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PCI/C's mission is to improve healthcare

quality and costs for the vulnerable in our
community through data integration and

care coordination.

HFB s mission food for better lives.



The Need for $439,600 =

Collaboration Mr. J’s utilization in 1 year

&b

76 Arrests
$23K

95 visits to County Hospital

$232K

44 visits to Houston
Recovery Center

$35K

65 EMS Transports
6 bookings at

County Jail $81 K

$68.6K




Vulnerable populations
Multiple interrelated root causes

Food

Insecurity
Substance use

disorders and |lliteracy
mental illness

Untreated and .
. Chronic
unrecognized

trauma Vulnerable Unemployment

populations

Homeless &
housing
insecurity

Unmanaged
chronic health

. Incarcerated
conditions
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How do we solve this?
A collaborative model of care

Status Quo: Siloed systems yield siloed responses Interrelated needs require an integrated response

Behavioral

\4

sha‘ed data and c:ommun,-Catl.O,7

Medical Behavioral

Individual

Individual

— Response page
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PCIC’s core values towards in
Integrated Platform

Centrality to Social
Determinants of Health

PCIC PCIC Data
Resources

PCIC’s
Core Values

Values-Based Care Data analytics driven

Provision for '
ovision 1o PCIC Care approach for gystemlc
vulnerable individuals coordination
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Partners N

@ 500"' agencies sharing

data

@ 2.9M+ individuals
@ 25M+ encounters

\/ 5065 data POINtS across

different SDOH




Our Vision
(inspirational long-term desired change)

houstonfoodbank A world that doesn'tneed  OUr Missien

food banks

Vision, Mission and Values
d A Food for better lives

The Houston Food Bank is launching a new vision and
mission this year to accurately represent what we do

and where we want to go. Food banking has evolved Our Values

over the yearS to further address root causes Of |Behaviors expected to be upheld by all when interacting to accomplish work together)
hunger. Houston Food Bank provides programs and
services aimed at helpmg families achieve |0ng-term Purpose: Using our strengths passionately to contribute to our mission.
Stablllty including nutrition education, ]Ob training, Accountability: Choosing fo rise above one’s circumstances and

demonstrating ownership to achieve resulis. See it. Own it. Solve it. Do it.

health management,
and help with securing state-funded assistance.

Courage: Standing up for what's right and taking action.

Transparency: Doing things openly and honesly.




159 million
nutritious meals were

distributed In Fiscal
Year ‘20!

Houston Food Bank Is
currently the largest
food bank Iin the nation,
In terms of distribution!

houstonfoodbank



18 southeast
Texas counties make

Up our service area €&

16 Million Meals

made possible from HFB's SNAP
(Supplemental Nutrition Assistance
y Program) application assistance

)

@

community partners
Food Pantries Soup Kitchens Schools

Social Service Providers

Meal Sites

s e ousonfoodtlk



Food Distribution to Clients vs. Hunger
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Food For Change

Current System Future System

Food Partners »
Positive
‘ J Outcomes
— More can exit
the system!

Clients

Strategic distribution with outcomes

Address the upstream causes and downstream effects of food

Insecurity
hous’ronfoodb(c;%k




Integrating Food For Change model across
the organization

Size

FFC Markets by Number of Visits Number of Clients Enrolled by Partner Type Number of Visits to Markets by Fiscal Quarter
3K 000
Food Rx 0.02% — 2.7K
500
Food Scholarship 1293 A
38.17% 2K
000
~— Both 61.81% 1.3K 633
1K 500 444
D-EK -
Programs Accepted - 0.1K 0.1K 0
® Both ox T —. FY19 Qtr1 FY19 Qtr2 FY19 Qtr3 FY19 Qtr4
@ Food Scholarship Education Workforce Health Housing Financial
Development Literacy

Food Rx

4736 14 1342 4303

Number of Clients Enrolled Number of FFC Markets Number of Unique Clients Served Total Number of Market Visits

houstonfoodbg?\k




FY21 SNAP Apps by County

_. Community Assistance Program Data
p Snapshot

Walker

R . Client Needs FY21
0 Total Apps
Montgomery 544 1
6 Liberty
6 I
AUSEN  \alle Housing & utility assitance 231
0 3 Chambers 0

1

Fort Bend RPP Clients
30 Galveston 350 FOOd & Pa ntries 186
5

Brazoria
4
300 Health care
250 Legal aid
SNAP SUBMISSION FY21 200
Employment 14
150
Clothes I
100
50 Child care |
H Online I . I
W Paper 0 FY2020 July August  September October November
B Active 213 35 58 39 103 60
—e—Total Referrals 301 35 76 50 136 74

I Active  ==@==Total Referrals

houstonfoodbank



A collaborative model
1. Integrating cross-sector data

Data driven » Agency level utilization overlaps
approach for
systemic coordination « Community level, multi-layer data
overlaps

 Community level resources

page
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A collaborative model
1. Integrating cross-sector data — Agency overlaps

HHS ER

he Harris Center

Social Service

Police

Service Utilization Overview

Program
incy Box FFC Visit . Graduation . HFB Pantry Service U HFB Pantry Service Appointment Lesson 1 . Lesson 2 B Lesson3

HEB Visit Pattern Over Time
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A collaborative model
2. Integrating patient values

Integrating model and tracking

Values-based care
model for vulnerable
Tale [\Vile [TEIS

» Using CBT and MI
* Who or what is important to you?

* What gets in your way?

page
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A collaborative model
. Integrating patient values

Looking beyond Mr. T's:

= Homelessness

= Food insecure

= 12 ED visits and 2 hospitalizations
=  Unemployed

=  Multiple chronic conditions

Striphe
Mr. T's dog



A collaborative model
2. Integrating patient values

Kallol Mahata

Dashboard  Calendar  Demographics = Assessments ¥ BUHELGIR@Ec Care Plan  Visits and Tracking ¥  Forms and Documents ¥  Reports ¥  Actions ¥

Monica > Planning Care

Monica Sanchez 61Y, Hispanic, Female

Who or what is important to Monica: My Son; My Dog; My neighbor Sally; food security

What would Meonica like to be doing: | like to take my pet on regular walks; Have dinner on Sunday with Sally; Take care of my son; eating 3 times a day

What program is Monica enrg ified Care Plan

Monica's care team Link; John Star; Markisa Holmes;

” Who or what is important to Monica (Values)

What would Monica like to be doing? (Aspirations

— What gets in Monica's way? (Barriers) @

Add
~ Type: personal | Unmapped 3 Type: system | Unmapped y  Type: system | Unmapped y  Type: system | Unmapped :

Lacks cell phone - Lacks access to reliable transportation - Difficulty accessing appropriate medical care - Limited financial resources -
1 h h v v

Active? [ Has been overcome? Active? [ Has been overcome? Active? [ Has been overcome? Active? [ Has been overcome?

Readiness to change: 7 Readiness to change: N/A Readiness to change: N/A Readiness to change: N/A

Edit Delete Edit Delete Edit Delete Edit Delete
1 goal(s)_created 1 goal(s)_created 4 goal(s)_created 1 goal(s)_created




A collaborative model
3. Collaborating with CBO partners

Centrality to * Referral pathways

Social Determinants
of Health « Community Partnerships

 Federated directories

page
19




Referral pathway from the
Houston Food Bank

FirstLink Partner Program
Referral Partner Program
Community Assistance Program Partners

Google
SNAP
(Public)
Community
> Partners

Support w/
benefits

Yourtexasbenefits:
SNAP

TANF

Medicaid

CHIP
Women's Health Program
CHIP Perinatal Program

211

Referrals

page
020




Referral pathway to the
Houston Food Bank (from an external partner)

Scheduled
appts.

Legacy

Community

Health Partners

SDoH
referrals

(e.g. HFB)

page
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A collaborative model
Community Resource Exchange — Dedicated referral pathways




A collaborative model
A federated resource directory

@ ‘ 211
Resources

- L

PCIC

o)

Welnity

PCIC CRX

Resources

A

/ HFB
Sﬂl @ Resources 0.
A new
?

resource
directory




Connecting Patients
To resources

D UCCP > Resource Directory

Resource Directory - Search Filters

(W

Search by age

Zip Code
77098

Age Groups
[ Children

[ Youth
[ Adults
[l Senior

Insurance Status

[J Insured population
|| Accepts Medicaid

Search

Please select the resource directory

® pPCIC O Welnity

Limit search results to

Within 5 miles

Gender Groups

[ LGETQI
[ Men
[ Women

Health Conditions
[ Behavioral Health

[ Diabetics
] HIV Positive

Service Categories
[J Addiction
|| Basic MNeeds
[ Behavioral Health
|| Case Management
[[J Educatign
] Empl
¥ Food
[[J Housing
[[] Health
[ Transportation
[ Utilities
[ Legal

[[J Counsel Support

Population Served

[ | Homeless

[ Low income

[ Disabled

[ Veteran

[ Ex-offenders

|| Pregnant

[[] Victims or Survivors of Domestic Viclence

|| Recently released from jail

Services offered in language
[ English

[l Spanish
[] Vietnamese

[ Limited English



Connecting Patients
To resources

UCCP

Kallol Mahata

Dashboard ~ Calendar =~ Demographics  Assessments ¥  Planning Care  Care Plan Visits and Tracking ¥  Forms and Documents ¥  Reports ¥  Actions ¥

Preferred Agencies My Bookmarked Agencies Search Agencies

American Red Cross of Greater Houston .

9 2700 Southwest Freeway HoustonTX77098
™ Not applicable
Q, 7133131631

BakerRipley - Workforce Solutions - Astrodome

@ 9315 Stella Link HoustonTX77025
™ Not applicable
Q& 7136613220

Legacy Community Health - San Jacinto

@ 4301 Garth, Suite 302 BaytownTX77521
™ info@legacycommunityhealth.org
Q, 2814208400

Patient Care Intervention Center (PCIC) ()

9 3701 Kirby Dr. Suite 1133HoustonTX77098
™ support@pcictx.org
Q, 2814042379

Patient Care Intervention Center (PCIC)
* B  [F
9 Address: 3701 Kirby Dr. Suite 1133HoustonTX77098
QY Phone: 2814042379

Qﬂ Alternate Phone:

E Email: support@pcictx.org

@ Website: https://pcictx.org

Service available in: Not applicable
Serves: Not applicable

Speciality: Information and Referrals; Case Management; Family ; Medical Case
Management; Adult Medicine ; Public Health or Welfare ; Self-sufficiency And
Independence

Description:

PCIC is a nonprofit organization that leverages technology, health data sharing,
and public health best practices to empower patients and providers to achieve
enduring health outcomes and financial sustainability. ~ They work with local
governments, hospital systems, health plans, federally qualified health centers
(FQHCs), health maintenance organizations (HMOs) and social service agencies to

Patient Care verisi .
@ Intervention Center <"ified on : 5/5/2020

Submit eReferral
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onnecting Patients
To resources

UCCP

Kallol Mahata

Dashboard  Calendar = Demographics =~ Assessments ¥  Planning Care  Care Plan Visits and Tracking ¥  Forms and Documents ¥  Reports ¥  Actions ¥

Monica > eReferrals > eReferral

Monica Sanchez client ID: 2131 62Y, Race: Hispanic/Latino, Female

Who or what is important to Monica: My Dog; My neighbor Sally; Graduating from high school
What would Monica like to be doing: | like to take my pet on regular walks; Have dinner on Sunday with Sally; Take care of my son

What program is Monica enrolled in: UCCP - Care Coordination

Monica's care team members: Puneeth Bharadwaj;

Sent eReferrals

Daterange:  The past thr

+ Submit eReferral & Refresh
Actions Sent To Agency Sent By Resources Requested Status Sent On Contact Agency
Details A Social Service Agency Swetha Kiledar Information and Referrals 08/04/2020 ™M D
Details A Social Service Agency Ellen Fiesinger 08/05/2020 ™M Qy []
Details A Social Service Agency Ellen Fiesinger 08/05/2020 ™M D
Details A Social Service Agency Ellen Fiesinger 08/05/2020 & Qg [c]
Details A Social Service Agency Ellen Fiesinger 08/05/2020 ™M Qy >

4 2 » M  Page: 1 of2 Go  Pagesize: 5 Change ltem 1 to 5 of 10

Received eReferrals

Daterange:  The past three mon... ¥

& Refresh @

Actions Sent From Agency Sent By Resources Requested Status Received On Contact Referrer

@ Details PCIC Elizabeth Henneke In Progress 07/07/2020 [ IS -




Receiving direct client referrals
Public interface

PCIC

houston @
foodbank xi:aix

We can help you apply for Texas SNAP benefits, formerly known as food stamps

We'll walk you through the entire application process and we are available to answer any questions you may have regarding Texas state benefits. We can also provide information about using the Texas Lone Star Card.
Complete the form below if you could like to be contacted to begin your SNAP application.

If you prefer to access the online SNAP application without assistance, you can do so here: www yourtexasbenefits com

Middle Mame
Enter middle name
_ - o

—)

Preferred Language Best time to contact Preferred method of contact

Select languauge - © Select method of contact -
Gender Race Date of Birth

Select gender - Select race - E

How did you hear about us?

Select value -

Address Line 1

Address Line 2




Community Assistance Program
Tracking support with benefits

+ Track a benefit

Benefit Service Submission 5tatus Approval Status Tracked By

SNAP Online app Completed Approved for $1500 Duration: 3 months Swetha Kiledar Siddaramappa
Healthy Texas Women Online app Mailed Pending Swetha Kiledar Siddaramappa
Parent & Caretaker Medicaid Online redetermination Completed Denied Reason: other Swetha Kiledar Siddaramappa

4 4 [1] » M Page: 1 of1 Go  Pagesize: 3 Change

D UCCP > CAP assistance tracking > Benefits tracking

Benefits applied for Submission Status Service
SNAP v Completed v Online app v
Status of application Monthly amount approved (in $) Benefit approved for (in months)

Approved v 1,500 3




Social Needs
Screener

Dashboard Calendar Demographics Assessments ¥ Planning Care  Care Plan eReferrals ¥  Visits and Tracking ¥  Forms and Documents ¥  Reports ¥ Actions ¥

Referral Parther Program - Needs Assessment

Administered On:  11/23/2020 &:57 PM ﬁ ®

Directions: Read each statement to the clieni; then mark their response. Follow up with statemenis they disagree with in order fo identify referral needs.
Instrucciones: Lea cada instruccion al cliente y luego margue su respuesta. Haga un seguimiento de las declaraciones con las que no estdn de acuerdo para id ecesidades de referencla.

Housing / Shelter

Vivienda / Refugio

1. My family and | have a safe place to sleep every night. Ona Oa Or-- d io ODi Or--d d
1. Mi familia y yo tenemos un lugar seguro para dormir todas las noches. ~ N/A L Agree —-Or-- de acuerdo L Disagree --Or-- desacuerdo

2. | can pay my electric, gas, utility, and/or phone bill(s) when due. Ona Oa Or-- d do ODi Or-- d d
2. Puedo pagar mi factura de electricidad, gas, servicios plblicos y/o teléfono antes de la fecha de vencimiento.  N/A | Agree —-Or-- de acuerdo . Disagree --Or-- desacuerdo

Comments/Meeds --0Or-- Comentarios:

Employment

Empleo

3. I have a job that pays me enough to pay my bills. ~ _
3. Tengo un trabajo que me paga suficiente para pagar mis cuentas. / N/A 1 Agree --Or-- de acuerdo ' Disagree --Or-- desacuerdo

Comments/Meeds --Or-- Comentarios:

Food / Nutrition

Alimentos / Nutricion

4.1 can access food that meets my family’s nutritional requirements. Ona Oa Or-- d io ODi Or-- d d
4, Puedo acceder a alimentos que cumplen con los requisitos nutricionales de mi familia. ~/ N/A L Agree —-Or-- de acuerdo L/ Disagree --Or-- desacuerdo

Comments/Meeds --0Or-- Comentarios:

©2020 Health Care for Special Populations. All rights reserved '




Unified tracking
Receiving referrals

UCCP

Swetha Kiledar Siddaramappa

My Dashboard My Calendar  Clients YA & Reports ¥ My Settings ¥ My Assessments ¥ Administration  Help ¥

eReferrals = Received eReferrals

Open eReferrals (Unlinked)

Date range:  The past ane year v
¢ Refresh  [¥)
Actions Client Name Sent From Agency Sent By Sent On Resources Requested Status Contact Referrer
[Link & client] [View Details] Jane Doe Legacy Community Health S‘_NEtha Kiledar 10/21/2020 Information and Referrals Pending 2 @
Siddaramappa
2] 4 1 2 3 4 5 E| L Page: € of6 Go  Pagesize: 5 Change ltem 26 to 26 of 26
Open eReferrals (Linked)
Date range:  This week v
¢ Refresh  [¥)
Actions Client Name Sent From Agency Sent By Sent On Resources Requested Status Contact Referrer
Ma ereferrals received in the selected date range.
Closed eReferrals
Date range:  This week v
¢ Refresh  [¥)
Actions Client Name Sent From Agency Sent By Sent On Resources Requested Status Contact Referrer

Ma ereferrals received in the selected date range.

© 2020 Health Care for Special Populations. All rights reserved
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Outcomes
Beyond Process Metrics

Process Outputs Program/Agency Community
® Outcwles Ouﬁomes

* Volume of clients supported « Improved quality of life « Community level reduced SDoH risk
* Volume of e-referrals by source * Improved health outcomes « Impact on broader community health
« Success rate (paper vs. electronic) * Needs closure outcomes
« Decline rates (+ reason) « Long-term food insecurity and e Community standard of living
« Duplication of services SDoH tracking * Improved access to health
« Interdependencies betweenreferral + Reductionin ED visits « Security and crime rates

types (Pathways) « Cost avoidance
« Tracking top needs




Process
Outputs

Community Assistance Program:

» ~71800 client outreached/month

- ~1600 state benefit application or inquiry/month (90% SNAP & TANF)
» ~300 clients screened for food insecurity/month

» ~720 clients screened for SDoH needs/month

- ~8 clients e-referred for community services/month (outside of HFB)

©




Program/Agency
Outcomes

Client Resident Location by Zip Code

a0

Visit Summary Charge/Paid Summary

40% Avoidance

ag

52% Avoidance

93

12 Month before enrollment 12 Month after enrollment 12 Month before enrollment 12 Month after enrollment

a5
© OpenStreetMap contributors

Provider Provider Type

P - FRI -
(an) | [cam

me Spent Correlation
Il services provided during the month of enrcliment is summed into 0 month during intervention, no matter which day of the month client was enrclled. Same rule applies for last month of intervention service calculation as well.

Utilization Summary

Before Intervention During Intervention After Intervention
2 800
: 5,387
3 600
5 Hours
2 400 |C intervention per month
2
4 200
[ 0 |Average 43 hours PCICinterventionpermonth —_ . B e |PverageS T hours PCCinterventionpermonth
800
= 600 15,809
3 -
Average 460 visjES pE Fp
3 |Average 460 visl) Visits
o an
2 400
>
200
0
3M
R Cost
;0 43,562,890
9 Average 51,349,715 per month $ ' 4
. Calculate by Charge
M er month _ ( Y ge)
I 4 %803, 705 per month
oM -l. l Al m=N
v U U U o U B U B B U B U O B O @ @ O © m MmO M MmO m MmO M M Om M m MmO Om 48 4 4 4 4 4 4 4 4r 4 4r 4 48 4 4a
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Program/Agency
Outcomes

Mental Health Conditions

Chronic Condition Analysis Mental Health/Substance Abuse Analysis Diagnosis Complexity 2
24 &
———————— b
7 5 ®
Micotine dependence =

I O

|

|

|

|

|

Alcohol related disorders - 3 I
4 ] , O

|

|

I

|

|

Major depressive disorder, single..
Other anxiety disorders

Chronic pulmonary disease

Diabetes without chronic complication

CHF

Bipolar disorder Comorbidities

Diabetes with chronic complication
Major depressive disorder, recur.. - 2

Unspecified dementia -3
Delusicnal disorders -2
Schizoaffective disorders -2
Schizophrenia -2
Sleep disorders not due to & subs.. -2

Peripheral vascular disease
Cerebrovascular disease

Chronic renal failure

’
.

Mild liver diseaze

Count of Chronic Conditions

3
|
1
1
1
1
1
|
|
1
1
1
1
1
|
|
1
|

Rheumatic disease -5 @ Brief psychotic disorder |1 |
" -5 E Cannabis related disorders .1 b 1 ® . ®
= Eating disorders . 1 u 1
) v =
AIDS/HIV .3 i Inhalant related disorders .1 o |
Any malignancy, inc lymphoma and lauk l2 % Other psychoactive substance rel.. .1 % 0 . . . . .
’ h ; Other stimulant related disorders .1 ; |
Hemiolegia or paraplegia l2 < Reaction to severe stress, and ad.. |1 < -1 :
0 10 20 30 0 5 10 15 20 25 0 1 2 3 4 5 =)
Client Count Client Count Count of Mental Health Conditions

. Enrolled . Graduated . Discontinued

Client Status Visit Type

Time Spent by Visit Type (A v | [ean v Daily Living Activities

56~

MNumber of Clients who have 1+ DLA administrated : 96

Mo Impact (GAF Changes<=0)

1mo. pos

800 |
il : -
R
? o o 5 51 .
¥ 600 £0 : : - s, 49 48 Average GAF changes on selected clients: 8
g_ . (i # - - il
w - - -
g u 48 A5 A6
2 400 5 40
l o
5 20 Average improvement in the 20%
200 quality of life:
RENRRRCEE, :
"9 o poppooooooo o D p 8 DB oL oL oL o2 ou 16 B Significant Impact (GAF Changes > 3)
S sSSS55553555555 zzgggregid i Minor Impoct (D<GAF Changes <=3)
E E B L o e = I e e = e s e s = e e | (a] (n] (] (n] o n] (=] o a] (s
o O © 8 ¢ o @ @ o @ o o EEEEEETETETEFTE
E EEEEETETETEE E T T R R - - =T -
o= (] «f w W o~ o oM O (8]

4 ma. during [i
132 mo. post
15 mo. post
20 ma. post
25 mo. post
32 mao. post

o]
E
1

o

132 mo. during I

11 mo.

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 page




Questions
&

Discussion



