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e Diabetes disparities in Chicago
e South Side Diabetes Project

— Intervention

— Collaboration
* how established
* who involved
 lessons learned

 collaborative outcomes/products




Chicago community areas by the racial-ethnic group that accounts
for a majority of residents, by 2010 U.S. Census counts

Racial-ethnic majority

[ | Mo majority

- Hispanic or Latino

- Mon-Hispanic Asian

[ Non-Hispanic Black

I tion-Hispanic White

Accounts for =90% of residents

According to the 2010 census,
Chicage has 2.7 million residents.
32% are non-Hispanic black,
32% are non-Hispanic white,
20% are Hispanic or Latino, and
5% are non-Hispanic Asian

Community Areas
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Average annual adjusted diabetes-related mortality rate
by Chicago community area, 2004 - 2008

Community Areas

1 - Rogers Park
2 - West Ridge

3 - Uptown

4 - Linecin Square
5 - Morm Center

& - Lake View

7 - Linesin Park

3 - Mear Norih Sige
9 - Edison Pan

10 - Morwood Park

11 - Jefsarson Fark

12 - Forest Gien

12 - Nor Pan

1& - Irving Fark

17 - Dunning

1€ - Montelare

19 - Baimant Cragn
20 - Hermesa

21 - Avondale

22 - Logan Square
23 - HUMbOI! Fark
24 - Wesi Town

25 - Austin

26 - West Garleid Fark
27 - East Garfleld Park
26 - Near West Side
29 - Nor Lawndale
30 - South Lawndae
31 - Lowser West Side
32-Loop

33 - Near Soutn 08
34 - Armouwr Square
35 - Douglas

36 - Qakland

37 - Fulier Park

38 - Grand Boulevard
39 - Kenwood

40 - Washington Park
41 - Hyde Park

42 - Woodlawn

43 - South Shore

44 .- Chatham

45 - fualon Park

46 - South Chicago
47 - Bumside

48 - Calumet Helghts
43 - Roseland

53- West Puiman
54.- Rivendale
55- Hegewlsch
56 - Garfield Fioge

Created by Chicago Dept. of Public Health
Epidemiclogy and Public Health Informatics
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- Washington Heights
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Average annual years of potential life lost (YPLL) rate
for diabetes by Chicago community area, 2004 - 2008

1 - Rngers Park
2 - West Ridge

3 - Uptown

4 - Lincoin Squars
5 - North Center

6 - Lake View

7 - Lincoin Park

8 - Near Morth Sige
9 - Edison Park
10 - Norwood Park
11 - Jefferson Park
12 - Fomest Glen

13 - Norn Park

14 - Albany Park

15 - Portage Park

18 - Irdng Park

17 - Dunning

18 - Momtciane

15 - Beimont Cragin
20 - Hermosa

21 - Avondale

22 - Logan Squana
23 - Humboldt Park
24 - Wes1 Town

25 - Austin

26 - Wes1 GamMeid Fark
27 - East Garfleld Park
28 - Near Weast Side
25 - Norih Lawndale
30 - South Lawndaie
31 - Lower Wes! Side
32-Loop

32 - Near South Side
34 - Armour Square
35 - Douglas

36 - Cakland

37 - Fulier Park

36 - Grand Boulevard
35 - Kenwood

40 - Washington Park
41 - Hyde Park

42 - Woodlzan

43 - South Shore

44 - Chatham

45 - Avalon Park

46 - South Chicago
47 - Burnside

48 - Caumet Heighls
45 - Roseland

50 - Pullman

51 - South Deering
52 - East Sioe

52 - Wesl Pulman
54 - Riverdale

55 - Hegewlsch

56 - Garfield Ridge
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Imputed diabetes-with-complications hospitalizations per
10,000 residents (age-adjusted) by Chicago community area, 2010
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Improving Diabetes Care and
Outcomes on Chicago’s South Side

e QI + Disparities

« Geographic areas

« Community + Healthcare systems
e Chronic care model
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Presentation Notes
This slide has just the small logo in the corner. Best for content-heavy slides (i.e. most slides)


e Challenges:

o Strengths
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EHICAGS South Side of Chicago

Poverty

Social challenges
Food deserts
Unsafe recreation

Mistrust of healthcare
Weakened hospital safety net

Historical social, political and
cultural traditions

Community resources and
Institutions

Healthcare institutions
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e Challenges:

— Poverty

— Social challenges
— Food deserts

— Unsafe recreation

— Mistrust of healthcare
— Weakened hospital safety net

e Strengths

— Historical social, political and
cultural traditions

— Community resources and
Institutions

— Healthcare institutions
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The Chronic Care Model
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Patient
kActivation
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Training )
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(Community Quality
Partnerships Improvement

The Chronic Care Model

)
ions )\ Team
Patient Provider
kActivation Training )

2 academic clinics, 4 FQHCs, volunteer faculty/workshop facilit
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 Nurse care management
* Diabetes group visits

« Care coordination

e Population Management
 TEAM-BASED CARE
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Quality\
Improvement

(Community
Partnerships

The Chronic Care Model

ive Practice
ions)\  Team

Patient Provider
\Activation Training

6 partner clinics, project faculty/staff (social psychology, cultural
competence, etc).



Provider Training: Patient-Centered Care

Physicians, nurses, clinic staff

Workshops
— Cultural competency

— Behavioral change
— Motivational Interviewing

— Patient/provider communication

Continuing medical education (CME)
— resistant HTN, DM management, lipids
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(Community Quality\
Partnerships Improvement
The Chronic Care Model
Patient Provider
Activation Training )

6 partner clinics, clinic staff, project staff, others (curriculum dvpm
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» Diabetes patient self
management classes

« Communicating with your
healthcare provider (SDM)

* Mock grocery store

» Role-play to practice food
ordering with local restaurant
menus

 Improved: SDM self-efficacy &
behaviors, DM self-care,
diabetes control (HbAlc)

£73 THE UNIVERSITY OF
) CHICAGO MEDICINE



Presenter
Presentation Notes
The Patient Activation component combines culturally-tailored daibetes education with training in patient-provider communication and shared decision-making skills. The classes incorporate “real-world” exercises in healthy behaviors that utilize information (e.g. food package labels, menus) from community venues that patients regularly use. The classes, which to date have had 85% women participants, have demonstrated improved confidence, self-care and diabetes control.
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O COMS

CHICAGS Patient Activation:
Mobile Technology

* Interactive text message reminders
w/ nurse care managers

e Improvements in:
— Diabetes self-efficacy
— Diabetes self-care
— Quality of life
— Diabetes control
— Health care costs

« UCHP (care mgr, costs),
CDEs, project team, mHealth
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Community Quality\

Partnerships Improvement
The Chronic Care Model

Provider
Training )

Patient
kActivation

Non-profits, businesses, community organizations, health depit.
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Sustainable Community Partnerships

Food pantries Chicago Park District Walgreens
Pharmacy discounts ADA & AHA YMCA
Farmer’'s markets Grocery store tours Local chefs

Fit
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Greater Chicago Food Depository distribution day
at KLEO Community Center
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Presenter
Presentation Notes
The intervention also includes strong collaborations with community-based organizations and local businesses to provide health education, “prescriptions” for food and exercise, health food, cooking demonstrations, and grocery store tours to help empower South Side residents to better manage their diabetes utilizes local resources.


Lessons Learned from Collaborative Efforts




Lessons Learned from Collaborative Efforts

o Start small and expand later
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CHICAGO

Chicago Park District

Walgreens
Farmer’s Market

Food Depository

61st Street

THE UNIVERSITY OF . | IMPROVING
Farmers Market @CHICAGO ﬁ_ DIABETES
Food Rx MEDICINE | CHICAGO
www.SouthSideDiabetes.org (773) 702-293%
Provider Name; Individual Name:
Provider License/NP1 €_ 0000000 Individual DOE:
Diabetes: []

I recommend the following nutrition for this patient:

[JLowCarb [ ] High Fiber

[[JtowFat [] Low Sodium

See the attached information sheet for food choices that will help you meet these guidelines.

Signature: Date:
rﬂﬁ;g Get 59 in fresh, healthy produce! See back for more information.

Good as cash! This Food Rx is worth $10 in fresh produce.

Conmect withy yowr foods
EVERY SATURDAY
9 AM to 2 PM GET 1 0

May 12 - December 15, 2012 [wiihg

fresh fruits

- and
~ Located on 61st vegetables
Street between at the

I

| FARME oo 615t Street

| SCEROnG Farmers

I Market!

| . Double your LINK Purchases! g witel
Up to $25 per card holder, per market day! 1w

The 6162 Street Famers Market n..-s‘l']'-\ﬂ-d the Experimental Statioe.
T73.241.6044; ww experimentalstation.

I % We accept LINK and Senior Coupons



part of your treatment plan

Use this sheet to help you follow your doctor’s guidance for a healthful eating plan. Read the
nutrition labels on all your food products to learn more a what you're putting in your body.

Carbohydrates (or carbs) Tomﬂhes 1}
include fruits, sweets and Onfons}
sta.rc es. P ‘Mushrooms.
The good news is that Tea and Coffee
you don't have to Yogurt
cut them out. Eating ¢ ‘G::"'Qr:;eﬂmbb 4
i ionis A8 cpelesy yrapiee
the rlght_ portionis '} il it it
important. Eggs e y |
AIM for 15 grams or Tofu '
less of carbohydrates Elslr -
i g CHeN o o 4
per serving, and 45-60 e BT of et
grams or less per meal. Peanut butter

Go for foods that are
reduced or low-fat:
these will have

at least 25% less
fat per serving as
compared to the
traditional version of
the food item.

Just what the Doctor Ordered!

_What are

Prunes
Dates
The best sources of fiber Beans
have: 5 grams of fiber Oatmeal
or more per serving. Avocados
Food that is a good Raspberries
source of fiber has ‘ Figs (dried)
2.5t04.9 grams of Apricots (dried)
fiber per serving. Coconut (dried)
Fortified cereals
Bran cereals
Toasted wheat germ

What are

e Milk Frozen fruit (no sauce)
Look for foods with less Mk JBR £99° Frozen vegetables
sherbeﬂ [l‘IO suute]

than 140 milligrams of s (pocie Whole grain breads

L]
"IIH Rice

sodium per serving—that's Horseradish, mustard
about 1/16 of ateaspoon. |~ Freshfish Cream
(half&half, whipping)
[ { Fresh poul
Careful! “No salt LW Tubu;ﬂ AR N
added” means no ViRbyar Spices
salt added during Nuts (unsalted) gerbs \
processing; it does Peanut Butter ' com Cheese
. E Low-salt Cheeses
not necessarily mean Tund iow sodivm)  (manterey. mozarela ricotia)
sodium free! Fresh fruit Low-salt Crackers

fresh vegelables  (9rehom. meiba foast)
Popcorn (unsalted

Sour cream

. | IMPROVING




Farmer’'s Market Food Rx




Food Rx: Incorporation into EMR

 EPIC Rx

THE UNIVERSITY OF

CHICAGO

MEDICAL CENTER

Paient Name: Yash Chistes!
5841 5. Margland Ave

Instructions: | recommend the following nulrition for this patient
O Low Carty 1 Low Fat
O High Fiber O Low Sodim

$9 of froe health food ot Farmers Market - good ds cash|

W3 Ueme, M. NPI#: 3330076123

5758 5. Marylind Ave. DEA: ZZ1ZMEST
IS600UC

CHICAGO IL 60837

Phone: 773-T02-8340
Fax

Ordered st 9:52 AM on Sep 4, 2013

Food Rx

Welcome to the Food Rx program! Your doctor has ordered you a Food Rx, or “food
prescription”, because eating healthy is an important part of taking care of yourself and your
diabetes.

If you have a 61°' Street Farmers Market Food Rx, you can take it to the South Side
Diabetes project booth at the market (61Sl and Dorchester) Saturdays from 9:30am-1:30pm
and get $9 worth of fresh produce!

The South Side Diabetes Team also has free Farmers’ Market tours every Saturday at
10:30am, and we would love to see you there! To register: 773-702-2939.

Your Food Rx will look like EITHER of the two pictures below.

BOTH versions work just the same.

615t Strect

Farmers Market Fﬁ“‘&fg’g 8 _,m BIAsITE
5 a2 I - S o i w
Food Rx MEDIGINE - | EHIGAGS
‘Wwww SouthSideDiabetes org (773) 702-2939
Provider Kame: st Narme Picture of printed Rx here
Prowider LicanseNPl & indivichual D0B: - |
| Disbetes: [ |

I recommend the following nutrition for this patient

[JLowCarb [] High Fiber

[JLowFat  []Low Sadium

See the attached infermation sheet for food cheices that will help you meet these guidelines

Signature Date.

Get 59 In fresh, healthy produce! See back for more Information.

Questions? 773-702-2939 www.southsidediabetes.org.

For more information: www.southsidediabetes.org 773-702-2939




Food Rx: Market Tours & Health Education
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Lessons Learned from Collaborative Efforts

o Start small and expand later
 Identify champions




Provider Training: Patient-Centered Care

Champions
— Clinic/Ql members
— Leadership support

Workshops
— Cultural competency

— Behavioral change
— Motivational Interviewing

— Patient/provider communication

Continuing medical education (CME)
— Resistant HTN, DM management, lipids



Lessons Learned from Collaborative Efforts

o Start small and expand later
 Identify champions
* Find projects of mutual benefit




KLEO Food Pantry




Patient Activation & Community Partnerships

Patient
empowerment
classes

KLE. Il IF E’I!E%

Resources
Reinforcement

Sustainability

Education
Screening
Resources
\ 4
Pantry partnership
* Free food

+ Health information
» Cooking demonstrations
 Exerciselessons







Lessons Learned from Collaborative Efforts

o Start small and expand later
 Identify champions
* Find projects of mutual benefit

« Align with organizational strategic
priorities
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University of

e Urban Health Initiative

« UCM collaborations
— Faculty at partner FQHCs

— South Side Health
Collaborative

o CommunityRx/HealtheRx

Chicago Medicine

The South Side is talking about MAPSCorps and Healths

nts and Neighbors

The community expert will know where to send me.

Because these places are all located near me, theyll
be easy to get wo.

The HealtheRx will be helpful berween doctor visits
to know where services are in the community.

What is MAPSCorps !
= ltis an innovative youth employment program that crains local high schoal
students to map businesses and erganizatiens on the South Side of Chicage
« Youth gain hands-on field experience that prepares thern for future jobs and
higher education, especially in health, science, techaology, engineering and math

_erg (Spanish)

= Data are available at

What is Healthz, !

= ltis a list of resources targeted toward a padent’s specific healch and wellness
needs and located near his or her home
HealtheRx serves patients in |1 zip codes, through twe emergency
departments at the University of Chicage Medical Center as well as three lecal
health centers: Komed Helman, Friend Family, and Chicags Family

= More zip codes and health centers will be added as we expand the program
How does Healih#&, help people?

* Every Healthcfix is designed to hep patients find the ressurces chey need te
improve their health, live independently, and manage disease

org and D

= Patients and caregivers who use services on the HealtheRx also stimulate local
business and help strengthen their communities

cal Health Providers

HealtheRx is a true community partnership and a
solution that benefits everyone. Together, we can

: significantly improve health, health care,
and strengthen our communities at the
same time.

Doriane Miller, MD
Assponte Frofessor of Medicne
Diseetns, Coater for Commmity He ol ond Visalin

As a doctor who treats patients on the South Side
every day, | need HealtheRx. This new kind of
‘prescription’ goes beyond a diagnosis

and medicine. It provides personalized
information and support from community
resource specialists to help patients stay
healthy between clinic visits.

& ! Tim Leng. MD
[ /4 S Frywooa, Komed Hoimon Health Centes

Fill your prescription! Lose weight! Eat healthier! Stop
Smoking!” All day long, we tell patients what we think

they should do te be healthier, but we fail to make the
connections to places and services they

<an use to stay well. live independently, and
manage with discase. HealtheRx is the
connection between health care and self-care.
Stacy Lindau, MD, MAPF

Aesocste Profissor of ObiGpn and Medcine- Gesmtres
Prolect Dirtctor, Communityfx
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Chicago Public Health Department

Imputed diabetes-with-complications hospitalizations per
10,000 residents (age-adjusted) by Chicago community area, 2010
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Lessons Learned from Collaborative Efforts

o Start small and expand later

 Identify champions

* Find projects of mutual benefit

« Align with organizational strategic
priorities

 Work with the media to spread your story

/
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http://chicago.cbslocal.com/video/8596552-diabetes-hits-especially-hard-in-poor-black-communities/
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Facebook.com/ImprovingDiabetes

% Twitter.com/SSide Diabetes

Instagram.com/SSide Diabetes

wil@ YouTube.com/SouthSideDiabetes
(® Pinterest.com/SSideDiabetes



Lessons Learned from Collaborative Efforts

o Start small and expand later
 Identify champions

* Find projects of mutual benefit

« Align with organizational strategic
priorities

 Work with the media to spread your story
* Provide coaching and team support
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CRICAGO Quality Improvement

 Nurse care management

Ql teams
* Diabetes group visits

QI collaborative
e Care coordination

Clinic Champions
e Population Management

« TEAM-BASED CARE

QI coaching; IHI training




Lessons Learned from Collaborative Efforts

o Start small and expand later

 Identify champions

* Find projects of mutual benefit

« Align with organizational strategic
priorities

 Work with the media to spread your story

* Provide coaching and team support

o Utilize principles of CBPR/Community
Engaged Research




Working with Community Organizations

Remember it's about people a0
Start with your friends and/or Iike-mie organizations
Build relationships before organizations

Give before you get |

Nurture equal relationships

Understand historical, policy, and economic contexts
Be committed to the cause, not the grant

Do good work and good people will find you....
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Peek ME, Wilkes AE,
Roberson TS, Goddu
AP, Nocon RS, Tang
H, Quinn MT,
Bordenave KK,
Huang ES, Chin MH.
Early lessons from an
initiative on Chicago's
south side to reduce
disparities in diabetes
care and outcomes.
Health Aff. 2012;
31(1):177-86.

COMMUNITY CASE STUDIES

By Monica E. Peek, Abigail E. Wilkes, Tonya S. Roberson, Anna P. Goddu, Robert 5. Nocon, Hui Tang,
Michael T. Quinn, Kristine K. Bordenave, Elbert S. Huang, and Marshall H. Chin

Early Lessons From An Initiative
On Chicago’s South Side

To Reduce Disparities

In Diabetes Care And Outcomes

ABSTRACT Interventions to improve health outcomes among patients with
diabetes, especially racial or ethnic minorities, must address the multiple
factors that make this disease so pernicious. We describe an intervention
on the South Side of Chicago—a largely low-income, African American
community—that integrates the strengths of health systems, patients, and
communities to reduce disparities in diabetes care and outcomes. We
report preliminary findings, such as improved diabetes care and diabetes
control, and we discuss lessons learned to date. Our initiative neatly
aligns with, and can inform the implementation of, the accountable care
organization—a delivery system reform in which groups of providers take
responsibility for improving the health of a defined population.

acial and ethnic disparities in dia-

betes care and outcomes arise

from multiple causes. These in-

clude differential access to high-

quality health care, healthy food,

and opportunities for safe recreation; cultural

traditions regarding cooking; beliefs about dis-

ease and self-management; distrust of medical

care providers; and socioeconomic status. Con-

sequently, the solution must be multifactorial.

Improving patients’ knowledge and increasing

their motivation to make healthy lifestyle

changes will have minimal impact if their limited

access to healthy food and physical activity is not
simultaneously addressed.

To date, few interventions have taken a multi-

faceted approach to improving outcomes among

and practice are encouraging greater interaction
and collaboration among health care providers
and communities. One driver of this collabora-
tion is the creation of accountable care organi-
zations, as authorized under the Affordable Care
Act of 2010." Accountable care organizations are
likely to have financialincentives totake respon-
sibility for broad health care outcomes and costs
for a defined population. Thus, accountable care
organizations are potentially motivated to pri-
oritize evidence-based prevention strategies that
build on community resources and create a con-
tinuum of care from community settings to
health care systems.

Racial or ethnic minorities are disproportion-
ately represented among high-risk patients with
complex medical conditions. Thus, accountable

Dol W.377 fkthaff.201.1058
HEALTH AFFAIRS 31,
NO.1(2012):177-1B6
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Collaborative Products

Papers: academic and community
Presentations: academic and community
Webinars

Video/tools

Website/online resources

Media/public health messages

Sustainable relationships and programming
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University of Chicago CTSA Pilot and
Collaborative Translational and Clinical
Studies Award
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