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1/5t of Healthcare 60% of Health
Spending Outcomes

Social Determinants







urrent Solution?

Hire Ancillary Care Team (case managers, CHWs
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Team Is understaffed and relies on paper

pased workflows to manage members

referrals to social services, and follow up.
NoO standardization on workflows.




*Poor Quality: Less than 20% of members are routinely screened for social risks, like hunger, housing
and child care support,* though 92% of those surveyed want to talk about these issues and report

higher satisfaction if issues are addressed.? Four out of five physicians think patients’ unmet social
needs lead to worse health outcomes and are as important to address as medical conditions.>

*High cost care: Food-insecure diabetics are 27% more likely to be hospitalized in the last week of

the month compared to the first week due to exhaustion of food budgets at month s end. Filling the
food gap can reduce unnecessary hospitalizations.* Children who experience food insecurity or poor

housing conditions are 30% more likely to be hospitalized by age three.> °




Healthify Solution

S Healthify

Hi, John!

Let’s get started. We need to learn a little about
you to personalize the resources for you and
your family.

What is your last name?

What is your birth date? | 01/20/1980

romals

What is your gender?

| am a U.S. citizen
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Screen

+ al=t: lthify Dashboard Patients Survey Resource Sites Settings Sign Out Hello John + H ea It h ify

Find resources to help you and
your family in minutes.

Have you had trouble with getting food in the past three
months?

We need a little information to tailor results based on
your eligibility and areas of concern.

oYes

What is your first name? Get Started!

ONO

[v] | accept the privacy policy

Next Question

We are dedicated to your privacy and will only share information if you give your consent.
Learn more about your privacy

We will make finding resources and navigating eligibility easy!

0 Family/Community

Food

Members can take our web based screening tool
on their own or with a staff member




Connect
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L PRINT RESOURCES EMAIL RESOURCES RESTART SURVEY

Map data ©20132 Gooc

Interested? [ )

(410) 467-6040

What is this? Website:

Dental care is provided for people in need of dental care that they http://peoplesbaltimore.org
couldn’t otherwise afford. Dental care can include comprehensive oral Fmail:

examinations, x-rays, cleanings, fluoride treatments, sealants, fillings,
extractions, root canals, and emergency treatments.

nrothman@peopleschc.org

Location:

Next Steps 3028 Greenmount Avenue
Call the clinic for more information about hours and eligibility Baltimore, MD 21218
requirements.

We automatically connect members to the
resources they need based on how they responded




Engage

.ol" (’ :)()AM

Messages Healthi

Call | FaceTime Contact

lox! Message
Jul 3, 2013, 2:40 PM

Hello Ruth Harris. You
might find Eating Together
in Baltimore helpful. Call

them at (410) 664-0700 for

e | We engage around member needs

contacte ,

-

d them, text 'good' if you

b e o 100 with Iinteractive texts

address to get directions.
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HOME DASHBOARD SIGN OU HELLO MANIK

Surveys Taken

2013-11-11
Surveys Taken: 2

NS\ A LN\

10/28/2013 10/30/2013 11/1/2013 11/3/2013 11/5/2013 11/7/2013 11/9/2013 11/11/2013 11/13/2013 11/15/2013 11/17/2013

Most Recent Patients

Matched Tags

: : Shelters for domestic violence | Shelter or temporary housin
I Hadiya Housepian 11/15/2013 _ it :
Victim Counseling services Free Medical Care

: : Shelters for domestic violence | Shelter or temporary housin
l  hadiya housepian 11/15/2013 _ e - -
Victim Counseling services | Free Internet Access | Free Medical Care

. Shelters for domestic violence Victim Counseling services
1 Alex Villa 1/15/2013 Shelters for domestic violence | Job Training g

Drug related recoverv | Mental Health Counseling

Name Date of Last Screen

Contact us! A

Our platform visualizes member data and provides staff
tools to coordinate around population’s social needs




Insignt

Dashboard Admin Resources

Housing
Completion and Satisfaction

28.6%
B complete B satisfied
B incomplete B unsatisfied

End date Site name User name

mm/dd/yyyy Upper West Side Clinic All Users

Referrals

Received Completed Satisfied

346 6/ 84

The number of referrals made The percentage of referrals The percentage of completed

for a patient to a resource which were followed up on referrals with a positive outcome

Referrals Over Time

hhhhhhhhbhhh

lealthity Dashboard FAQ €3 Facebook & Twitter English +

Referral Categories

40

Support Housing Health Uncategorized
Family/Community Food Work

We help understand referral patterns and how needs are
changing In a population




Benefits

O
X 80%

ldentify 7x as many Over 80% of staff found Increase case
members who are at risk? Healthify more useful management and referra

than previous workflow capabilities by 4x’

| ONG * Reduce costs by ~2%

Collect enhanced member data
TERM e Build a referral network




Progress”

 Live In 8 States

» >500 healthcare staft using platform

. L‘

* [hree ongoing research stuadies supported
by PCORI and AHRQ

A’/ —

4 i , % p H l l I ps VI LIs;sé;r(ciEma:o WELL-BEING

,OHH!.:SLTHHOCPAKR' : " THE HSC HEALTH CARE SYSTEM Banner Healthc

£ JOHNS HOPKINS

MEDICINE




Client Use Cases

Johns Hopkins Healthcare: Caregivers in Baltimore City and Baltimore County are screened, risk stratified, and
connected to relevant resources and support materials. In addition, wide amount of staff have access to share
iInformation about resources. This is part of the J-CHIP initiative to integrate team based care for high-risk patients who
receive primary care from sites in certain zip codes surrounding Johns Hopkins and patients discharged from Johns
Hopkins Hospital.

VillageCare: Health Home model. High risk and high need with very low payments. 50k in NYC Health Home care
management but will probably expand to 1 million more under Medicaid Redesign in NYC. Sustainability is crucial.
Operational efficiencies and referral success rate are being measured via an RCT trial.

Project CONNECT: Hyper local referral and follow-up system from hospitals/clinics to community partners for high-risk
adults with chronic conditions. Outcome metrics are change in number of ED visits + hospital days, self-reported access
to care, self-efficacy for obtaining services and satisfaction of care.

HSC Healthcare: Special needs Health Plan in DC using Healthify for full screening, follow-up, and referrals with their
outreach staff.

Large Insurer: Community Health Worker program referring to services in the field with heavy smartphone usage.



| essons — It's the Wild West

Marketplace Adoption

 MCO and IDNs seemed less receptive than -+ Texting always has legal hurdles.
FQHC/Health Homes/PCMH but still were « Screening can intrude on other screening
main clients. assessments In use.

 Initiatives around SDOH are a great way for - Legacy systems hinder integration and data

MCOs to work with providers.
» Seeing more brick and mortar clinics from
the payer side.

capture.

Process Coordination

» Feedback loop is crucial but at the end ofthe +« CHW models are some of the best way to
day needs participation from CBOs. address these needs.

» Each geography has different needs. Not » Staff can be champions when talking about
much time spent on designing workflow or these needs. Patients are more engaged when
education materials to help patients with these needs are brougnht up.

needs.



Contact Us

www.healthifv.us

info@healthifv.us

W @healthifyUS

Research Account
http://bit.ly/1wAtPHo
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