative consisting of
evidence-based programming
leaders to address successes,
challenges/barriers, best
practices, process updates, and
data review.



Challenges

* Leader coordination

* Leader sustainability

e |dentifying new leaders

* Leader availability in certain parts of the state
* Program sustainability

* Participant recruitment

* Expanding to provider practices
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Jasmine Franco, MHA
CDSME Program Manager
Community Health & Equity

Rhode Island Department of Health
Jasmine.Franco@health.ri.gov




Community Health Network
Your connection to low-cost
health programs




Centralized Referral System

Provides access to evidence-based self-management and prevention
programs for individuals with chronic conditions.

= Asthma Services

= Certified Diabetes Outpatient Educator (CDOE) and Certified Cardiovascular
Disease Outpatient Educator (CVDOE) Services

= Diabetes Prevention Program

= Matter of Balance: Managing Concerns About Falls

» Pedaling for Parkinson’s

= Powerful Tools for Caregivers

= Self-Management Education Programs:
= Diabetes Self-Management Program
= Tools for Healthy Living (Chronic Disease Self-Management Program)
= Chronic Pain Self-Management Program

» Tobacco Cessation Services

= Walk with Ease

=  WISEWOMAN



CHN Workftlow

Provider
notified by Patient CSI—Ielllqt to
Navigator of status: via
« Unable to reach Referral Source EHR, Fax,
= Declined Email or
= Agreed Phone Call.

» Enrolled in Program

CHN

Navigators call
Patient.
Address = No answer = Leave
needs and Message

barriers to find ! = 2 Follow-up calls,
the right Patient different times

program. of day




Menu of Programs

18+ adult group classes* of 15-20 people are:

= Held year-round
=  COffered statewide

= Evidence-based EVENTS FOR MaRCH 2019,

I T MUNITY HEA -
n Offered in EﬂglISh - — \LTH NET,

SUNDaY

and Spanish
= Many are free or low cost

For calendar and detalils:
WWW.Iipin.org/events/cateqory/community-health-network/

*Asthma Services are designed for children with asthma and their parents/caregivers


http://www.ripin.org/events/category/community-health-network/

Who are the partners?

CHN compiles program schedules from agencies across
the state that coordinate programs, such as:

» Rhode Island Department of Health (RIDOH)

= Rhode Island Parent Information Network (RIPIN)
= Healthcentric Advisors

= The YMCA of Greater Providence

=  Own Your Health Collaborative

o®F 15¢4 e
v & N

« ’ - & %
i~ = & %
5 .{% -k i m Healthcentric Advisors the

| Advancing Healthcare Quality | Empowering People I

v < ) &

? X e &

oO

”/E % %
o 7 YMCA OF 7 e
N GREATER PROVIDENCE Your W



Partnership with RIPIN

« CHN was created in 2012 in response to provider concerns about
not knowing when and where lifestyle change programs were
happening in Rhode Island.

2012 - 2017 CHN housed within the Rhode Island Department of
Health, with Rhode Island Parent Information Network staff as
Patient Navigators.

« 2017 CHN moved to RIPIN due to the restrictions on funding, fiscal
timelines, procurement processes, and legal requirements having
CHN at RIDOH posed.

« Currently, strategic oversight and management provided by RIDOH
while the day to day operations are overseen by RIPIN.



Who Refers?

We receive referrals from:

= Primary Care Providers

= Health Insurance
Companies

=  Community Partners

Senior Centers

Rhode Island Parent
Information Network

Community Action
Program Agencies

= Caregivers, Friends, and
Family Members

=  Self-Referrals

Aprl 3, 2013
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Patlent Information

Name: Gender: O Male O Female O Other

Address: City/Town: State: Zip:

Best Contact Phone: | ) - Birth Date: f ! Email:

Primary Language: O English O Spanish O Other (Please Spedfy)

Insurance Information

Health Carrier Plan: O BCBSRI O United Healthcare O Neighborhood Health Plan O Tufts
Health Coverage Type: O Medicare O Medicaid O Commercial O Uninsured

Referral Provider Information

Referral Date: f ! Provider Name:

Practice Address:

Phone: i ) - Fax number for feedback: )] -

Programs avallable (check all that apply)
Communlty Health Network

O Asthma Services

O Certified Diabetes Outpatient Educator (CDOE)
{Registered Murse, Dietitians, and Pharmacists) O Powerful Tools for Caregivers

O Chronic Pain Self-Management Program O Tools for Healthy Living (Chronic Disease Self-Management

O Certified Cardiovascular Disease Qutpatient Educator ({CWDOE) Program)

O Diabetes Prevention Program (DPP) O Walk with Ease

O Diabetes Self-Management Program

O Matter of Balance: Managing Concerns About Falls
O Pedaling for Parkinson's

Healthcare Provider Signature: Date: ! ! Notes:

Authorization to Disclose Confidential Information
about My Chronic Conditions for Better Self-Management Care

(Participant’s Name]) [Participant's DOEB)
hereby woluntarily authorize disdlosure of certain information for the purpose of being referred to a chronic disease education/ self-management
program or service.
Information shared may include my name, address, phone number, date of birth, primary language, health insurance, and health concerns related
to the referral. This personal information may be shared between and among the health care provider listed below, the Rhode lsland Department of
Health, and the chronic condition education /self-management program or services to which | have been referred.
| understand that the health care provider listed above may be provided additional information related to the referral, including
whether | participated in the programs to which | was referred and the outcome of my partidpation.
| alse understand that | may revoke this authorization at any time by writing to the healthcare provider whao referred me to the programs. H | revoke
this authorization my personal healthcare information will no longer be shared and will be protected by federal and state law.

(Signature of person referrad) {Diate)

= Please have the person being referred sign the authorization to disclose information to Community Health Network Programs.
* Keep a copy for your records.

= Please fax this form to Community Health Network through secure fax 401-633-6229.

* Please call Community Health Netwaork Patient Na\liﬁamr at 401-432-7217 if you have any questions.

= Cut on the dotted line below to provide patient with information to take home.

A Certified Community Health Worker from Rhode Island Parent Information NMetwork (RIPIN] will be reaching owt to you on behalf of the Community
Health Network within 2 business days of receiving this referral for (Name of program) . If you would
like to speak with a patient navigator about the program, please call 401-432-7217.




CHN Numbers

# Practices

# Referrals 324 1,633 1,082

This dip in referrals can be attributed to WISEWOMAN program
being on hold from May 2018 to February 2019, as well as a lull in

funding that caused a lack of new DPP classes to be up and
running.




Challenges

1. Reliance on grant funding
« Causes inconsistency in program availability
« Difficulty paying leaders for programs

« Sometimes confined geographically

2. Ensuring program fidelity

3. Providing feedback to providers regarding program participation and
outcomes.



Addressing Challenges

In October 2018 we engaged a local marketing agency to assist in the
development of a CHN strategic plan. The 5 pillars we are focusing on

are:
1. Reimbursement

2. Program Stability & Supply
3. Community-Clinical Linkages
4. Internal Communications

5. Marketing the Network
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Kelsea Dixon, MS "Zp J

Community Health Network Manager JQ,NT o“
Division of Community Health & Equity

Rhode Island Department of Health
Kelsea.Dixon@health.ri.gov | 401-222-7635

CHN Phone: 401-432-7217

CHN Fax: 401-633-6229

CHN Email: CommunityHealthNetwork@ripin.org
Calendarr:


https://ripin.org/events/category/community-health-network/list/

Like what you heard? Share it!
Tweet using #AgeAction2019 or #WeAgeWell

@ Rate the session and speakers on the mobile app

a Vote in the conference poll
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