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WHAT DO WE MEAN BY COMMUNITY?
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WHY DO WE NEED TO ENGAGE
COMMUNITY?

A Improving health outcomes

ACandt keep doing things the same way and
A Health is more than the absence of disease

A 70% of health is derived from our social circumstances and the environment

A Partnership/Buy In

A Trauma Informed Care

A History of Client

A Building Trusted Relationships




WHY DONOT PEOPLE
SYSTEM AND GET INVOLVED?

A Legacy of inequities

A Perception that health care is about money
ADon6t trust in the intentions of people co
A People feel blamed for their health conditions

AHave beenburned | ab ratso or Ot}
A Logistical barriers

A Social determinantdife issues more important




POWEROVER VERSUS POWER
SHARING

A Good intentions can sometimes lead to bad results

A To shift power means to share decisiomaking

A How accessible are the leaders of your organization?

A How often do you discuss health and social indicator data with your communities?

A How often are patients consulted about what their needs are, what matters to them and how
they want services delivered?

A How far are you willing to go? What if the community suggests something totally different than
what youore offering/ planning?

A Is your organization involved in supporting community improvements?




THINGS THAT ARE WORKING IN §

FAMILY SOLUTIONS OF THE LOW COUNTRY
MODEL

AHome Visiting
AAdvocacy
ACoordination o,
\‘ p
Foamily

of The Low Counftry




FSLC, IN COLLABORATION WITH PARTNERS, WO
IMPACT THE ENTIRE PERINATAL CONTINUUN

Perinatal
Around
Birth
j l
Preconception |  Birth/delivery ~ Inant healih
' to age 2
Pregnancy

Family plalnning for
> 2 years




FSLC has been working to provide
trauma informed care for years by:

Working directly and : : :
consistently with local MuHi ATreatmg clients with

Disciplinary Teams to discuss dignit){ and respect ar\d
individual client stress and speaking out when clients

trauma and hOW that |S ImpaC'[In are not treated that Way
the pregnancy, post partum or

infant periods; by other providers.



Hierarchy of Access to Health Care
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As barriers to health access are removed, access to care improves. As access to care
Improves, health status improves.

© Rita C. Salain



FSLC DATA

LCHS Home visits by Client Type
CY2011-CY2013
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FSLC DATA

LCHS Infant Mortality
CY2011-CY2013
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FSLC DATA

LCHS Clients with a Medical Home

Pregnant and Postpartum Women
CY2011-CY2013

2011 2012 2013

® Medical Home (Pregnant and 0 . .
Postpartum Women) OURCE: 99 S 8/0 98%




FSLC DATA

LCHS Adequacy of Prenatal Care
CY2011-CY2013

Adequacy of Prenatal Care
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SOURCE: LCHS DATA SYSTEM




THINGS THAT ARE WORKING IN
PASOS0O MODEL
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ok Access to Care

Highest rates of late or no
prenatal care in SC
o o High un-insurance rates

Early Childhood

At risk for health problems, including
obesity, asthma, tooth decay
Lack of health insurance
Un-diagnosed developmental delays
Kindergarteners less prepared than peers

Lower rates of long-term breastfeeding
Highest rates of unplanned pregnancy,
especially among teens
Higher rates of certain birth defects

3 Maternal/Child Health
A




Economic Stability

Poverty, Employment, Financial Assistance

Social Support

Access to Services, Domestic Violence, Lega( Situation:s,
Material Resources, Discrimination, Advocacy

Aecess to Safe, Affordable Housing, Transpertation,
Disaster Relie

R
i Neighborhood

ﬁ Education
g Access to Adult Education and

s Educational Resources




Resource Navigation

PASOs connected 1’630 people to care and services

over 2’800 times

Top referrals for services included:

* L egal Support

* Primary Care/Medical Home
¢ Prenatal Care

* Dental Care

* Medicaid/CHIP (Children's
Insurance)

« WIC (Women, Infants, Children)
* SNAP (Food Assistance)

* Family Planning Services

¢ Parenting Education and
Resources

¢ Early Childhood Resources

* Baby/Child Health Resources
* Breastfeeding Support

Successiul Referrals to Pnimary Successful Referrals to Prenatal Care
Care

M Yes{74%) [l No (6%) [lInprogress (M%) = M Yes (34%) M No(4%) M in progress({12%)




Clinical Integration

Meet with Latino families to establish relationships and build trust.
PASOs CHWs have a first-hand understanding of the challenges faced
by immigrant families and the barriers they need to overcome.
Clinically-integrated CHWs have the unique position of helping
families both in the clinic and out in the community.

Provide culturally appropriate education about early childhood
development and literacy, available benefits, and other health
education, all in the family's native language. The CHWSs connect
families with resources that address barriers and social
determinants of health, including help with bill payments, insurance
options and specialty services.

Serve as a cultural bridge between Latino families and clinic staff.
Clinically-integrated CHWs help staff understand challenges

by Latino patients, which helps them offer more culturally sensitive
care.

Outcome:

Interventions by CHW at Greenville
Center for Pediatric Medicine

Benefits: SNAP, Medicaid, WIC (73%) I ACA Education (11%)
Health Education/Navigation (%) Social Determinants (7 %)
Eary Childhood Resources (1%)




WHY DO OUR MODELS WORK TO
ADDRESS GAPS AND ENGAGE
COMMUNITIES?

ATrust building and showing respeet conscientious process
AEngage with systems and with community members
ACommunity leadership development

AConstant updating of model components to reflect community
needs and input







THINGS THAT ARE WORKING IN

Other models in our state -
A Access Health Spartanburgired patient to be CHW

A Accountable Communities in Greenvillmobile clinic; partnership w PASOs
A Grassroots Leadership Development InstittB@artanburg

A Low Country Healthy Start Multidisciplinary Team Meeting

A Hiring of Client Navigators




SHORT TERM CHANGES THAT C.
HELP

A Needs assessmentgetting real
A Patient advisory board$iow to make them authentic
A Boards of advisors/directordiow to engage community members

A Engage with people and organizations that are already connected and have gained
trustn and give them the resources to help you




LONGER TERM CHANGES THAT |
MAKE A DIFFERENCE

A Build the rightteafi wh o 8ds i n charge? Who is the right
communities?

d Spend similar time and effort finding this person(s) as you would another staff person (MD,
nurse)

A Shifts in the type of data that is collected and valued

A Engage in community leadership development so members are prepared to participate
with you

A Consider engaging in overall community improvement




IMPORTANT THINGS TO REMEMI

AReal i ze that you need to and CAN enhance |y
can you do it alone.

A Realize and accept that this process takes time and effort, and sometimes failure
AWhods the best person for the job?

A Sustainability, sustainability, sustainability




CONTACT INFO

Virginia Berry White, LMSW

Family Solutions of the Low Country

803 531 8008
vwhite.FSLC@scorh.net

Julie Smithwick, LMSW
PASOs

803 777 5466
julie@scpasos.org



mailto:vwhite.FSLC@scorh.net
mailto:julie@scpasos.org

HealthierSC.org/Webinars

O\ To be informed about our
webinars, join the Alliance Listserv:

HealthierSC.org/conneshare/
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