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211 History

Information and Referral

(I&R) is the art, science ‘I 9 70

and practice of I?rlnglng A program of United Way
people and services

together. 1 9 97
Whenindividuals and

families don‘tknowwhere;  Atlanta launechedsthe first 2 ¥l
to turn, I&R is'there for
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94.2% OVERALL COVERAGE =~ 277

% of Population Covered* by 2-1-1 in Each State

Get Connected. Get Answers.

% 2-1-1 COVERAGE BY STATE
- 100% Coverage

- More than 90% Coverage
- More than 80% Coverage
More than 60% Coverage
More than 40% Coverage
More than 20% Coverage
- Less than 20% Coverage




SAN DIEGO

« 5th largest U.S. County

+ .18 municipalities

- 18 tribal'nations

42 school districts

Region is very diverse:

« Over 100 languages

« Large military presence

« Largest refugee resettlement site in CA

« Busiest international border crossing in the world
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Building Living
Better Safely Thriving
Health
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What We Know

What Goes Into Your Health?

Socioeconomic Factors

Education Job Status Family/ Income Community
Social Safety

Social influences =
greqtly imqu'I' heq".h ‘—[ Physical Environment @

Health Behaviors

Tobacco Use Diet & Alcohol Use Sexual
Exercise Activity

- —
Health Care %

Access to Care
Quality of Care

. ) o
Community Vo
InFOFmGﬁOH . a Source: Istitute for Clinical Systems lingrovement, Going Beyord :‘lln-n-uull“”“l””
‘ o Clinical Walls: Solving Complex Problems (October 2014) The Bridgespan Group
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Person

Centered
Model



Regional Information Exchange
ConnectWellSD

Cnnnect » Collaborate - Empnwer

Y s ‘ W LIVE WELT-.
2 Vil SAN DIEGO ™

Connecting All for
Better Health & Wellness
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CIE Timeline

2-1-1 5an Diego forms
separate entity and continues
to offer information and
referral services

(%) 2003

United Way begins provid-
ing free, confidential
information and referra
services via a helpline

(51974

Alliance Healthcare
Foundation funds Community
Information Exchange, a

collaboration of public and private
organizations.

2-1-1 5an Diego
UCSD Beacon Community Program/HIE
2-1-1 5an Diego offers Father Joe's Villages
telephonic signatures ional Task Force on the Homeless
for benefit applications Rural/Metro of San Diego (City Paramedic)
{SNAP/Medicaid) San Diego Fire-Rescue Department
) 2009 @)
N (92011
-

.,

2-1-1 San Diego launches SD United network
offering closed loop electronic referrals to
target population of military and veterans.

CIE launches second cohort
of senior service providers

2015 (%)

Leveraging the work of the San Die,

Coalition, and the region's Peer to Peer
to Call, 5D United is a care coordination netwaork

working to improve access for military and veteran
amilies with enhanced collaboration

($)2017

EF? Veterans
ub at Courage

©)2018

Relaunch of enhanced CIE
offering network partners a

(©))1920

United Way of
San Diego
opens

) 2000

FCC approves 2-1-1
dialing code for
nationwide use

2010 ()
UC San Diego
receives 1 of 17
national Beacon
awards to build a
Health Information
Exchange (HIE)

2-1-1 5San Diego joins

Live Well San Diego

2004 (©)

2-1-1 dialing code

launches in San Diego

@) 2014

CIE launches pilot cohort
of homeless services

roviders sharing basic
client demographic data.

2-1-1 San Diego expands
Health NaviFation through
hospital and clinic
partnerships.

As 2-1-1 5an Diego grew,
agency leaders recognized
traditional Information and

Referral models did not
provide a holistic view of a
person's interconnected
health and well-being needs
and put the burden on those
inzneed1 : ggaacess SErvVICes.
-1-1 San Diego began
shifting senﬁce%ciomrd a
person-centered aﬁ[}lroach
with the launch of Health
Mavigation

) 2017
2-1-1 launches person

centered care with enhanced
CRM with Social Determinants

of Health assessments, Risk

Rating Scale, and a unique,

longitudinal record for each

caller

shared language of
assessments and Risk Rating
Scale, resource database, and
robust technology platform
that supports data integration
and community care planning
with closed loop referrals

"9 277



CIE: ROI

Year 1: Homeless Cohort Analysis

26% EMS Tr:::glfr:::’?ﬁ CIE 44% Remained in housing
reduction improvement

Year 2: Senior Cohort Analysis

Figure 7. Average Number of EMS Transports Before and After CIE Enroliment (n=464)*

Fewer EMS transports
+

Fewer ER visits

30% Reduction $1.3M in potential

; savings
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CIE: Social Navigation

shared Goal: Year 1 Outcomes: 2016-2017
Assist in the transition from hospital

discharge to home by assessing

and connecting to social

determinants of health resources Hospital Readmission Rates
through electronic referrals from 35.0%
EHR fo 2-1-1 Health Navigators S 30.0%
250055
Measures: 20.0%
« Percent of individuals
readmitted into hospital IR
 Improvement on shared Risk 10.0% A
« Patient Satisfaction
- Self-Efficacy 0.0% : :
211 Patients Comparison Group
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Awareness of the
Social Determinants
of Health

W

Cross-Sector
Collaboration

e

[e]

Evolving Funding
Environment

Research and
Policy Advocacy



Community Information Exchange

Network Partners

Collective approach with standard Participation
Agreement, Business Associates Agreement and
participant consent with shared partner
governance, ongoing engagement, and

support. Stable, Safe Thriving

Technology Platform and Data Integration

Technology software that integrates with other platforms to
populate an individual record and shapes the care plan.
Partners access the system. System features include care
team communication feeds, status change alerts, data
source auto-history and predictive analytics.

Shared Language (SDoH)

Setting a Framework of shared measures
and outcomes through 14 Social
Determinants of Health Assessments and a
Risk Rating Scale: Crisis, Critical, Vulnerable,

m) oH
. ® H]
L =]
Bidirectional Closed Loop Referrals

Updated resource database of community, health,
and social service providers. Ability to
accept/return referrals and to provide outcomes
and program enroliment.

J

Community Care Planning

Longitudinal record with a unified community care
plan that promotes cross-sector collaboration and a
holistic approach.

Community
Information
Exchange

237
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Shared
Language
(SDoH)

o ) ©

Housing Stability Primary Care Health Nutrition & Food Financial
and Prevention Management Security Wellness and
Benefits

L1l

Legal & Criminal Safety & Disaster Utility & Transportation Education &
Justice Technology Human
Development

14 Domains of Social Determinants of Health

!":':"o
Activities of Social &
Daily Living Community
Connection
y ‘E -
Personal Care & Employment
Household Development
Goods

Community 2 ’*
Information I!Zl
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Domains/Social Need HealthyPeople2020 (CDC) 2-1-1 San Diego Henry J. Kaiser Health Leads PRAPARE Self-Sufficiency Matrix
Domains Family Foundation

Housing

Primary Care

Health Condition
Management

Food & Nutrition

Social & Community
Connection

Activities of Daily Living

Employment

Criminal Justice & Legal

Financial Wellness &
Benefits

Transportation

Personal Hygiene &
Household Goods

Utility & Technology

Safety & Disaster

Human Development &
Education

Neighborhood & Built
Environment

X (Health & Healthcare)

X (Headlth & Healthcare)

X (Social & Community
Context)

X

x (Economic Stability)

x (Education)

X (Access Healthy Food,

Housing Quality, Crime &

Violence, Environmental
Conditions)

X Quality & Stability

X (Primary Care
and Access)

X (Hunger and
Food Insecurity)

X

X (Economic x (Economic
Stability) Stability)

X (Economic
Stability)

x (Public Benefits)

X (Violence/Safety)

X (Education &
Childcare)

X (Housing,
Transportation,
Park Safety,
Walkability)

x (Housing Stability)

x(Health Behaviors)

x (Behavioral/Mental Health)

X (Food Insecurity)

X (Social Isolation & Support)

X (Social Isolation)

X

x (Financial Resource Strain)

x (Utility Needs)
x (Exposure to Violence)

X (Childcare)

x(Status & Stability

x (Insurance)

(Stress)

X (Social Integration
& Support)

X (Incarceration
History)

X

X

X (Material Security)

X (Safety & DV)

X

X (Housing and Household
Management)

X (Access to Services)

X (Mental, Physical Health,
Substance Abuse)

X (Food)

X (Support System)

X (Functional Ability)

x (Career
Resiliency/Training,
Employment Stability,
English Second Language)

X (Legal)

X (Financial Matters and
Income Area Median and
FPL)

X
X (Clothing)

X (Safety)

X (Childcare & Education,
Life Skills (human relations
and setting goals),
Parenting




Screening vs. Assessment

Healthcare Provider

Social Service Provider

Priority: Providing Medical Care

Secondary: Screening for Specific Social Risks

Tools: Positive or Negative

Example:
«  Within the past 12 months, we worried whether

our food would run out before we got money to
buy more.

«  Within the past 12 months, the food we bought
just didn’t last and we didn’t have money to get
more.

Priority: Address bio-psycho-social of individual and family

Secondary: Connection between health and social

Tools: Target population focused and tailored

Example:
*  What is your current health situation?

+  Open ended (Physical, Mental/Behavioral, Substance
Abuse, Dental)

* Are you experiencing any barriers to managing your health
condition?

« Transportation, Prescription Costs, Health Insurance Issues,
knowledge health condition, procedure costs, fimeline for
care, medical equipment

What types of services are you hoping access to help you?

+ Medical home, Sobriety Services, Inpatient, Medical

Access, Financial Assistance Programs, Medical Home
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BARRIERS

IMMEDIACY

AND
SUPPORTS

UTILIZATION

CRITICAL

VULNERABLE STABLE

THRIVING

Less than One
Day Supply of
Food

1-3 Day

Supply of
Food

Ability to Maintain
Food Supply up to 30 Days

Nuftritious
Food

Adequate
Food

No Access or
Knowledge of
Resources

Connected to a Limited
Number of Short Term
Resources
(CalFresh, WIC,
Supplemental)

Knowledge Practices
to Buy and Healthy
Prepare Eatfing

Nutritious and

Food Wellness

Limited Supports and
Lack of Transportation, Finances

Some Barriers (e.g. Lack
Access to Grocery Stores) and
Limited Friend or Family
Supports

No Barriers

(Supports to Food Preparation
and Finances)

NSECURE
UNGER

FOOD INSECURE
WITHOUT HUNGER

FOOD SECURE
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Framework

CRISIS  CRITICAL VULNERABLE THRIVING

IMMEDIACY
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+

Language
(SDoH)

Concern about Food Supply

During the last 30 days, how often are clients
concerned about their food supply? How
often do they actually run out of food?e

457 of clients are often worried their
O  food supply will run out

1©

of clients often
actually run out
of food during
the month

) Food & Nutrition

Decisions over Nutrition

What other basic needs do clients need to
meet before they can address their nutrition

needs? )
Primary Care

Transportation
26%

Education & Human

Development 2% 24%

Utility & Technology
24%

Community
Information
Exchange

Housing

,_2__'4 'i
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Preliminary Findings in Change Over Time

What does decreased vulnerability mean for clients?

 Reduced the rate of clients often concerned with food
supply from 45% to 33%.
* Increased access to resources by 49%.
« Connected clients to SNAP applications, food banks
and other emergency food options, WIC, and
congregate meals.

6% of clients initially in a Safe or Thriving
risk level decreased vulnerability

37% of clients initially in a Vulnerable or
Stable risk level decreased vulnerability

71% of clients initially in a Crisis or Critical
risk level decreased vulnerability

» e

NUTRITION ASSESSMENT

21
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Resource Database

Bidirectional Hub for social and health sites and providers
Closed Loop

Referrals

@

e ) e )

Reset Search
@ o

~ Emergency Food

Target Populations

e | NI
N e

(858) 278-0771

« Shared taxonomy language for referrals (AIRS)

Commodity Supplemental Food

Program
(866) 350-3663

o » e P - Dedicated resource staff

* Regular updates made to resources

Sack Lunches/Dinners Senior Food Program, Oceanside Senior Center (866) 350-3663

Jacobs and Cushman San Diego Food Bank

Specialty Food Providers

Food Collection and Storage

b e e e - - BRI . Standards fo listings and requirements

Food Outlets Emergency( ’F‘:od Assistance Program (EFAP), St Agnes Church (‘“5) 350-3663
s us 45 EVER

e |Inclusion/Exclusion Criteria

Food Production

« Linked fo health conditions

Emergency Food Assistance Program (EFAP), Metro Good Neighbor Center, Meade (866) 350-3663

Jacobs and Cushman San Diego Food Bank

R = e R ' :  Tracks resource availability and unmet needs

Program (EFAP), MAAC Project Villa Lakeshore Apartment (866) 350-3663

Eligibility

Program (EFAP), Greater Victory Baptist Church (866) 350-3663
Bank 4

Community ,*
Information 2.!2’
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» Referral Network between all providers

Bidirectional Information Sharing

Closed loop referrals and outcomes



CIE
Network

+ Creates client profile

« Authorization to share
information

Declines

Partner

Accepfs

Receiving/Received Service

cosea |
Referral <=
o

Evaluating

Did Not Receive Services

297
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Address Information E Domains (4)

O CIE Shared Record s QR

Stable
da.. @ Safe

Community i ... @ Crisis
Care

Planning  Client Profile
+«  Demographic and important information about the client

ALERTS HISTORY

Domains
 Examples like Housing, Food & Nutrition,
« Categorization of Needs (SDOH) & Risk Level 0 Aerts (2)
+ Shared Assessments and Values across agencies ALERT TOTAL ¥ RECORDS _LAST NCIDENT -

EMS 8 12/16/2016 2:21 PM This is -

que Team Employment Stans Moriny Incorme Amounc Jail 2 12/19/2016 1:28 PM  For disc
+ Case Managers working with client across agencies View Al

+ Contact Information

Care Teams (3)

Referrals & Program Enroliment
* Agencies or programs client is referred
« Connection to Services

Aleris - M [ Programs (2)
* Nofification of emergency services & jail PROGRAMNAME AGENCY STATUS  UPDATED
« Ability to notify Care Team Members of changes romestre. el Foroled 1271272
PMC Father Joe's Villages Enrolled 12/12/2
View All
Feed *
+ Ability to communicate like Twitter to other Care Team members Community o
Information 2.’2’
P — ‘ ®
Exchange SAN DIEGO/IMPERIAL



Technology
Platform and
Data
Integration

Technology Plaiform

MDM

‘ Master Data Management
. Detects and merges duplicate records
Food abl . Ensures the accuracy, completeness, and consistency of

multiple domains of enterprise data

[

Jail ese 0se e

API
—e—
API
- \ ETL D Alerts

XLS

CIE

informatica

shared client
record

salesforce

Exiract Transform Load . '

File upload 1. Reads data from a database |:I Single Sign on
2. Converts the data for the new database
3. Loads intfo the new database

Housing (HMIS)

. »*
Community V1
Information 2 l!zl
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Fully Integrated Information Exchange

[Public Heol’rh} [ Social J { Behavioral J { Medical J

Comprehensive Longitudinal Health Record

o o
O®x¢ «— @i
hd ot el et
227 _—
' Community
Information
Exchange
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% NS pemiconeet @ yg
ConnectWellSD hd ae
- - VCunnect + Collaborate - Empower
Longitudinal Longitudinal
Community Record Medical Record

Connect/Communicate/Referrals

Person ID System

Community
Legal/Consent c"a Information 2- » zi

Exchange



Partnership with County of San Diego Health
and Human Services

Bridge between CIE and ConnectWell ConnectWellSD
. Connect each other systems for following purposes: [l
Resource Database M2 LIVE WELL
Risk Rating Scale ball SAN DIEGO
|dentify-Proofing
Referrals Bl;lcielt(:ienrg Is_i;;igs Thriving
Health

Partnerships and Engagement with CBOs

Community ,*
Information 2 l!zl
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Partnership with Health Information Exchange

Short Term Goals; G SAN D ®

 Present CIE data into the HIE
« Single sign-on for platforms (CIE & HIE)
« Research
« Healthcare utilization and outcomes & social determinants of health

Long Term Goals:

* Present HIE data into the CIE
« Explore bi-directional referrals & Master Patient Index
« Create standards and best practices between HIE & CIE

EXChdnge SAN DIEGO/IMPERIAL
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Network
Partners
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. Jewish
,‘ & " Family )
Service T

Moving Forward LAMAESTRA
Together COMMUNITY HEALTH CENTERS
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Imperial Beach
Community Clinic

a californiahealtt. center
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% Southern Caregiver Resource Center !,
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205 g5 PACE

blue @

california

MAKING IT HOME

SAN DIEGO

WDORKFORCE

EXODUS
RECOVERY

The pathway to freedom begins with you.

Cavelst

HEALTH PLAN

RecioNnAL Task Force
" HoMELESss

“Our Commumity, Ous Homriess, Our Issues®

PARTNERSHIP®

~ Trans

Support
Services

I/

MEALSes WHEELS
SAN DIEGO COUNTY

O Scripps

‘ Community Information Exchange Partners

SMOKERS’ HELPLINE
1-800-NO-BUTTS

Catholic
Charities

Diocese of San Diego  child Development Associates

_ong_

eV
Father
Joe's
Villages

Fraternity House, Inc.
Keeging Love Alve

s Bf MOLINA
&k

HEALTHCARE

SAN DIEGO
FOOD BANK

SHARP

SERVING
SENIORS

ame Sanke Commenty Certe

Yy
Family UC San Diego &

HEALTH SYSTEM

FOR YOUTH DEVELOPMENT
FOR HEALTHY LIVING
FOR SOCIAL RESPONSIBILITY

' Community
Information
Exchange




CIE Toolkit Launch

JUST RELEASED

Community Information Exchange

TOOLKIT

Collaboration and
Cross-Sector Data Sharing to )
Create Healthier Communities with support from

[SCHULTZ
FAMILY

FOUNDATION

Available for download

Download via PDF af
www.ciesandiego.org

The CIE Toolkit is designed to assist
communities interested in learning
how to harness the value of cross-
sector collaboration and data
sharing to develop a Community
Information Exchange (CIE) that
enables a network of health, human,
and social service providers to deliver
coordinated, person-centered care
to address social determinants of
health to improve population health.

Exc hdnge SAN DIEGO/IMPERIAL
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CIE Toolkit Webinars

2-1-1 San Diego Is offering a five-part webinar series
providing an overview and a deep dive into CIE Toolkit:

Introduction to CIE and Toolkit Overview

ldentify CIE Vision and Governance

Mobilize the Community Network

Prepare a Legally Compliant Framework & Adopt an Interoperable Technology
Cultivate Sustainability & Evolve and Shape the Movement / CIE Summit Overview

Register for Toolkit Webinars at
www.ciesandiego.org

EXChdnge SAN DIEGO/IMPERIAL
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William York John Ohanian
EXECUTIVE VICE PRESIDENT CHIEF EXECUTIVE OFFICER
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