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The 2-Generation Approach Strives to Harness the Family’s Full Potential

The Issue

needs of children and their parents
together can harness the family’s full
potential and put the entire family on a
path to permanent economic security.

Policies and programs address the needs
of children and parents separately and
track child and adults independently

Research shows that:
* the impact of a parent’s education level and economic stability on the overall health of children
e children’s education and healthy development are powerful catalysts for parents



2 Gen is a Whole Family Approach

 Whole-family approaches focus equally on
services and opportunities for the parent
and the child.

* Two-generation approaches track
outcomes for both the parent and the
child/youth.

* Programs/strategies need to break
through the silos of fragmented policies in
order to harness a family’s full potential
and put the entire family on a path to
economic security.

The Two-Generation Continuum

with parent

elements
e.g., parenting

whole family

skills or family
literacy

with child

elements
e.g.. child care.
work supports,
and food and
nutrition

" child- child- parent- parent-
focused focused focused focused
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2 Gen: Changing How We Do Business

e [t is an approach not a program

e It is taking the burden of coordination off of parents and putting
it on programs, systems, and policies.

* It is braiding existing early child and family support funding into
2G frame.

* It is building and sustaining processes that focus on staff
relationships with families and on outcomes



Focus on providing access to Social capital Quality Early
. Friends, Family, v

supports and services for both Neghbors, chdhood

generations simultaneously. Mentors, Coaches Head Star,

_ Schools, Home
visiting, Pre K,

e Postsecondary education

 Workforce development 3
" » Postsecondary

e Family asset building and

* Income supports for parents ¥ Employment

e Education and developmental supports for Health and f:;';:'jj!j,
children well-being . WIOA, Community

Mental Health f College

° i Toxic Stress < ’
H§a||;[h and mental health for children and Jssied Economicsupports, Asset Emplo:vters,work
o Lle health care Building, Housing and SPROTE

° Encouraging social capital Homeownership, SNAP, child care

Transportation, financial education...



* On March 9, 2017, Governor Hogan announced the Two Generation Family
Economic Security Commission (Executive Order 01.01.2017.03).

 The goal is to mitigate multigenerational poverty in Maryland.
e The Commission will

v'identify what current State services and policies can be utilized in a
multigenerational approach that addresses the needs of both parents and
children in low-income families.

v'develop recommendations on how the state can link programs and services
that create opportunities for both parents and children, particularly in the
areas of education, economic stability, and family engagement.

v'help influence what indicators are vital in identifying trends and opportunities
for interventions to assist families at the earliest points possible.



e Believes that supporting 2 gen approaches that focus on creating
opportunities for and addressing the needs of both vulnerable
children/youth and their parents together is a unique opportunity to
advance child and family well-being.

e Seeks to establish and expand 2 gen approaches and encourages the
Boards to align services across multiple organizations to provide
coordinated services to children and parents together.

* Provides funding, training and technical assistance to Local
Management Boards for 2 gen approaches in local jurisdictions.



Maryland’s 2 Gen Momentum

v' Two-Generation Family Economic Security
Commission

v MD THINK
v' Howard CAC, Allegany HRDC, GCCAC

v Departments of Human Resources and Labor
and Licensing initiatives

v' Children’s Cabinet support of Local
Management Board community initiatives

v Innovate+Educate/NAWB Grant to
Montgomery County



For more information about State activities:

e www.goc.state.Maryland.gov

e @marylandGOC

+

e www.governor.maryland.gov/ltgovernor/to-

generation-commission

CHANGING
Poverty must not be the legacy that’s M%I; rblfélg ,
handed down from generation to Governor's Office
for Children

generation, or accepted as a way of

existence.



http://www.goc.state.maryland.gov/
http://www.governor.maryland.gov/ltgovernor/to-generation-commission

Implementing 2G in Garrett

One Agency/eliminate silos

Staff knowledge &

. . Data analysis
Relationships y

Outcome Committee

Data Capacity Career Coach

Rural IMPACT Transition to EmpowOR

Strategic Plan 15t AECF network mtgs

2009 2010 2011 2012 2013 2014 2015 2016 2017
Pilot New 2 G Committees Outcomes
tracking
Restructured Agency New Services and
New Processes/ Pathway Protocols with Partners State Policy
IT improvements/ New
Database BOE MOU Community
outcomes

AECF Evaluation



2G Frame

Parent centered:

* Occupational training

» Post-secondary
education

« Adult Basic Education /
GED

« Economic Supports

 Financial coaching

« Parenting skills

* Home visiting

* Health & Well-Being

Child centered:

- Early Head Start / Head
Start

» High-quality child care

* Home visiting

« Health & Well-Being

* Developmental
screenings

School Supports

Intentionally Linked Services in Garrett



Implementing 2G
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Implementing 2G
Organizational and staffing structural changes

O Departments organized around outcomes and strategic objectives rather
than program contents.

» Stabilization services

= Asset Development

= Aging and Nutrition

» Early Education and Family Development
= Community and Economic Development
» Transportation

O Staffing Structure — Organize staff around elements leading to greater
economic security and independence

= Position descriptions changed to reflect new GCCAC
functions rather than departments or programs.

= Went from over 80 position descriptions to 12.

» Coordinators, contents specialists, managers, directors,
support positions,

O Supporting Staff
» |nterdepartmental crises team
» Regular Coordinators meetings
» Self Sufficiency Manager position

- .
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The Two-Generation Continuum

Implementing 2G BNy
EE————re———l | ,I. 5 = 2 ;
chilg- chile- ' A b d parent- parent-
focused focused ! B RE focused focused
with parent with child

GCCAC's 2G Model today

 How do families learn about
e Any door/program/service/one intake
* Presumptive eligibility
e Bundling services that support family with their pathway plan
* From Intake to assessment to pathway plan
e All families make an assessment of where they are using a crises to thrive scale

e All are invited to complete an electronic pathway plan to identify goals, action
steps and timelines.

* Frontline staff transitioned from case management to coaching

* How do we coordinate contact with families

e Based on assessment and pathway plan, families are automatically linked to
supporting services via appointments or interviews

* Any time any a service is provided or coordinator makes contact with a family,
progress on the assessment and pathway plan in the data base is updated and
reviewed by the family.

* Qutcomes are defined, tracked and shared with families



Implementing 2G

CRISIS
Food & Nutrition

1. Has leg= than a day of food and
limited ability/means to prepare or
cook food

2. Has less than a of day of food

available and no money to
purchase more

Housing

1. Literally homeless

2. In an emergency shelter or hotel

Crisis to Thrive Scale

Crisis to Thriving Scale: Short Form

VULNERABLE

3. Consistently unable to meet basic
food needs; often didn't have
encugh food to eat in the past 3
months

4. Without food stamps or other food
subsidies, would often not have
encugh food to eat

3. Legal threat of eviction (5-day
netice, writ) or immediate
foreclosure

4_Transitional housing OR staying
with others OR foreclosure notice

5 Primary Domains

SAFE

5. Eligible for partial food stamps or
subsidies but not receiving them

&. Receives partial food stamps or
subsidies to meet basic food needs

5. Receiving temporary
rent/mortgage subsidy (or has
received within the last 3 months)

§. In stable subsidized housing

STABLE

7. Receives occasional food

azsiztance (brown bag, commodities);

not eligibile for food stamps

8. Can meet all basic food needs [does
not skip or reduce meals blc of lack of

money] without assistance; but no extras

and very littledno eating out

7. In stable housing (rent or own) that

ig not affordable (> 40% cn housing
costs)

8. Household is in safe, affordable,
unsubsidized housing

Revised 8/14/14

THRIVING

9. Can choose to shop at store of
choice, never reduces meal size or
skips meals b'c of money, and
sometimes has money to eat out.

10. Can shop at store of choice and
purchase any food items desired

5. Household is in safe, affordable,
unsubsidized rental housing of cheice

10. Household is in safe, affordable,
home they own

Childcare {all children in household--if childcare not available for one child or not affordable for even one of the children then answer accordingly)

1. Childcare not available for all
children in the household

2. Childcare available but can not
afford it

3. Childcare available in unlicensed
facility

4. Childcare is unreliable (unreliable
family or friends}

Transportation (answer from perspective of household)

1. No means of transportation and

public transport not available when
needed

2. Own an inoperable vehicle and

no funds to fix it

Financial $ Management

1. Not able to pay billz or past due
debts

2. Paying =ome bills but late/not
paying others

3. Relies exclusively on
tranzportation from friends or family

4. Has a vehicle but no insurance
and/or no license

3. Paying all current bills, not paying
past due debtz

5. Subsidized, =afe childcare is
available but not satisfied with it

§. Subsidized, safe chidcare (not
including guality early childhood
education like head start) available
and =atisfied

5. Has a single unreliable vehicle or
vehicle(s) that needs minor repairs
to run

8. Has two (or more vehicles) but all
wehicles are unreliable

5. Paying current billz; paying
mininum on debt

&. Paying all current billz, following
plan to pay off debts

7. Safe, affordable, unsubsidized
childcare available but not satisfied
with it

8. Safe, affordable, unsubsidized
childcare available & =atisfied with it

7. Wehicle is reliable but older or
unaffordable and there is no
atternative

&. Mo atternative transportation if
primary source is unavailable.

7. Paying all current bills, paying off
debts mest months and not saving
reqularh

8. Paying all current billz, paying off
debtz most months, zaving regularky

9. Safe, reliable care from family or
friends and satisfied with it

0. Safe quality care that includes 2arly
childhood educ ation from licenzed Facility
iz available and affordable lincluding
HeadStart Early Headstart, Center based)]

9. Has at least one reliable and
affordable vehicle and back up
transportation

10. Has sufficient number of reliable and
affordable vehicles for family

9. Always paying all current billls and
debts, NOT=aving regularty

10. Always paying all current bills and
debtz, and =aving regularly

Family self

assessment
Dimensions

 Food/nutrition

« Housing

e Childcare

 Transportation

 Financial
management

e Credit

e Child Dev.

 Education/job
skills

« Employment

 Health

 Energy

 Assets

o Community
involvement

e Social capital

e Family




Family wellness assessment tool

CRISIS
Credit Building

1 Mo reasonabie credit
2 Unabie o get credit from bank or

credi cand wio 3 co-signer

Child & Youth Development
1 Child wi identified behavioral or

deveinpmental E5Ues Not receiing
FsEistance

2 Chikd not atiending school or obher
sociallzation reguiary

Crisis to Thriving Scale: Long Form

VULNERAELE

3 Mo credt hisiory

4 Very Iimited credlt history (Le.
particular siore)

3 Child with developmenialibehavioral
needs recehing assistance

4 Child faling mulliple classes or more

than one child fallng any classes

Child Development - Head Start Participant

1 Chid has identified behavioral or
developmental issues nof recehing
asgisiance

Education/Job Skills

3 Chid with developmenialbehavioral
needs recehing assistance

3 Door hanger or shut-off Imminent

4 Disconnect notice or needs uillty
2 Home unsafe depasit to connect utilities: In rew
residence
Family Development/Parent Engagement

1 Abusive resationships, child domestic 3 Poor pamntngreiationship skils—

winlence, child abusanaglect

2 Lithe familly, friends, church or
community suppori—socially Isoited
Financial Education

1 Mot able to pay bills or past due
debis

2 Paying some bils but latenot paying
oihers

unaware of negative family dynamikcs

4 Marginal parenting'relationship skills

{parents do not respond io requests);
separated from abuser (T relevant)

3 Paying all cument bills, not paying
past dus dabis

T Additional Domains

SAFE STABLE
7 LDan on own of regular credit can
5 Have secured credit card wiih 5500 it
& Loan paid on with co-slgner of credit
" & Credit report Is good

£ Child |5 talling 3 ci3ss B All chiltren passing all COUEES

5 Chid In Head Sart with proficiency 7 Child In Head Start with proficiency
of "Mt Yel™ of "In Process™

7 Compieted associate’s degres,

5 High school graduate or GED vocational fraining or carification
program

& Cumently atbending college or 3

certification program

5 Uity bils past due T Uity bills cusment, receives enengy

B Uiities cument, receives enangy
assisiance & seeking energy sawving
Irprovements

& Uity bills are cument with history of
late payments or shutnis

S Parents respond o requests for it n
occasionally but dont atend meetings | o EHiiEn EapRE
of SVEniE

& Parents atiend teacher conferences
aniior other child events; little entire
Tamily Interaction

& Reguiar ful family acihvities and
parental relationship good

5 Praying curent bils; paying mininum 7 7=1ing 3l current bils, paying of

o ded debbs most monihs and s3ving
& Paying all curent bills, Tollowing
pian io pay off debts

9 Credit report ks excellent

10 Al children with GPA of 2.5 or
better & or proficient

9 Head stant child with pronciency of
“Prodcient™

9 Bachelors Degree o high level
vocational licensing (Le. master
plumiber, alectrician, Microsoft cerifed
developer, afe )

10 Advanced degres of compleded
callege and has spedialzed
certification or employed In fleid of

10 Lthiities: cument, no history late
payments, compleied energy saving
Irgrovements

9 Parents volurtesr in child related
acihvities and family engages In
acitvities together

10 Good pareningrelationship SkIks;
parenis and children engaged In
community'voluniesr acthities

o Always paying all cument bilis and
debts, saving mondly

Example of Child Development
and Youth Development
Assessment

Crises

e Child has identified behavior
developmental issues and not
receiving assistance (1)

e Child not attending school or other
socialization. (1)

Vulnerable

e Child with developmental needs
receiving assistance (3)

e  Child failing multiple classes or more
than one child failing any class (3)

e Seeking GED/vocational
credential(4)

Safe

e One child failing one class (6)

e  Child in preschool with “not yet”
assessment (5)

Stable

e All children passing all courses (8)

e  Child in preschool has assessment of
“in process” (7)

Thriving
e All children with GPA of 2.5 or more
(10)

e Proficient assessment for preschool
children (9)



Comparing 2017 and 2015 2G family wellness scores

Family Wellness Scores FY 2016
Family Wellness Scores FY 2017

FY 2017 Below 50%
4% FY 2016 Below 50%

24%

FY 2016 Above 50%
76%

FY 2017 Above 50%
96%

= FY 2016 Above 50% FY 2016 Below 50%

= FY 2017 Above 50% FY 2017 Below 50%




Pathway plans

e Pathway Plan
Formalizes Goals
Determined by the
Family

e Tool for bundling

services that support
family aspirations
« Goals and actions

based on
assessment

» Electronic form that
tracks goal areas and
progress

Pathway Plan for

Head of HH Last name:ﬂ
Plan Start Date: 1-';1?}!2014 i

e s Jasmine

gl 1,/17,/2015 =

(12 Months from start)

Jill e——
Who in your family, church, or friends can be your primary supporter/cheerleade
Foster mother

Current Lead Coordinator is:

Goal Employment/Income Educationlzl Apply for job or promotion

sending out application

Current Crisis to Thrive # on this Dimension 3

Crisis to Thrive Explanation

unemployed has newver worked before.

Action Step Details

r as you work on this plan?|

Action Step Due Date Who Completes|=tsff. Resources (what osseis/community
look for job postings 2/1/2014 ﬁ chent, fomily, friend, st} respurces are availnble to help) Complete
Jasmine news paper, job service, v
internet
Action Step Due Date Who CompletesistfT, Resources (what ossets/community
send application 3/1,/2014 :ﬁ client, fomily, friend, st} resources are availnble to help) Complete
Jasmine businesses v
Action Step Due Date Who Completes;staff, Resources (what ossets/community
plan for interview 3/1/2014 client, fomily, friend, =t} resources are availnble to help) Complete
Jasmine employer [w

B Insert Action Step

Date of Plan Review Progress Rating

3/25/2014 E Goal has been met Defining new goal El

Progress Description
interested in taking the CNA class.

la=mine found part time work, but would =till like full time employment and

Crisis to thrive # on this

working part time
dimension/ explanation



2G family goal areas

Volunteer/Give Back,
0.2%

Recreation/Lifestyle, 1.6%

Family & Relationships,
16.9%

Financial Management,
23.5%

Employment/Income

H 0,
Education/Job Skills, 18.1% Housing, 12.9%

H 0,
Health or Health Transportation, 4.0%

Insurance, 5.8%



Bundling GCCAC 2G families with support
s ] Ja

Utilized 1 Dept. 66% 42%
Utilized 2 Depts. 26% 37%
Utilized 3 Depts. 7% 18%
Utilized 4 Depts. 1% 3%
Utilized 5 Depts. 1%
Average # 1.7 3.2

Involved use of 25 separate programs with largest increase in Energy Assistance, VITA, financial
education, homeless prevention and child care.




Information Systems

Information systems to support 2G work

* Create a single electronic point on entry for all or any combination of
services from any GCCAC location.

e Create and use an agency wide input and output data base for identifying
support provided and results achieved

* Measure and assess degree of economic security and independent living —
Crises to Thriving Scale

e Creating systems to monitor family’s economic stability throughout the
life course — linking information on children gathered by schools to
information from Head Start, Early Head and Early Care Home Visiting
providing an ongoing longitudinal measure using the Crisis to Thriving
Scale

Meet Needs of individual Funders



Service Coordination Aging & Nutrition AAA Waiver,

OHEP, Section 8, RAP, Community Care SHIP,

Homeless Ombudsman, Title Ill senior
Asset Development Srosrams

IDA, Weatherization,
Foreclosure and housing Transportation
counseling, financial lit, vita Data Import

(internal)

CSST

Child & Family—Head Software
start, Purchase of Care,

After school EmpowOR School & College

Data Import

Homeless
Data

warehouse
Hancock

(wx)

Other Funder Required Reports
Management/Leadership Reports




Goal: Low income families and children succeed

now and thrive in the future

Inputs ———

Trained Staff—
financial, teachers,
coordinators

communication document, whereas the more detailed model following this is intended for

GCCAC Summary Logic Model*

This summary model is intended as a concise diagram to be used as a higher level

evaluators and other interested in the specifics.

Target Population: Low income (under 130%
poverty) families with children under age 5.
HS/EHS Families

Core Services — Outputs

Early Childhood

Outcomes

Outcomes

Child education/

Child assessments

—» Short-Term __, Intermediate __, Long-Term

Outcomes

Enter K ready to

Graduate HS /

Strong, Funded,
Multiservice agency
to handle emergent
family issues

College partner
(career and
certification
courses)

Organization and
partner Data
infrastructure

education and —» | attendance improving > learn | Attend College or
health services Health referrals child health Vocational courses
requirements met
parent particioati p . Improved parenting Safe nurturing
Parenting and arem participation e pne el G skills/Strong family 1 famil
workshops/events child’s dev. . y
parent wellness —n 1, bonds -]
Develop holistic goals& Compl Increased
plete tasks on Achi
i chieve pathway goal :
Family ‘ stepsl f'pathwa\‘,n' Flan} ' e e confidence and
Mentoring/Support (stability on crisis to thrive) olanning Stable Crisis to Thrive ability to envision
future and steps
Hirerakl EeeEtaT Attend coaching, Track / reduce Have balanced budget /
reduce debt
and Coaching —»| workshops YR —> | Improve Credit
oy . Saving regularly
Enroll Asset building Id savings goal Acquire gsset
X
Referrals to job Job readiness and S Completed Improved net income
. ! il . readiness certifications, GED,
readiness and career coaching/ . Increased family wealth
; etc.
career classes classes Identify career path . _
& classes, etc. Better job Self Sufficient wage job
Staff training & Support
Good Data Quality Use data for Better use of services
Regular Partner —r decision making —1ly including partner services
Communication Partner Mtgs & MOUs
Seamless ‘referral’

GCCAC works along three channels: Macro economic opportunity (B/c there must be good paying jobs available); community
capacity building (b/c partners are critical to impacting community); families and individuals (b/c people want to succeed, but
they sometimes need a helping hand to do so). See more assumptions at end of document

Theory of Change



2G Agencies and Partners

GCCAC
Coordination

School District

School performance data

Early Child programs

Family supports Early Child Programs

County Gouvt.

tuition

Garrett College
-Career Ladder
-WIOA partners

Health Department

Home Visiting
Mental Health




Braiding and Blending funds to support 2G

Paying

Paying family

benefits

Operations

e 23 Coordinators e Community partners
* Intake, assessment, pathway plan, enrollment, services e College tuition and occupational training
* HUD (COC, Sec 8, * Health and well being
e HHS (HS/EHS, LIEAP, * Career coach
* State (housing counseling, SLH, RAP) * Stabilization services
* Home visiting

e 5 Data quality and contract Mangers

. . e Early Child
* Data quality, contract reports, 2G tracking, program rules
¢ HUD, DOE, State, Foundations, HHS, * GCCAC
* CSBG * Early child and parenting skills

* Stabilization services

* Asset Building services

* Gap filling

e Coaching and coordination

* Content Specialists
* Specialized knowledge and training supporting 2G
e Usually paid by programs

¢ Data system

* One central system accessible to all sites, tracks outcomes and
outputs

* Paid by program allocations and earned income

e Administration
e [Indirect, CSBG, Local Govt. Foundations



Crisis to Thrive
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e Correlation between family interests and assessment

e Consistent pattern of improvement in all dimensions of family wellness
assessment scale 2016

e |Increased utilization of economic supports
e Reduction in number of repeat crises
 Net increase in number of households with incomes

over 200% of poverty

Correlation between family wellness and school readiness



10.00
9.50
9.00
8.50
8.00
7.50
7.00
6.50
6.00
5.50
5.00
4.50
4.00
3.50
3.00
2.50
2.00
1.50
1.00
0.50
0.00

Trends in Family Wellness Assessments for 2G Families

Average Change in Assessment

- August2015to Avugust2027z - ———————————

Asset Building

Credit Building

Ed. / Job Skills

Health
Insurance

Community
Involve

Employ /
Income

Energy /
Utilities

Family Develop

Youth Develop

Supportive
Social
Networks

End 15 - 16

4.02

5.13

6.20

6.63

7.03

6.89

7.56

7.87

8.36

8.51

I End 16 - 17

4.48

6.32

6.27

6.58

7.45

7.50

7.84

7.81

8.23

8.82

——Change

0.46

1.19

0.07

-0.05

0.42

0.61

0.28

-0.06

-0.13

0.31




. . i Using the
Correlating family wellness and early child progress work
sampling
— school
readiness
assessment
for all 2G
children and
the Crises to
Thrive
m Families 5 or HIGHER on C2T Scale assessment
| Families LESS than 5 on C2T Scale Scale in 2016

90%

80%

70% -

60% -
50% -
40% -
30% -
20% -
10% -
0% | |

Fully Ready < 100% Poverty 2 Parent Families  Prior HS Experience  Attendance 85% or
Above




How Have We Changed?

Case Management Family Coaching

Program-Centric Participant Focused

Seamless Integration

Referrals Goal Achievement

11

Head Counts Outcomes



The 2-Generational AN
Approachat_r Garrett County

Community Action

Buiding beies lves, saranges canmanives  ogethse

key DIFFERENTIATORS

Focus on Family's perspective

Coaching approach and cross coordination
Pathway Plan Process and documentation
acts as coordinating tool

Joint meetings and focus on families both
inside GCCAC and with partners

On-going foous and discussions on the
seamless integration

Dutcomes data and data review

Parari Falteacy

Phnsig
& Engogenrk

L

W

ek pode o

v

v

Family Self-Assessment Tools

& Pathway Planning =
Operational Framework.... e o,

yie 1Y [T

Focus activities on steps that lead to preater

economic security/independence

FInanclz
anagamant,

e N - B35
Stabilize persons in crises -

»* Bundling services

¥ Crises intervention Hevsing, 1295

¥» Pathway imvitation
Assist each family or person create a pathway action plan

¥ Fimamcial literacy and coaching

»* Education and career advancement Heattl o Bealts
»* Acguiring assets —savings, home=ownership, e, 5
enErgy
Work to remove barriers and create opportunities Datn Guality Begins ot Intake, Chutoomes
. ]
¥» Hou=ing and economic development . . L .
3 Horbfooce dewelo ot Feparting, Presumotive Eligibility, Community
> Policy E Partners, MOUs, Common Customer, Centralized
»* Municipal and community capacity Datn, Quality Early Education, Corporate Cufture,

Strategic Planming—..

Crisis to Thrive Scale
Ability to Measure 14 Categories with 5 Primary Domains with 10 Classifications/Domain
Vulnerable | Safe | Stable

One Agency One Mission
Garrett County Community Action Committee, Inc., 104 Ezst Certer Street, Oskland, MD 21550
3013348431 W ESIE I C. O



e WWW.garrettcac/org.

Community reports and presentations

e http://www.garrettcac.org/index.php/educationlifelonglearning/2-
generation-2g



http://www.garrettcac/org
http://www.garrettcac.org/index.php/educationlifelonglearning/2-generation-2g
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CHANGING

Marvland
for the Berrer

14th Annual Health Equity Conference

DECEMBER 7, 2017

Opioid Operational Command Center

Speaker:

Clay Stamp

Executive Director, Maryland Opioid Operational Command Center
Senior Emergency Management Advisor to the Governor

Chair of the Governor's Emergency Management Advisory Councll




142 deaths
per day in the
United States

e ererenenee e eI YOOI PO,



Hogan-Rutherford Administration Declares State of Emergency

Empowers the OOCC to:

- Drive priorities across State agencies

Executive Department

B ooior - Engage communities to form local jurisdiction
B 7~ coordination bodies (Opioid Intervention Teams)

WHEREAS, The State of Maryland is subject to an emergency as defined in

Section 14-101(c) of the Public Safety Article of the Code of
Vo et Cotes - Delegate emergency powers to state and local
WHEREAS, 0L @ ioid abuse i illness catens the well- - -
) ek i o e e o emergency management officials
|

WHERAS, Heroin and opioid use has tripled nationwide in the last 12

rrm—_—pihiee o Oversee a supplemental budget of $50 million
In new funding over a five-year period




Opioid Operational Command Center

Core Functions

< Coordination and Enhancement of State Partners

< Coordination and Enhancement of Local Opioid Intervention Teams
» Faclilitation of Information and Data Sharing

» Coordination of Public Communication

< Funding Oversight

< Centralized Reporting

< QOperating from Common Goals and Objectives



State Agency Coordination

* Department of Health

* Governor’s Office of Crime Control and
Prevention

« Maryland Emergency Management
Agency

« Maryland State Police

« State Department of Education

« Department of Human Services

* Department of Juvenile Services

Department of Public Safety and Correctional
Services

Maryland Institute for Emergency Medical
Services Systems

Maryland Higher Education Commission
Maryland Insurance Administration

Office of the Attorney General
Baltimore/Washington HIDTA

Dept. of Housing & Community Development



Response Goals

1. Prevent new cases of opioid addiction and
misuse

2. Improve early identification and intervention
of opioid addiction

3. Expand access to services that support
recovery and prevent death and disease
progression

4. Enhance data collection, sharing, and
analysis to improve understanding of and
response to the opioid epidemic



OOCC Opioid Intervention Teams

Opioid Intervention Teams (OITs), as named
by executive order, are the local jurisdiction
multi-agency coordination bodies that
complement and integrate with the statewide
opioid response

Maryland Opioid Operational Command Center



Local Jurisdiction Coordination

Percent of Jurisdiction OIT's that have representation from the following sectors

Health Department
Emergency Management

Law Enforcement

EMS

Corrections/Detention Centers
Parole and Probation

Social Services

Schools

Hospitals

Non-Profit or Community Partners
Executive Branch Leadership
Elected Officials

0%

25%

50% 75% 100%

100%
100%
100%
100%
91%
7%
91%
86%
95%
86%
86%
7% 8
Reprinted from OIT Situation Report Overview 10/10/2017



State-Driven Efforts

Opioid Intervention Teams

- $4 million total distributed to local Opioid Intervention Teams for each jurisdiction to determine how
best to fight the heroin and opioid epidemic
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Final Thoughts

Elevate conversation and put a face to it, working to combat stigma.
Focus the energy around a balanced approach.

Make sure we are using data to drive direction and performance measures for projects.

W D oE

Establish expectations.

10



THANK YOU

PREVENTION ¢« TREATMENT ¢ RECOVERY

?

s too late.

Before it

Web: Facebook: Twitter:
beforeitstoolatemd.orq  facebook.com/BeforeltsToolLateMD @Beforelts2Late
11




Collaborative Opioid Overdose
Prevention Efforts In Maryland

Kathleen Rebbert-Franklin, LCSW-C
Behavioral Health Administration (BHA)
December 7, 2017
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Four Statewide Goals for Opioid Epidemic

Overarching goal is to reduce the rate of overdose deaths
among Marylanders

Goal 1: Prevent new cases of opioid misuse and addiction

Goal 2: Improve early identification of and intervention with opioid
addiction

Goal 3: Expand access to services that support recovery and prevent
death and disease progression

Goal 4: Enhance data collection, sharing, and analysis to improve
understanding of and response to the opioid epidemic

P MARYLAND
i." Department of Health



Goal 3: Expand Access to Services that Support
Recovery and Prevent Death and Disease Progression

Select Buprenorphine-Related Approaches
1) Increase access to and knowledge regarding buprenorphine, including changes
to DATA 2000 law.

2) Promote integration of office based buprenorphine services with public
behavioral health treatment and recovery system at local level.

3) Encourage Opioid Treatment Programs to provide buprenorphine.

4) Expand use of buprenorphine in other clinical settings including emergency
rooms and outpatient mental health clinics.

5) Increase integration of buprenorphine, overdose education strategies, use of
telemedicine, and naloxone distribution for high risk patients in multiple
clinical settings in rural and underserved areas.

D) MARYLAND
iJ Department of Health



Goal 3: Expand Access to Services that Support
Recovery and Prevent Death and Disease Progression

Priority 3.1 Improve access to and quality of evidence-based opioid addiction
treatment in the community.

Key Strategy: BHA Buprenorphine Expansion-Related Projects

e MACS (Maryland Addiction Consultation Service) (Cures Grant)
« PCSS-MAT Implementation Program (PCSS-MIP)

* Buprenorphine prescribing via telehealth

* Outreach to PAs and NPs

 Jurisdictional buprenorphine initiatives, including induction in new crisis residential

beds

« ED Buprenorphine Induction Project (Hospital-Based Buprenorphine Initiative, HBBI)

( } MARYLAND
i‘J Department of Health



MACS (Maryland Addiction Consultation Service)

 Supports specialty prescribers of buprenorphine across Maryland in
identification and treatment of opioid use disorders to include
Physicians, Nurse Practitioners and Physician Assistants.

« Providers have access to support through free phone consultation
(warm-line), training, education, resource and referral information
for patients.

 Prescribers provide information or consultation request to behavioral
health clinician for triage; MACS consultant will call back within 1
business day.

 Prescribers receive a written summary of call for records.

» Service went live October 16, 2017  Call 1-855-337-6227 _

M) MARYLAND
iJ Department of Health
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MACS (Maryland Addiction Consultation Service)

Appropriate questions for MACS ?

Any questions related to the initiation, maintenance, or discontinuation
of buprenorphine for the treatment of opioid use disorders

Topics may include:
 Initiation and maintenance of buprenorphine
* Termination of buprenorphine
« Psychopharmacology
 Alternative medication treatments
« Community resources and referrals

M) MARYLAND
E’J Department of Health
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Maryland Picture: Rise in Opioid-Related Emergency Department Visits

Maryland: Opioid-Related Hospital Use
Rate of Emergency Department (ED) Visits
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—~ Source: Agency for Healthcare Research and Quality (AHRG), Healthcare Cost and Utilization Praoject (HCUP),
H' ( ‘-[ ) State Emergency Department Databases (SEDD) 2008-2015 (all available data as of 10/16/2017). Emergency

esans cost oo oy dEPATMENt visits exclude those for patients admitted to the hospital.
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HBBI: Evidence-Based Practice

= Observational study: Berg et al. Drug Alcohol Depend 2007

= 158 patients seen in Johns Hopkins adult ED with opioid withdrawal
= 56% were given dose of injectable buprenorphine +/- symptomatic medications
= 26% received only symptomatic medications
* 18% received no medications

= 8% receiving buprenorphine returned to ED w/in 30 days for drug related visit vs 17% of those

receiving symptomatic treatment
= No incidents of precipitated withdrawal or other adverse consequences

= RCT: D’Onofrio et al. JAMA 2015

= 329 adults screening positive for opioid use disorder (OUD) in adult ED at Yale
= 9% with opioid overdose
= 34% seeking treatment for OUD
= Randomized to one of 3 arms:
= Referral to addiction treatment
= Brief intervention and referral to addiction treatment
= Buprenorphine dose and referral to primary care within 72 hours for ongoing buprenorphine

= Primary outcome was engagement in addiction treatment at 30 days

D) MARYLAND
iJ Department of Health



HBBI: Evidence-Based Practice

= RCT: D’Onofrio et al. JAMA 2015 — RESULTS

= Significantly higher proportion of patients receiving buprenorphine in ED

were engaged in addiction treatment at 30 days
= 78% in buprenorphine arm

= 37% in referral arm

= 45% in brief intervention and referral arm

= Greater reductions in self-reported illicit opioid use among buprenorphine
group

= From mean 5.4 days per week to 0.9 days in buprenorphine arm
= From mean 5.4 days per week to 2.3 days in referral arm
= From mean 5.6 days per week to 2.4 days in brief intervention and referral arm

D) MARYLAND
iJ Department of Health



Hospital Based Buprenorphine Induction (HBBI)

Services

Initiates buprenorphine in emergency departments for survivors of opioid
overdose, and other patients with severe opioid use disorder

Collaboration between multiple partners and a growing list of hospital EDs:
= Behavioral Health Administration (BHA)

= The Mosaic group

= SBIRT Emergency Department (ED) physicians

Current Hospitals include:
* Bon Secours Hospital
MedStar Harbor Hospital
Mercy Hospital

UMMS

UM Midtown

Hospitals Planned for 2018:
« Johns Hopkins Bayview

» MedStar Franklin Square

« Medstar Good Samaritan

* Medstar Union Memorial

M) MARYLAND
i‘J Department of Health



HBBI: Process and Clinical Protocol

Step 1- Patient is screened using SBIRT screening and identified as having OUD and
motivated for treatment.

e C(Clinical Protocol- Patient referred to PRC to assesses motivation for treatment. If
motivated, refers to clinical team.

Step 2- Medical team approves patient for HBBI protocol and assesses if patient is clinically
able to receive buprenorphine dose in ED. Patient receives initial dose of buprenorphine.

* Clinical Protocol- COWS administered by nursing and MD assesses patient for exclusion
criteria (Long acting opioid pain medication or pregnant), COWS of 8 or higher triggers
order for buprenorphine 8 mg. Nurse administers initial dose.

Step 3- Patient is Fast Tracked to MAT provider in community for next day continued
buprenorphine induction.

 Clinical Protocol- After receiving patient agreement and signed release, PRC arranges
next day appointment at Fast Track treatment program. Patient provided discharge
summary with diagnosis of OUD and indication of dose administered. PRC follows up to

determine linkage to treatment and needed support. [N
MARYLAND
iJ Department of Health



HBBI: Fast Track Treatment Programs

Treatment programs that offer MAT using buprenorphine:

OTP
IOP/OP
Primary Care

Psychiatrist

Partner with HBBI hospital to accept patient next day
Receive discharge summary from hospital at any time of day

Use discharge summary clinical information to obtain order for Day 2
buprenorphine induction

.. . - j'l MARYLAND
Enroll patient in other services as indicated ") Department of Health



HBBI: Buprenorphine Waiver Not Necessary

DEA “Three Day Rule”
» Exception to DATA 2000 Waiver

 Provides for practitioner flexibility in emergency situations to treat
patients undergoing opioid withdrawal

 72-hour exception allows for provider to dispense up to three days of
medication to treat acute withdrawal symptoms while arranging for
treatment

« EDs generally do not allow patients to leave with medications, thus
one dose is provided in HBBI under this provision

D) MARYLAND
i" Department of Health



HBBI: Buprenorphine Outcomes to Date

189 Referred to  |78% of patients
Protocol receive initial
induction

53% patients kept | 41% retained in
next day treatment at 30

appointment days

) MaryLAND
i‘J Department of Health



Thank You! Questions?

Kathleen Rebbert-Franklin, LCSW-C
Director, Health Promotion and Prevention
Behavioral Health Administration
Maryland Department of Health
kathleen.rebbert-franklin@maryland.gov
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The Drug User Health Work
Group

14th Annual Health Equity Conference
December 7, 2017

M) MaRYLAND
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MISSION AND VISION

MISSION

The mission of the Prevention and Health Promotion Administration is to protect, promote and improve
the health and well-being of all Marylanders and their families through provision of public health
leadership and through community-based public health efforts in partnership with local health
departments, providers, community based organizations, and public and private sector agencies, giving
special attention to at-risk and vulnerable populations.

VISION
The Prevention and Health Promotion Administration envisions a future in which all Marylanders and

their families enjoy optimal health and well-being.

\ MARYLAND
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Workshop Agenda

« Substance Use Stigma

« Historical Context: Policy as a Tool

* The Drug User Health Work Group

« Other Lenses Through Which to Understand and
Respond to the Opioid Crisis

\ MARYLAND
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Layers of Substance Use Stigma

sl
A e,
R
AN
N

1/10/2018



Historical Context

« Chinese immigrants using opium (late 19t century):
criminalized by municipalities and states, then
federally in 1909; heroin criminalized in 1924

« Mexican immigrants using marijuana: taxed (1937),
later criminalized (1970’s)

 African Americans using cocaine (early 20" century):
taxed (1914) and effectively outlawed

 African Americans using crack: criminalized in 1986
with sentences 100 times harsher than for cocaine;
War on Drugs targeted heroin users as well

. F5air Sentencing Act of 2010 reduced ratig®i0yld: o

L'y Department of Health



Justice?

Sentence for possession of 1 gram of crack = sentence for possession of 100 grams of cocaine



Affected Communities Distinguished

“There is one, only one, cause of the
AIDS crisis—the willful refusal of
homosexuals to cease indulging in the
immoral, unnatural, unsanitary,
unhealthy, and suicidal practice of anal
intercourse, which is the primary means
by which the AIDS virus is being spread
through the “gay” community, and,
thence, into the needles of 1V drug
abusers, the transfusions of
hemophiliacs, and the bloodstreams of
unsuspecting health workers, prostitutes,
lovers, wives, children.”

-- Pat Buchanan, 1987

1/10/2018 Infectious Disease Prevention and Health Services Bureau 7



Affected Communities Distinguished

\51
( n Get Help With (
}\ ecovety

Drug & Alcohol Treatment v  DetoxServices v  Dual Diagnosis v  Facilities Why Us

Opioids, Restrictions on Prescriptions, and a
Medical Field in Uproar

ety [ Y - e

TRUTH
The Opioid
Epidemic

1/10/2018

Infectious Disease Prevention and Health Services Bureau

“Opioid addiction is affecting
everyone — even the experts.
In a quick review: You're
supposed to trust police
detectives. You're supposed to
respect research scientists.
You're supposed to hold
physicians in high esteem. Yet
each of these professionals
was caught up on the opioid
addiction epidemic — through
no fault of their own.”



Challenge

* The “new face” of heroin has opened a window of
opportunity for improving and expanding the public
health system for persons who use drugs, from policy
changes (Syringe Services Program legalization, Safe
Consumption Facilities) to dismantling stigma.

 How do we leverage the opportunity in ways that
honor the wisdom of communities who have faced
heroin for decades, and in ways that deepen our
collective understanding of substance use?

1 MARYLAND
9 Infectious Disease Prevention and Health Services Bureau e Department of Health



1/10/2018

Erin Haas: Visionary

“A Drug User Health Work Group would pool
expertise from multiple parts of the Department.
The objectives of the Work Group will be:

To share information about programs and projects
that target people who use drugs

To share available data on the population

To enhance coordination of projects that target
people who use drugs

To improve communication across parts of the
Department

To identify public health system gaps in drug user
health

To make recommendations for the improvement
of public health and healthcare services for people
who use drugs 10



Mission

« The mission of the Drug User Health Work Group is to
improve the alignment between the needs of people
who use drugs and the programs and services of the
Maryland Department of Health

« The DUHWG seeks to expand the window of
compassion for people affected by opioids to all
people affected by substance use

« The DUHWG proposes the following frames for
understanding our current crisis and designing

solutions: ,
@E’: MARYLAND
11 L'y Department of Health



Adverse Childhood Experiences

Death
2
‘g Disease, Disability,
% & Social Problems Scientific
5] Adoption of Gaps
a Health-risk Behaviors
2
da Social, Emotional, &
o Cognitive Impairment
)
é Adverse Childhood Experiences

Conception

12
1/10/2018



Social Determinants of Health

Economic nghborh-uod muql‘tv Health Care
Stabilit and Physical and Social Sustan
abiiity Environment Context ¥
Literacy Hunger Social Health
integration coverage
Language Access to
healthy Support Provider
Early childhood [
options stems availabili
education : & Y
Community Provider
Voca!tlpnal engagement linguistic and
Gining o cultural
Higher Discrimination competency
education

Quality of care

13
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CA Framework for Injection Drug
User Health and Wellness

* Drug users have a right to protect their health and the health of those around them.
* All drug users should:

— have the means by which to protect their health, including access to sterile
injection equipment sufficient to meet their needs.

— receive accurate, non-biased and non-judgmental information onillicit drugs and
other substances.

— receive the same level of care as any other individual accessing health care or
social services.

— have access to drug and alcohol treatment on demand.
* Providers should:

— recognize the valid and valuable expertise that people who use drugs can give to
designing, delivering and evaluating effective services.

— ensure that the provision of services to drug users is not contingent upon the
individual’s agreement to enter drug treatment, or abstain from drug use. Service
providers must not withhold appropriate treatments or services from drug users.

Jc_,' Services should be provided to encourage engagement and retention in care.
o)(,ﬁB])I{

Health

Source: http: 5
STD Control Branch


http://harmreduction.org/wp-content/uploads/2012/06/Framework-for-Injection-Drug-User-Health-and-Wellness.pdf

Current Landscape for PWID

2o

PWID = People Who Inject Drugs 15



Meeting People Where They Are

Stages of Change

Pre-

OVERDOSE SYRINGE TREATMENT

REVERSAL PROG ENTRY: RECOVERY
WITH MAT, DETOX, | SUPPORTS,

NALOXONE OVERDOSE INTENSIVE AA, NA,

WITH NA OUTPATIENT, OTHER
(0] o GROUPS

16



Harm Reduction

Harm Reduction is a public health philosophy

operationalized as a set of interventions designed to

reduce the harms associated with drug use, such as:

* Infectious Disease education, testing, and linkage to
prevention and care (e.g., HIV PrEP, HCV treatment)

* Wound care and education on safe injection practices

* Naloxone, condom, and syringe distribution

* Linkage to substance abuse treatment and other
needed services

:.; MARYLAND

17 L'y Department of Health



Reimagined Landscape for PWID




Drug User Health Work Group

« Originated in the biweekly collaboration calls between
BHA Overdose Response and PHPA HIV Integration

« Began monthly meetings in April 2017

* Open to MDH employees with a passion for improving
the health of persons who use drugs

* Meetings have included presentations by participants
to build a shared foundation of understanding of MDH
data and programs

* Meetings include brainstorming about ways to
collaborate

:.; MARYLAND
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DUHWG As A Resource

* The Drug User Health Work Group wishes to serve as
a resource for others in the Department interested in
exploring the promises of the Adverse Childhood
Experiences, Social Determinants Of Health, Drug
User Health, and Transtheoretical models for
improving the design and delivery of messages and
programming to persons who use drugs. This can
Include providing feedback from—and on behalf of—
drug users on current and proposed approaches to
addressing the opioid crisis.

"‘ MARYLAND

20 Infectious Disease Prevention and Health Services Bureau e Department of Health



Maryland Department of Health

Prevention and Health Promotion Administration
Kip.Castner@Maryland.gov

https:/ / phpa.health.maryland.gov

A MARYLAND
21 'Y Department of Health


https://phpa.health.maryland.gov/
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Dorchester County M.O.T.A:

Making a Difference through Community
Conversations

Ashyrra C. Dotson, Director of Programs
Associated Black Charities - Dorchester County
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Objectives:

» To demonstrate community engagement strategies for
National Minority Health Month - April 2017

» To Identify and work to address the needs of the people
through community conversations

» To review the challenges and benefits of engaging
community members when addressing those needs




? WHAT DID WE DO ?
P




Met our Community Members where they
were:
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Community Feedback:

» Lack of Adequate
transportation to services if
you don’t own a vehicle

No Grocery Stores without
having to travel 20 - 45 miles

Employment Opportunities
quickly depleting- some
factory work

No doctors or Medical Facilities
within 20-45 miles

Public Water systems are
tainted

Safe Communities for children
are needed

North Dorchester




Community Feedback:

Lack of a viable, cost
effective transportation
system for this county

Limited Medical
transportation, only 1
hospital in the entire county
and no birthing center in
the county

Low wages and very limited
employment opportunities
for degreed individuals

Not enough safe
greenspaces

South Dorchester




Compared the Information:

4

Dorchester County is extremely rural with a
population density (People/Square mile) of
54.32 within a land mass of 540.76 square
miles. This often lends to accessibility
obstacles for the residents.

- Limited Transportation Network
- Food Availability
- Health Disparities

A
ABCEEs e e
9




Food Availability

Dorchester County

25
20
15
10 W Food Stores by Type

5

0 | — | — .

Supermarkets Convenience Mom & Pop International Other Fast Food
Food Stores Chains
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Food Availability and Access

m Households without
Vehicles

B Population in
Designated Limited
Supermarket Access

m Population Living in
USDA food Desert

m Population that is Food
Insecure
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Transportation Networks

Dorchester County, has three (3) primary

Transportation Networks readily available to the

community residents:

« Auto and Taxi Services - Total Fleet of 17 vehicles

 Dorchester Transit - Bus Fleet of 22 buses - 21
routes operating every 45 minutes to 1 hour from
5:00 am - 6:45 pm

 Medical Transportation - Appointment Only




Health Access & Care Availability

Primary care provider to population ratio, by county

Caroline County: 1:2,915
Dorchester County: 1:2,437
Talbot County: 1:1,056
Worcester County: 1:2,028
Queen Anne's County: 1:2,016
Somerset County: 1:2,452
Wicomico County: 1:1,668
Kent County: 1:1,462

Maryland statewide: 1:1,647

— Source.: Maryland Primary Care Office, DHMH




?  THEN WHAT ?




Meeting the needs of the people:

e
S
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Key Results

» Incorporated additional No Cost, Fresh Produce and Protein mobile
pantries in outlying areas of the community

» Provided Transportation Vouchers for community members to
access health care or services related to employment

» Partnered to increase community interest in the available
transportation services

» Met with various stakeholders and community members to develop
county plans which will increase access to transportation and quality
health services.

e
7N
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WHERE ARE WE NOW -

» Community Members who are excited about linking with |
CHW'’s and Health Care Providers as a team.

» Expanded M.O.T.A. services for community members to include:
Self-management training 30, 60, & 90 day follow-ups
Community Centered Mobile Food Pantries

A greater sense of TRUST within multi-cultural communities
HIV Education

No Cost Health Screenings and increased referrals for services
Increased Awareness among community members on the
environmental Impacts that affect health and health outcomes.

VVVYVYVYVYY

» Truly culturally sensitive to all marginalized
communities

Nig

S
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Lastly -

A larger population of our Dorchester County community members who are
iInvested and actively participating in the improvement of their health
outcomes. ;

18



Telehealth in Rural Communities

Reducing Socia
Determinants

M.O.T.A.

Cohesive
Partnership

Develpment and Technical

Minority Outreach System
Changes

Assistance

Service/Resource
Utilization

e
N
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Resources

DHMH - Maryland Health Equity Data
http://dhmh.maryland.gov/mhhd/Pages/Health-Equity-Data

Maryland Chartbook of Minority Health And Minority Health Disparities Data
Selected Statewide and Dorchester County Data - February 15, 2011

DHMH — Maryland Primary Care Office
http://bhpr.hrsa.gov

A BC Qsascokdcafté?ities
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http://dhmh.maryland.gov/mhhd/Pages/Health-Equity-Data
http://bhpr.hrsa.gov/

e
I
ABCEE & tities

THANK YOU!

Ashyrra C. Dotson
adotson@abc-md.org

410 -221-0795
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MOC was founded in 1999.
Has been a Minority Outreach
and Technical Assistance

(MOTA) partner since 2006

Targeting African Americans,
Hispanic/Latinos, Asian
Americans, Pacific Islander and
Native Americans residents in
the communities of St. Mary’s
County, Maryland

Bridging Health Equity Across

Communities.
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6) Do you

Bt e

7) Is your community providing all your needs, what is missing?

8) When was the last time you, if ever did you see or meet your county commissioner?




cribes

our health?

6) What can the cour

7) How do you find a specialist? (referral from a doctor? ask a friend? or see who is in your
Insurance network?) What are some barriers to seeing and using specialists? ity
8) What can the communities do to improve access to care and healthcare providers? Jceach
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IG-

Many Health Care Specialist are ut of county and rdﬁsgortqfion is lacking.

There is no cessation programs for youth under 18.

Specialist referrals are out of county.
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» Sheriff patrols not frequent enough.
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R ihe

homeless. The of o

The sheriff department h. ! fon Par "Creat Mills, Park Hall
and Leonardtown. T —

The Health Department is the process of reviewing their various appointment policies.

HSMP is releasing a bi-weekly news letter now and as agreed to post partner upcoming events.
Heath Connections will address dental issues early 201 8.
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® Faith Base d C de their congregation

®* Homeless and assisted living centers need a complete policy review.
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Dorchester County M.O.T.A:

Making a Difference through Community
Conversations

Ashyrra C. Dotson, Director of Programs
Associated Black Charities - Dorchester County
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Objectives:

» To demonstrate community engagement strategies for
National Minority Health Month - April 2017

» To ldentify and work to address the needs of the people
through community conversations

» To review the challenges and benefits of engaging
community members when addressing those needs
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? WHAT DID WE DO ?
P




Met our Community Members where they
were:
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Community Feedback:

» Lack of Adequate AN ity
transportation to services if ” ‘Q
you don’t own a vehicle

No Grocery Stores without
having to travel 20 - 45 miles

Employment Opportunities
quickly depleting- some
factory work

No doctors or Medical Facilities
within 20-45 miles

Public Water systems are
tainted

» Safe Communities for children
are needed

North Dorchester




Community eedback

Lack of a viable, cost
effectlve transportation
system for this county

Limited Medical
transportation, only 1
hospital in the entire county
and no birthing center in
the county

Low wages and very limited
employment opportunities
for degreed individuals

Not enough safe
greenspaces

South Dorchester




Compared the Information:

&

Dorchester County is extremely rural with a
population density (People/Square mile) of
54.32 within a land mass of 540.76 square
miles. This often lends to accessibility
obstacles for the residents.

- Limited Transportation Network
- Food Availability
- Health Disparities

A
ABCEEs e e
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Food Availability

Dorchester County

25
20
15
10 H Food Stores by Type

5

0 | — | — .

Supermarkets Convenience Mom & Pop International Other Fast Food
Food Stores Chains

N
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Food Availability and Access

m Households without
Vehicles

B Population in
Designated Limited
Supermarket Access

m Population Living in
USDA food Desert

m Population that is Food
Insecure




Transportation Networks

Dorchester County, has three (3) primary

Transportation Networks readily available to the

community residents:

« Auto and Taxi Services — Total Fleet of 17 vehicles

« Dorchester Transit - Bus Fleet of 22 buses - 21
routes operating every 45 minutes to 1 hour from
5:00 am - 6:45 pm

 Medical Transportation - Appointment Only




Health Access & Care Availability

Primary care provider to population ratio, by county

Caroline County: 1:2,915
Dorchester County: 1:2,437
Talbot County: 1:1,056
Worcester County: 1:2,028
Queen Anne's County: 1:2,016
Somerset County: 1:2,452
Wicomico County: 1:1,668
Kent County: 1:1,462

Maryland statewide: 1:1,647

- Source.: Maryland Primary Care Office, DHMH




?  THEN WHAT ?




Meeting the needs of the people:

e
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Key Results

» Incorporated additional No Cost, Fresh Produce and Protein mobile
pantries in outlying areas of the community

» Provided Transportation Vouchers for community members to
access health care or services related to employment

» Partnered to increase community interest in the available
transportation services

» Met with various stakeholders and community members to develop
county plans which will increase access to transportation and quality
health services.

e
7N
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WHERE ARE WE NOW -

» Community Members who are excited about linking with
CHW’s and Health Care Providers as a team.

» Expanded M.O.T.A. services for community members to include:
Self-management training 30, 60, & 90 day follow-ups
Community Centered Mobile Food Pantries

A greater sense of TRUST within multi-cultural communities
HIV Education

No Cost Health Screenings and increased referrals for services
Increased Awareness among community members on the
environmental Impacts that affect health and health outcomes.

VVVYVYYVYY

» Truly culturally sensitive to all marginalized
communities

Nig
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Lastly -

A larger population of our Dorchester County community members who are
iInvested and actively participating in the improvement of their health
outcomes.
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Telehealth in Rural Communities

Reducing Social
Determinants

M.O.T.A.

Cohesive
Partnership

Develpment and Technical

Minority Outreach System
Changes

Assistance

Service/Resource
Utilization

e
N
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Resources

DHMH - Maryland Health Equity Data
http://dhmh.maryland.gov/imhhd/Pages/Health-Equity-Data

Maryland Chartbook of Minority Health And Minority Health Disparities Data
Selected Statewide and Dorchester County Data - February 15, 2011

DHMH — Maryland Primary Care Office
http://bhpr.hrsa.gov

A BC Qsascokdcafté?ities
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http://dhmh.maryland.gov/mhhd/Pages/Health-Equity-Data
http://bhpr.hrsa.gov/

THANK YOU|

Ashyrra C. Dotson
adotson@abc-md.org

410 -221-0795
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Asian American

| 7 Center of Frederick
Enhance. Empower. Enrich
WELCOME

Health Equities — 180°

Elizabeth Chung, Executive Director
Asian American Center of Frederick

Maryland office of Minority Health and Health Disparities
14t Annual Health Equity Conference

December 7, 2017



[ [
The MISS.O“ Programs and Services Offered

Citizenship & Integration Services (CIS)

ENHANCE: Access to services Preparing citizenship applications and providing weekly Civics
EMPOWER: Capacity Building and English (ESL) classes.
ENRICH: Cultural Diversity AACF Ambassador Programs

Training volunteers to serve as bridges between the
community and AACF by participating in outreach events and
services.

Retired & Senior Volunteer Program

Drawing on the experiences and skills of our older community
members to meet critical community needs through our RSVP.
Health Programs

Advocating health equity by providing health events,
information and referrals to health services.

Community Health Workers (CHWS)

Connecting individual community members to health care
services, information and resources.

Interpreting & Translation Services

Improving community access to health and social services by
offering interpreting services in more than 30 languages
including: American Sign Language, Burmese, Chinese,
French, Hindi, Korean, Russian, Spanish, Viethamese and

more.
Culture
” Asian American Enriching local culture by sponsoring ethnic events and
7 Center of Frederick encouraging cross-cultural activities.
u Enhance. Empower. Enrich



The Vision

We support everyone to reach the American Dream — Equity

Targeted Population Governing Board

Human Resources Financial Capital

Ethnic Minority 14 FTE 12 mer.nbe-rs 60% contracts
(recent) immigrants 500+ Volunteers /5% minority 25% grants,
30 Consultants 50% (M/F) 15% donation (Est.)



National Minority Health Month 2017

BUILDING HEALTH EQUITY ACROSS COMMUNITIES

Faith Strlders of Frederlck MD presents

Co-sponsored \/m*um

SATURDAY APRIL 8" 9:30AM - 2PM

/ Wldschy
705 West Patrick Street, Frederick, MD
MULTI PURPOSE ROOM

APRIL - NATIONAL MINORITY
HEALTH MONTH

FREE SCREENINGS

VENDORS (z’flizamz’io&‘wz&

%UNWVGH“OH

Give-Aways & More
APRIL - NATIONAL MINORITY
HEALTH MONTH

FOOD

nutrition WOMEN’S HEALTH

THIS IS A FREE EVENT AND ALL ARE WELCOME

For more info contact Angela Spencer (301) 514-1071 angelahspencer@gmail.com

4/8 Community -
based Health Fair

BOOMERS
TALK!

Navigating the Path Ahead
Your path in life is changing... are you ready?

Do you know where to turn for answers and assistance?

Join us for a FREE MEAL and conversation about
your needs as you move forward in your life!

v Free and open to

wren?  APRIL 27,2017 4-6pm
waere?  Trinity United Methodist Church
705 W. Patrick St., Frederick, MD 21701

the public age 55+

and/or caregivers!
v Interpreter services

available upon who?  Aged 55+ and/or caregivers

request. RsvP:  info@aacfmd.org or call: 301-694-3355
By April 25, 2017

v RSVP Enroll

0o 9 00

") Aslan American RSVP M

7 Canler of frededek @ S BRIDGING HEALTH EQUITY
N raence. tmpowse. & 'ACROSS COMMUNITIES

Funding provided by the Maryland Office of Minority Hoalth & Health Disparity

4/27 — Senior Health

The Life Center International wants to
know what's on your mind concerning
healthcare in Washington County. So
we're holding a town hall meeting to find
out what's important to you, your
neighborhood and your town. It's your
chance to talk to the church, local
government and community
organizations about some of Washington
County's top medical issues and care
concerns.

:{r;et:;cilnc;p*en to the public 'I‘H“ AP R

Free blood i

F::z gi\?:a“:::wre screening 2 7th
6:30 PM - 8:30 PM

Healthcare Information oo
Free Food Doors open at 6:00 PM

*Please RSVP at 301-600-3388 (SEALTH ) The Frederick
JSfor HIV testing appointment * Center ﬁ I
L] L} L] ——

Let's Talk Health" ruucreun -

g The Life Center Intérnational GG

Transforming lives through faith, fundamenials and fellowship

+ 62E. Antietam St Hagerstown MD 21740 (240)280-0885 Phone

Minority Outreach and
Technical Assistance

4/27 - Faith-based



Boomers Talk: Navigating the Path Ahead
April 27, 2017

Targeted: 55+ and care givers

Goal: conversation with seniors on their health needs

81%
Female

Highlights
Attendees:
at least 90

Race/Ethnicity

K
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Fath Striders — 3™ Annual
Attendees — 100+

Partners — 30

Advocacy

Partnership




e pa

Collaboration '8~ " %5 Empowerment Engagement

prills

Minority He%

Technical
Assistance

Partnership

Town Hall- Washington County
Maryland Health Department — Baltimore



Sustainable Minority Outreach and Technical Assistance Model.
A Comprehensive Model For African-American And Other Minorities

Sustainability
Phase:

Institutionalize

parinerships

and effective
participation
models In
each minority

Outreach Phase:

Before

starting
work in a

community community
A comprehensive \
model for outreach a
and technical assistance

to African Americans and

other minority [I l‘ .
Technical communities Outreach /
Assistance Phase: Phase:
For outreach

For outreach
and technical
assistance
to succeed .

and technical

February 2001

SMOTA Model

The process of creating the
community collaborations and
what engagement strategies.

Source:
https://health.maryland.gov/mhhd/mota/Site
Assets/SMOTA_Model.pdf

Maryland's Cigarette Restitution Fund Program
Sustainable Minority Outreach and Technical
Assistance Model. A Comprehensive Model For
African-American And Other Minorities
Maryland Department of Health and Mental
Hygiene

eParris N. Glendening, Governor

e Kathleen Kennedy Townsend, Lt. Governor

e Georges C. Benjamin, MD, Secretary Carlessia
A. Hussein, Dr.PH, Director CRFP Prepared by
Naomi Booker & Associates February 2001



Health Equities 180

Healthy People 2020

Individual

Family

Community




Highlight or Take-Away from NMHM Community Conversations

Health Inequities Exist

Gender/Sex Orientation

Prevention

Physical
Environment
Zoning and Land use
— community
development,
Housing, School,
Parks, Transportation

‘ Race/Ethnicity, Age, Immigrant Status,

Institution - Government, Public/Private,

Profit/Non-Profit, Corporation/Community

Current Public Health Practices

Disease
Management

Economic
Environment
Employment, job,
work, corporate,
small business,
minority business

Social

Environment
Class,
race/ethnicity,
immigrant status,
cultural iXYZ

Intervention

Industry / Service
Environment
Health care,

Human Service,
Social Services




Health Equities 180

A change of mind set to lead optimal health for
individual, family, community, state, and the nation

Economic Environment
Employment, job, work,
corporate, small business,
minority business

Social Environment
Class, race/ethnicity,
immigrant status, cultural
iXYZ

Emerging

Public Health

Practices Physical
Environment
Zoning and
Industry / Land use — community

Service Environment development, Housing,
Health care, Human School, Parks,

Service, Social Services Transportation




Lessons learned to improve Health Equities

®

START UP SYSTEM AGENCY
Partnership Collaboration Process
" 7 by
Zero to One” b “ ”
y STAR Communities SCRUM™ by

@

Peter Thiel

J. Sutherland




JEFFSUTHERLAND

Co-creatorof Scrum

J.J.SUTHERLAND




The STAR Community Rating System

Goal Areas & Objectives are mapped and rated in the online system - helping local leaders

set l_:]D-EI'S and measure Progress across areds.
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STAR CERTIFICATION PROGRAM

Collect and report data across the framework of goals and objectives
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Social Justice
Dr. Martin Luther King:

“Of all the forms of inequality,

injustice in health care
Is the most shocking and

inhumane”.
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