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STRATEGY |

Strengthen self-care practices by improving
access, appropriateness, and feasibility of
diabetes self-management education and
support (DSMES) services for priority
populations.




STRATEGY 3

Prevent diabetes complications for priority
populations through early detection.




STRATEGY 5

Increase enrollment and retention of priority
populations (Black, Hispanic, low
socioeconomic status, and disability) in the
National Diabetes Prevention Program (National
DPP) lifestyle intervention and the MDPP by
improving access, appropriateness, and
feasibility of the programs.




STRATEGY 6

Expand availability of the National DPP lifestyle
intervention as a covered health benefit for
Medicaid beneficiaries and/or employees and
covered dependents at high risk for type 2
diabetes.




STRATEGY 10

Support the development of multi-directional e-
referral systems that support electronic
exchange of information between health care
and CBOs, including a) CDC-recognized
organizations offering the National DPP lifestyle
intervention and/or b) ADA-recognized/ ADCES-
accredited DSMES services and/or diabetes
support programs or services in the
community; and ¢) community
programs/services that address SDOH or meet
social needs.




STRATEGY 12

Improve the sustainability of Community Health
Workers (CHWSs) by building or strengthening a
supportive infrastructure to expand their
involvement in evidence-based diabetes
prevention and management programs and
services.




STRATEGY I3

Improve the capacity of the diabetes workforce
to address factors related to the SDOH that
impact health outcomes for priority populations
with and at risk for diabetes.




lowa’s Diabetes Landscape




Prediabetes/Diabetes in lowa
" Approximately 838,61 | adults in

50/0 UF ADULTS lowa have prediabetes — more than

| in 3.
| N IUWA " If left untreated, 15-30% of people

with prediabetes will develop type
2 diabetes within 5 years.

" Approximately 242,403 adults in
lowa have diabetes roughly 9.9%

DolHavePrediabetes.org




Healthcare Expenses

fermse medieal expendiiures = Diabetes costs on average
$13,700 annually.
= 2.3 times more than
someone without diabetes.
" The total costs of treating
diabetes in the United States

2.3x
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PEOPLE PEOPLE . i
WITHOUT DIAGNOSED has mcreased to 327 b||||on.
DIABETES WITH

DIABETES = 2.6 billion in lowa

https://care.diabetesjournals.org/content/early/2018/03/20/dci18-0007




WHY ACT NOW?

Compared to people without diabetes, those with diabetes are:

100-

more likely to
develop
hypertension’

80.

more likely to
be hospitalized
for heart attack?

50.

more likely to
be hospitalized
for a stroke®

70-

mare likely to
die from heart
disease or stroke?®

By referring patients to the National DPP. a lifestyle change program_ you can help them
lower their risk of developing type 2 diabetes as well as reduce the likelihood of:
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1 Gillespie CD, Hurvitz LA ; Centers for Dizeasa Conirol and Prevention {CDC). Prevalencs of hypemsnsion and comtrollad hypertension - Umited States,
J007-2010. MSFR Suppd 2013;82(3):144-8

2. Centers for Dizeass Control 2nd Prevention. Matonal Dizbetss Statiztics Repart: Esimares gf Dizdetes and fis Burden In the United Seaves, 2014 Atlanta,
GA: TS Department of Health and Humar Services, Centers for Diseazse Cantrol and Prevestian, 2014




National Diabetes Prevention
Program (NDPP)




NATIONAL

DIABETES

PREVENTION
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THE GROWING THREAT OF PREDIABETES

Prediabetes is identified when your blood sugar level is higher than
nun'nai but nol £ |h Enoug |1 yet to hE dtagn[:s&d as type 2 I:“EbBtE’S

@ without weight loss
and moderate
, physical activity

MILLION
adults have
prediabetes

15—30% of people with
11_ e v
develop type 2 diabetes

people with pradiql:etﬁ
deatt shey " within 5 years




REDUCING THE IMPACT OF DIABETES

IOWA

HHS



A key part of the National DPP is a lifestyle change program that provides:

IOWA

HHS



JOIN IN THIS NATIONAL EFFORT

Everyone can play a part in preventing type 2 diabetes

® & €
N

RAISE SHARE ENCOURAGE PROMOTE
AWAREMESS INMFORMATION PARTICIPATION the Mational OPP
of prediabetes about the ina local lifestyle as a covered
Mational OPP change program health benefit

Find out how to get invobeed — :
with the National Diabetes www.cdc.gov/diabetes/prevention

Prevention Program




Structure of the National DPP

Program Goal Assist participants to making long-term behavior
ch an?es to their dlet and activity levels as well as improve their

problem solving-skills.
Months 1 -6 During the program Example Curriculum
. : :
Wegk.ly sessions with participants are Strategies for Healthy Eating Out
a minimum of 16 coached in arange of Managing Stress

healthy behavior core Eating Less
Months 7 — 12 classes Making Active Choices

® Monthly sessions Staying Motivated
with @ minimum of 6 Dietary Fats

More Volume, Fewer Calories
Participant Goal: Lose 5 - 7% of body weight Preventing Relapse




DPP Clinical Trial Study Design & Findings

3,243 individuals with prediabetes were divided into
three groups:

Lifestyle Change Metformin Placebo

Received training and Took 850 mg twice a day, Took placebo pills twice a

coaching on diet, physical and received information day and received diet and

activity and behavior about diet and exercise exercise information with
modification with no coaching no coaching




Evidence-Based Program

Lifestyle Change

Received training and
coaching on diet, physical
activity and behavior
modification

Participants in the lifestyle change group reduced their risk of
developing diabetes by 58% compared to a 31% reduction for
the metformin group !

Only 5% of the lifestyle change group developed diabetes ?

Participants in the lifestyle change group age 60 and older
reduced their risk by 71% 1

Lasting Impact of the Lifestyle Change Intervention
10 years later, those who participated in the lifestyle change
group were still 33% less likely to develop diabetes 2




DPP and MDPP Locations

. Modes

B Combination
B Distance Learning
B in-person

' Medicars site
. B Cnling

I;_:‘_‘muna'"t!n Parson
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Diabetes Self-Management
Education and Support (DSMES)

Section subtitle




DSMES

®m The ongoing process or of facilitating the knowledge
and skills necessary for diabetes self-care.

m Evidence-based

m Helps avoid or delay serious health complications for the
person living with diabetes

m Physician referral required

24



DSMES Benefits

m DSMES Services will help patients to:
m Improve control of blood sugar, blood pressure and cholesterol
m Make better decisions about diabetes
m Work with the health care team to get the support needed
[ |

Understand self-care and learn skills to:
* Eat Healthy
* Be Active

Check blood sugar

Take medication

Solve Problems

Cope with emotions

25
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DSMES Locations in lowa
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Better Choices, Better Health

lowa’s Chronic Disease Self-Management Program




Program Information

Better Choices, Better Health is a self-management program that
teacdhe_s individuals skills to actively manage their chronic
condition.

B Workshop sessions provide support to build the confidence
and ability for participants to manage their conditions and live
an active and fulfilling life

B 6-week workshop that meets once a week for 2.5 hours (in-
person or virtually)

m Highly participative class led by 2 trained peer leaders

B Sessions are interactive and focus on action planning and
problem solving

B A support program to compliment other programming and/or
treatment

28



Workshop Content

Content Includes

m Techniques to deal with problems such as fatigue, pain
and difficult emotions

m Physical Activity

B Healthy Eating

m Appropriate Use of Medications
B Communication

29



Better Choices, Better Health in Your
Community

m lowa HHS holds an umbrella license that other
organizations can work under at no cost

®m lowa HHS provides participant materials to partnering
organizations (book, CD, etc.)

m lowa HHS facilitates 1-2 Peer Leader Trainings per year,
free of cost

m Peer leaders who get trained to facilitate workshops can be
volunteers from the community, volunteers for organizations or
organization employees

30



The lowa
Community HUB

CONNECTING ALL
THE DOTS




Partnership
to Align Social Care

A National Learning
& Action Network

History of Federal Investments to Support Hub Models

* The Federal Government has been testing various models to support
community-clinical linkages to improve health outcomes.

* The evaluation from these models have led to current policy in support of
Community Care Hub models.

* There is increased interest in the adoption of Community Care Hub models
to leverage economies of scale for implementing sustainable community-

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/

Partnership
to Align Social Care

A National Learning

& Action Network Community Care Hub

The Partnerships 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.



lowa Community HUB

* Nonprofit

* National Association of Chronic Disease
Directors - Funding and Partnership since 2017

* 2019-2020 — National Council on Aging Hub
Network Development Collaborative

* 2022-2023 — Administration for Community
Living CCH National Learning Community

* Braided funding (contracts + grants)
* Focus has been EBPs + SDOH




lowa Community HUB
Organizational Chart

Board of
Directors

HUB Advisory
Group

Community Care
Hub
Subcommittee

Membership
Subcommittee

Data Monitoring
Safety Board

implementation

& Translational
Research

Subcommittee




How do we support lowa HHS Strategies?

Referral Management HUB Navigation into i
® - . Q ) Website Program
S and Bidirectional m Community Resources Locator
Feedback Loop + Programs
Clinician Resource 223 f,l:g przrr';s[;/:’lcsgrfor
page AN 8 y

Organizations




Bidirectional Referral System

workshop
wizard"

DATA MANAGEMENT MAGIC

-
Screenmg i
Prescription [¥=

1ETY

‘& workshop
wizard”

eferral
synsay

SawodnQ

OSTEOARTH RITIS

ACTION

° Enrollment

A |

Walklng
ng Balance
W'h Eose| Strength

”T e Flexibility

WALK WITH EASE

a program for better living

A bi-directional referral system considers both the information
going from the health care system to the referred community
program or resource and the information returning from that
program to the health care system.

An e-referral system can provide baseline reports on data
collected such as number of referrals received, number of
referrals made, and program outcomes.

The Community HUB technology platform for referral and
program management is Workshop Wizard (WW).

The HUB can receive referrals in multiple modes to
accommodate referral sources’ workflows and technology
capabilities.




Referral Sources .
Website Ring Rx =Secure Fax

HIE Direct Email Referral received by HUB Referral Order in EHR
SHARP Partner ;" through various means EHR Integration

Referral processing captures

demographics and referral source info ~ ~~~~~"-~~-------------------> HUB Navigators screen SDOH Screening
for SDOH using PRAPARE tool

Workshop Wizard

HUB Navigators complete program . . )
enrollment and activate provider Tech integration with connector

feedback loop; track engagement partners such as Findhelp, and Unite Connector Partners
lowa for resource registries and I&R

Program Enrollment

Information & Referral Partners

Coordinators monitor overall program

L. performance and use reports in
Program Coordination Workshop Wizard to assist in Program instructors use Workshop

marketing and expanding program = —----em e > Wizard to enter session data, track Delivery Organizations
attendance, and create program

outcome reports

Evaluate data from Workshop Wizard, SDOH systems, BRFSS, and
other sources; create "Data for Decision Makers" report for
ongoing surveillance

HUB Committee Work




HUB
Navigation

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.

E Process Referral Screen Enrollment
| l * Screen and
* Reach out to * Complete
connect to
referred . enrollment
i dividual social support SR ¢
HUB inaivi services to repare for
Navigator s i[:“t’:‘r’ar:ggasor —mmm)  addressSDOH mmmp P i )
(CHWs) Forts t * Working on tech organization
errorts to integration with pro.gram
reach out delivery

partners

Follow-Up

« Bidirectional

feedback

e Monitor

attendance and
assist as needed

* Post-program

data collection



E;; o . For Individuals & Families /
- Find health information, programs and senricesfr

RO RN R | S |
£ For Program Providers %

Offer programs and services fi

G TR e B L.
A For Clinicians

Refer to programs and services

-
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Find programs and services anywhere in lowa

Three key ways to make a connection

Click here to talk to someone at
United Way 2-1-1 .
Direct: 211, or 515-246-6555 Re S O u rce F I n d e r
Toll Free: 211, or B00-244-7431

Call/Text Monday — Sunday 24/7

Text your zip code to 898211

Chat Hours: Mon-Fri, Bam-4pm

Email: UWCI211@unitedwaydm.org

Click here to Search Online

Enter key words to search for resources and support available in your community.

Search the Map below

Programs posted by organizations below help prevent and manage chronic

conditions.




Search the map for programs near you or scroll down to see a list.

Use the drop-down menu to display locations of programs in your area.
Click on the program for registration information.

Virtual/online programs shaw upin the list below, but not on the map.

Cumriculum: | o I

County: L
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Activator Poling for Parkinson's & Fall Prevention i

Aquatics to Restore Health
Fall Prevention

Heakthy Life Stars
Kinstretch

Matter of Balance

My Fit R




Health Education and Self Management

Better Choices, Better Health

Also known as Chronic Disease Self Management Program - helps adults of
all ages and caregivers manage the symptoms of ehronic diseases. Check
out IDPH's website to learn more.

Cancer Education Series

Above and Beyond Cancer hosts a weekly Cancer Education Series tailored
Lo cancer patients and survivors covering cancer topics with a variety of
experts. Meets in person as well as online.

Diabetes Prevention Program

Evidence-based lifestyle change program to reduce the risk of type 2
diabetes. Check out IDPH's website to learn more.

Diabetes Self Management
Education and Support

Provides people with diabetes with information and skills te manage the
disease on a day-to-day basis. Check out IDPH's website to learn more.

5-2-1-0

Through collaborations with other child-serving organizations, 5-2-1-0
sl Pslcas Pl 4 . e . ‘- . o DT . T - . a ..

Learmn Maore

Join a Program

Learn More

Jein a Pregram

Learn More

Jein a Pregram

Learmn Maore

Join a Program

Learn More

Program Library




Promoting Awareness Education

Patient Flyers

Print and handout program informatian for your patsnts

Fue Fall Mr S rperag, dverpsrard apul bmerarrdpr

P L
L e St

Facilitating Screening

Increase the numbar of patiants baing screened for evidencs: basad
progmam lighility and refemed fo community resounces.

Enhancing Counseling

Helg adidts babter manage trar conditicn s ard mprove haalth cutoomes

DA TA AMD PROCE

WORKFLOW fHTB

Supporting Referrals

Eulding community engagernant ino patiant cara.

MDOPPF and Health Care Providers

Lirt's wiark togethr to idantity pradiasbstes ard noraase rafeTals to tha
Mationial Dvabetas Pravanbon Frogram

Borass Tools

Brass Tools

Clinician
Resource Page




lewa community

X

Thank you!

Trina Radske-Suchan, PT, CSCS
President/CEO lowa Community Hub
tsuchan@iacommunityhub.org

www.iacommunityhub.org



mailto:tsuchan@iacommunityhub.org
http://www.iacommunityhub.org/
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