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Presentation Agenda

- Introduction

- Complexity of terms and blending models

- Introduce Results-based Accountability™ framework and key terms
- Share our approaches: partners, processes and measures

- Identify lessons learned and recommendations

- Facilitate discussion about additional measures and what resonates
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Heat Map of NCCHW Initiatives
Impact across NC

Develop equitable opportunities that lead to healthy North Carolina Communities.

What We Do

NCCHW works to impact policy, build capacity and ignite community initiatives by working through
a web of cross-sector relationships organized around building healthier places throughout the

state.
How We Work

Culture of Results is a training and technical assistance program that supports state-wide
initiatives, as well as local public health departments, hospitals, clinics, universities and community
providers to measure impact and improve results. Culture of Results team members engage
partner organizations in learning and using a framework known as Results-based Accountability
(RBA) and its evidence-based, common sense tools to plan and evaluate their projects and ;
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Accountable Care

Length of Life (50%)

Communities — Why Measure? ‘

Accountable Care Communities (ACCs) are an emerging promising model
for addressing the social, behavioral, and economic factors that impact
health outcomes and health care cost (social determinants of health).

ACCs across the country have begun to address: e Food security ® Housing
» Transportation ® Employment e Education e Child Care ¢ Caregiving | Cinicslcars
Poverty e Health Equity (zo%)

“ACCs have the ability to inventory existing and needed communitg
resources, proactively target individuals within the community and guide
them towards needed resources, and allow and facilitate navigation across
community and health system services.”

“Each of these functions is dependent upon the ability to share identified
and de-identified data that improves coordination and efficiency of

service delivery, provides an understanding of the community's social and =

ounty Meokh Rankings model © 201

health needs, and allows all participants to evaluate their impact on
health utilization and population-based outcomes.”

(Plescia and Dulin, Accountable Care Communities: Moving from Health
Care Delivery Systems to Systems of Health, 2017)

Health Factors
5 ‘ o

Quality of Life (50%)

Tobacco Use
Diet & Exercise
Alcohol & Drug Use

Sexual Activity

Access to Care

Quality of Care

Education
Employment
Income
Family & Social Support

Community Safety

Air & Water Quality

Housing & Transit
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The Complexity of Social Determinants of
Health and Categories

Neighborhood
and Built
Environment

Health and
Health Care

. Social and
Education Community
Context

Social determinants of health are conditions in the environments in
which people are born, live, learn, work, play, worship, and age that affect
a wide range of health, functioning, and quality-of-life outcomes and
risks. (Healthy People 2020 Definition)

Examples of these resources include safe and affordable housing, access
to education, public safety, availability of healthy foods, local
emergency/health services, and environments free of life-threatening
toxins.

SDOH are often sorted into categories, such as neighborhood and built
environment, health and health care (accessibility and quality), economic
stability, educational opportunities and social and community context.

Partnerships showcased today developed various categories for capturing
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SDOH Act on Many Levels:
Social-Ecological Model of Influences

Social determinants are conditions for health and the
interactions between people and each other, institutions,
environments and policies.

PUBLIC POLICY
wational state, local ,,
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Environment

Social and

Community
Laws, Policies, Context

Systems
Strengthening,

’ Interactions ’

Health and
Health Care

Economic
Stability

Neighborhood,
Built Environment
and Polices

Social and
Community
Context

Health and Health
Care Services and
Systems

Individual
Education and
Employment




Examples of Social and Physical Determinants

*Availability of resources to meet daily needs (e.g., safe
housing and local food markets)

*Access to educational, economic, and job opportunities

*Access to health care services

*Quality of education and job training

*Availability of community-based resources in support of
community living and opportunities for recreational and
leisure-time activities

*Transportation options

*Public safety

*Social support

*Social norms and attitudes (e.g., discrimination, racism,
and distrust of government)

*Exposure to crime, violence, and social disorder (e.g.,
presence of trash and lack of cooperationin a
community)

*Socioeconomic conditions (e.g., concentrated poverty
and the stressful conditions that accompany it)

*Residential segregation

*Language/Literacy

*Access to mass media and emerging technologies (e.g.,
cell phones, the Internet, and social media)

*Natural environment, such as green space (e.g., trees
and grass) or weather (e.g., climate change)

*Built environment, such as buildings, sidewalks, bike
lanes, and roads

*Worksites, schools, and recreational settings

*Housing and community design

*Exposure to toxic substances and other physical hazards

*Physical barriers, especially for people with disabilities

*Aesthetic elements (e.g., good lighting, trees, and
benches)

*Culture
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Results-based Accountability™Finding Focus!

Basic principles:

* Common ground— start with the result (end) and work backwards to the strategies (means)
* Common language — inclusivity and transparency (see handout)

* Common sense— free tools and exercises that can be used again and again

RBA is a process (seven steps of thinking) to get product(s)

Clear Impact Scorecard as platform to share results, data (community indicators and
performance measures, and stories behind them) about strategies

RBA has been recognized by the Center for Disease Control (CDC), the National Institute of
Health (NIH), the NC Department of Health and Human Services, foundations, hospital systems,

and others governmental agencies as an effective practice for evaluation and planning
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Distinction Between Types:

Population Accountability Performance Accountability
About the well-being of About the well-being of
WHOLE POPULATIONS CUSTOMERS (People Served/Changed)
® States ® Organization
® Counties/Cities ® Program

® Subgroup within an area ® Projects

Ex: All customers served by an Accountable
Care Community’s strategies

Ex: All residents in North Carolina

Pregnant mothers in Morrisville




RBA Framework

Th e POPULATION ACCOUNTABILITY
EN DS RESULT: Community conditions of health and well-being
COMMUNITY INDICATOR:
Community-wide measures to reflect progress towards achieving results
Through
PERFORMANCE ACCOUNTABILITY: STRATEGY
CUSTOMER RESULTS: Changes from strategies/programs
The PERFORMANCE MEASURES: How much | How well
did we do? did we do
Measures of strategy or program impact: L
MEANS oL program ime
Is ahyone
better off?




RBA Framework: ACC Example

The
ENDS

Through

The
MEANS

Carolina

POPULATION ACCOUNTABILITY

RESULT: Healthy, safe, thriving and supported communities across North

COMMUNITY INDICATOR: % of North Carolinians Making Living Wages

PERFORMANCE ACCOUNTABILITY: STRATEGIES

CUSTOMER RESULTS: Economically secure families

PERFORMANCE MEASURES:

# of community resources inventoried (how much), % of people in need who
are referred to community programs (how well), % who increase their
household income through participation (better off)




Examples of Partners, Processes and Measures

1. Community Food Strategies- Regional Community Indicators: Multi-year work to train partners in RBA,
developing and prioritizing community indicators which were aggregated, then beginning to “turn the
curve” through key strategies

2. WNC Healthy Impact- Regional Priority Scorecard for SDOH: Support the network in creating regional
community health assessment priorities (3) including SDOH, and community indicators infused with RBA
processes

3. Futures Group- Crosswalk of Asheville and Buncombe County Strategic Plans: Multidisciplinary
research team reviewed strategic plans for overarching themes and sample measures

4. Mobilizing Action for Resilient Communities: Trainings for “tipping grant” recipients rolled up into
overarching measures and connected to community indicators

5. Mothering Asheville Steering Committee: RBA exercise to create the vision for grant proposal and
prioritize measures; ongoing evaluation support for alignment across measures and with key strategies
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(\ ’) COMMUNITY FOOD STRATEGIES

A visioning exercise based on the Results Based Accountability (RBA) framework was o | EmpOWEI’ /OCG/ fOOd COUHCI/S Wlth

conducted at six regional food network gatherings across North Carolina in 2016. COMMUNITY FOOD . . .
STRATEGIES knowledge and organizational capacity to

positively impact their community’s local

food and farm economy.

REGIONALVISIONING DATA

RESULT:
A thriving, sustainable community-based food
system across all of North Carolina.

EXPERIENCE: - resens Process: Convenings with food councils

Th rdcloud to th

R e ot and partners across the state to understand
define the experience if (i Bnsimsases

regional priorities for food systems change
indicators

the result were true.

TOP INDICATORS BY REGION:
Common indicators identified in three regions are in blue.

Sample Community Indicators:

CHARLOTTE: SOUTHEAST: ) ) .
= o oixhock sommnyihorse gurdens il -~ et - * % of producers/population with a livable
«  # of farmland acres in production * % of food secure families * % of food budget spent on local products
* % farmers making a livable wage * % of population with a healthy weight * Distance to healthy food outlet Wage

# of restaurants sourcing local foods * § of local food sales . z’évof pc'.ppu:at:cn:j that is food secure
+ Distance from resident homes to purchase *  Amount of direct sales by local farmers s ater quality indicators ope

local, healthy food a g *  Profits from local farms ° % Of fOOd secure fa mi I Ies

# of GAP certified farmers TRIAD: *  # of schools teaching agriculture curriculum . . .

Average age of farmers % of farmers markets that accept SNAP, EBT,WIC, *  Happiness index i D | Sta nce ( I OoOw-Incom e) resi d e ntS tO

senior vouchers

NORTHEAST: + Distance low-income residents are to grocery YYESTERN: h ea Ithy fOOd out I ets
= # of supply chain connections store * % of population with a livable wage

# of economic opportunities in food & farming for = % of local institutions sourcing local foods * % of food secure families

people of color and/or low-income individuals = Happiness Index * % of population with chronic disease
= # of viable small farms * % of population that is food secure »  #offarmland acres in (food) production
s % of population with chronic disease related » % of population with diabetes or * $ oflocal food sales

to diet or food production hypertension * # of pounds of food diverted from landfills
s  $ of local food sales = # of favorable policies supporting local foods * % of community satisfied with leadership and their

# of minority farm owners or principle operators ability to be heard

# of acres in small-scale production *  $ of SNAP vouchers at farmers markets

www.communityfoodstrategies.org




WNC HEALTHY IMPACT INITIATIVE
Partnership and coordinated process (16 counties’ hospitals —  WNC ———
+ public health agencies) to assess health needs, develop

collaborative plans, take coordinated action, and evaluate HE ALTH

What “fell
off” the list

Locally

identified

What the
regional

rogress and impact. o priority dueto data tells
Pres ’ —— NETWORK —— | arees tanbi
Process: Data collection for Community Health e L \ J
Assessments (CHA) and Community Health Improvement
Processes (CHIP) across WNC. Social Determinants Regional Priority Areas
Regional Priority Scorecard (draft) developed to address L T N aRe
regional priority at a local level by: Connecting to regional R e e
partners, evidence-based interventions, local news & o8 12 Indicators of Social Determinants of Health = o= = =
researCh and funding Opportunities; Dlsp|ay|ng Shared © BT individuals with < High School Education (arithmetic mean) 2015 305 w5 5% W
topics of interest for peer support, alignment, and learning;  © £ couenois win tmesmo e 05 210% >0 0%
Identifying shared performance measures & regional © [ B single-parent Households 2005 2135 >0 o%->
compa rison data o B2 Low Access to Food Sources 2012 10474 0 0%
© mHoLlseholds Living in Rental Housing 2015 95,205 A s 11% A
© wHoLlseholds Paying =30% of Income on Rent 2015 95,205 A s 11% A

Sample Community Indicators: (See Scorecard)

4] m Households with No Transportation

4] @ Crowded Households (>1 perscn/room)

Sample Strategies and Resources: Adverse Childhood o [0 BEZD ecion Household ncome 015 3215 N 1 aw A
Experiences Collaboratives, Clinical/Community o [77) B incividusis Living Below Federal Poverty Line 215 30061 A5 1% A
Connections, Early Childhood Education, Food Security, © (11 B Unemployed Individusis (arthmetic mean) 26 5 w1 0%
HOUSinE, SDOH Eguit:: © @Uninsuredlndividuals 2015 83,849 w3  -27% W




Overarching Themes

Six Overarching Themes in All Reports- Connected to Diversified Economy and Increased Equity

#1 EMPLOYMENT CREATION

#2 TRAINING and SUPPORT (FOR Increased and Equitable INCOME GENERATION)
-including education to some extent

#3 BUILT ENVIRONMENT: AFFORDABLE, QUALITY HOUSING & REAL ESTATE
INFRASTRUCTURE

#4 TRANSPORTATION
#5 LAND USE PLANNING AND ENVIRONMENTAL SUSTAINABILITY
#6 HEALTHCARE

Three Themes Connected to Other Focus Areas (Aligned with Futures Report; not present across all
reports)

#7 SHARED VISION
#8 EXPAND LEADERSHIP
#9 COMMUNITY ENGAGEMENT/COOPERATION

Local Strategic Plans Reviewed:

Living Asheville: Comprehensive Plan for Our Future — May 2017
Buncombe County Sustainability Plan Update — March 2017

AVL 5X5 VISION 2020 — Dec 2015

Gro WNC Regional Plan for 2040 — May 2013

FUTURES GROUP: ASHEVILLE/BUNCOMBE COUNTY
STRATEGIC PLAN CROSSWALK
Forum for discussing and catalyzing actions that will
advantage AVL/BC five years out and beyond.

Process: Multi-disciplinary team reviewed local strategic
plans and synthesized priority areas and themes. Found six
overarching themes and presented sample strategies and
performance measures for each as well as other findings.

Sample Cls and PMs

Employment Creation:

* % employment rates in disadvantaged communities (Cl)

* # of new jobs with earnings above $50k announced
through the Chamber of Commerce (PM)

Training and Support:

e # of children enrolled in four- and five-star rated child care
centers (PM)

* # of participants in financial education classes through
OnTrack Financial (PM)

Community Engagement:

* # of citizens applying for Buncombe County boards (Cl)



http://www.ashevillenc.gov/departments/urban_design/comprehensive_plan/default.htm#draft
https://www.buncombecounty.org/common/planning/sustainability-plan-update.pdf
http://www.ashevillechamber.org/sites/default/files/asheville-5x5/EDC_AVL_5x5_Vision_2020.pdf
http://www.gro-wnc.org/pdf/Regional%20Plan/GroWNC_Regional_Plan_Final_small.pdf

Building a More Resilient Community

. e It means that you cas
Being resilient

means being able to roll

with the punches, power 10 get throagh life's
day to day challesges, bt
sometumes the challenges
can become overwhelming
and we caa't do it alcae.

Bancombe County i woeksag 10 grve our
commanity a strong foundation by supporting
tniteatives that badd resiliency. If we work
together we can create 3 stronger, safer, move
rentheat communtty.

When things get tough, we
support one another and
tip the balance toward
positive outcomes.

Buncombe County is Resilient Positive support can

como from many

The peopie of Buncosbe County aze sdevady -
different sources

restheat. Whes Seags pet tough, we mpport
one another and tip the belance toward postrre
ouicomes It 15 Ble 2 scale with negative weights o

OUS 450 S0l podiine Weighte on s ol Buncombe County is Resourcoful

When the positives outweigh the negatives, you
a7 Spping towasds Beag renbeat. Positive suppost
can come from maoy didfereat somces includiag
vour fxmily, fnends, fath, and from within

Restlieacy is supported when strong public structures are
2 place that belp peevent barm, 20d belp people thrsve, Just
Eke investag in roads and highways 10 make travel safer, &t
s critical to tovest @ supports that help communities come
Sogether to tackle servons tseues,

Like 2 power grid, many partners come together to budd
the resource grid, azd ultimately, commensties can fill out
their own grid of resources with uniqoe, comupanity dased
moluhons to wmque challenges

It can mesn reaching out to those aronad you
that need belp, or accepting the help of
others. It can look ke 2 community
garden or 1t can sound like a chotr
maging. 1t can feel like Mting up and
seeing clearly

FUNDED BY HEALTH FEDERATION OF PHILADELPHIA AND THE ROBERT WOOD JOHNSON FOUNDATION

MOBILIZING ACTION FOR RESILIENT COMMUNITIES (MARC)
Creating a trauma-informed workforce and bolstering community awareness of
the impact of trauma and resources to prevent and heal. Tipping Point Grants
‘stack’ positive factors and ‘off-load’ negative factors.

Process: RBA trainings for staff and “tipping point” grant recipients to identify
performance measures, aggregate and “roll up” measures and connect to
community indicators for CHIP, trauma and resilience

Sample Community Indicators and Areas:(some race/ethnicity comparisons)
Poverty measures, “Meal Gap” (budget shortfall for food), ACE scores, health
measures, access measures (to food, health care), poisoning deaths,
CPS/maltreatment reports, early intervention services enrollment,
unemployment rates, incarceration rates, graduation rates, premature deaths

Sample Performance Measures:

# of community partners/agencies engaged

# of resources created

# key types of development evaluation activities conducted by staff

S invested (through grant) AND by community (comparison)

# of changes made- community partners/providers who increased resiliency,
coping skills, knowledge and improved behaviors




MOTHERING ASHEVILLE
Advocate for institutional policies that address structural racism, implicit bias,
access to care, and social determinants of health to promote increased access to
preventive services in community-based settings (for Black women).

Process: RBA exercise to co-create vision for implementation grant proposal,
prioritize community indicators and performance measures. Scorecard to review
regularly, track progress and revisit connections to strategy areas.

Sample Community Indicators: (race/ethnicity comparisons) Disparities in IMRs,
poverty rates, high school graduation rates, single parent households

Sample Performance Measures connected to each Strategy Area:

* Increase Community Capacity and Sustainability: # of community leaders trained in facilitative leadership, breastfeeding,
doula services, safe sleep, or preconception/interconception related- community advocacy

e Support a Clinical Shift to Community-Centered Health: % of African- American pregnant women served by MA doulas who
attend prenatal care within the first trimester, attend the postpartum visit, and deliver full term

* Impact Community and Environmental Policy Change: Ss of funding for Community Health Workers and reimbursement for
Doulas for pregnant and postpartum African-American women in Buncombe County

* Expand Strategic Communications: # of earned media (web and print publications, broadcast) mentions of the disparity in
infant mortality among African Americans and the efforts by CCHH in Buncombe County in local and statewide media




Lessons Learned and Recommendations

1. BOTH WAYS WORK: CONNECT STRATEGIES TO RESULTS AND MEASURES

2. CONSIDER ALIGNMENT AND ROLLING UP

3. MAKE COMPARISONS TO UNDERSTAND NEEDS AND TAKE AN EQUITY APPROACH
4. PROMOTE DATA-DRIVEN DECISION MAKING

5. PRIORITIZE MEASURES TO STREAMLINE THE COMPLEXITY
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1. BOTH WAYS WORK:

CONNECT STRATEGIES TO RESULTS
AND MEASURES How much How well

» Start with the result and how you would did we did )Ne do
measure “better off” for our communities d“ it?
overall (community indicators) or the
people served (performance measures),
then work backwards to strategies

» OR Start with strategies (what you do or
plan to) and then connect to performance
measures and indicators

Strategies

Effort

Is anyon
better off?

Results & Measures

Effect

_5\ N.C. Center for
Health<:Wellness

UNC Asheville
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I'_\:Ih‘olc popul:tii;l;!-su&:_fmwno in Buncombe County & hoahy_ |

g safe and thriving. (Communities and indhiduals are more resdlent) o
'§ ‘g Population lndiqa.um: Buncombe County Commurity Mealth E
2. CONSIDER ALIGNMENT §§ g -
- Substance abuse
AND ROLLING UP - infant ottty
= QCbesity & chronic dsease
> Between YOUR performance measures Wmﬁ'x;;m;m“:;zmmm : 8
(across projects or departments and rolling e b e locel ooy, atub oo st § I
. have a voice In developing infrastructure is a critical n
up to various levels of your agency) component of resdience
Performance Measures: CoThinkk
»Between your performance measures and provknayfsties e
Communlty |ndlcators N capacity bualdng werkshopy/events | % incressa in inowledge and capacity
0 community issms addeessed and N Incremme in waderdip development
»With partners measures R Winrsne i commnty sngngemen
g 'E partrarkips % iIncresan n wiratnucture ;
a Is anyone | better off? -
E g Comununities able to pnoritae ssues More equtable outcomes ‘;‘:‘
§ rolevant to them I ST '_,t-

Communtty leaderytp provded from Dversty breech encvabion and
withm economic opgortunities

Investment i nest generaton and
multi-generational leadenhip




5. MAKE COMPARISONS TO UNDERSTAND NEEDS AND TAKE AN EQUITY APPROACH
» Stratify/disaggregate data and compare to take an equity approach and get a full(er) picture

Percentage of Disadvantaged Students who Graduate High School in Four Years - Comparison

50 :7<——-’""\

2006 2007 2008 2008 2010 2011 2012 2013 2014 2015 2016

o [CI-HSCRD] P of D wha Gradu mHIghdenll n Four Years
o [CI-HSGRLEP] Urkted Eng. Proficlency- Diyng. HS Grad. Rate

[Q-HSCRT] Pevventups of Students sha Craduats High Scheol In Four Years
o- [C1-HSCRSD Students with Disablitdes— Disag. HS Grad. Rate

o [CI-HSGRA] Aslwn — Dixag. High Schoal Grad. Rwtes
-0~ [CI-HSGRW] Whita - Disag. High School Graduadon Rames

Percentage of Students wheo Graduate High School in Four Years - Co

el
e ——

90 /

i —//

~,————C

; /
50
2008 2009 2010 2011 2012 2013 2014 2015 2016
o [CI-HSCRT] of who High Schoal In Four Years o [A-HSGRAI] Amerimn Indlans- Disag. High School Crad. Rates.

-0~ [CH-HSGRE] Biack — Disag. High Schood Grad. Rates o~ [CH-HSGRH] Hispanic — Disng. High School Grad. Retes




4. PROMOTE DATA-DRIVEN DECISION MAKING

> Review data regularly to determine needs, find gaps in services offered, allocate resources

» Look at connections between performance measures and community indicators to ask:
» Are we doing the right things and are we doing things right?

LEGEND L o .
_lr CarolinasH.. 1 ¥ & \/ 'eSI'I

Median household income

$)

Median household
income estimate
. > 98,625 to y SR - -

184,336 Mooresville Economic Determinants
By >63516t098,625 rS = of Health

) >40,948t063,516

Individuals and families living in

poverty are most likely to live in

unsafe homes and neighborhoods,

often with limited access to healthy 4
foods, employment options, and

quality schools (1). Median

household income, unemployment, V
uninsured residents, and residents

living in poverty are key economic
indicators.

[™ 13,735t0 40,948

Spartanburg

Show Median Income

-\ g l
Esri, HERE, Garmin, NGA, USGS, NPS | Esri, HERE, NPS  h==] [ Show % Below Poverty

NC Institute for Public Health SDOH Map




3. PRIORITIZE I\/IEASURES
TO STREAM

Social and

Community
Laws, Policies, Context

Systems
Strengthening,

Interactions ’

Health and
Health Care

Economic
Stability

Neighborhood,
Built Environment
and Polices

Social and
Community
Context

Health and Health
Care Services and
Systems

Individual
Education and
Employment




Prioritizing Measures: RBA Filters

® Data Power

We have the data or it’s easy to get. Reliable. Valid. If we don’t have the data but it feels
important, we add the measure to our Data Development Agenda

®* Communication Power

The data can be understood by the intended audience. You may have different
measures for different audiences (funders, general public, staff).

®* Connective/Proxy Power
3 N.C. Center for

The information feels important. It is connected to the work you do and to
Health<Wellness

other important measures of performance or population wellbeing. Tl



any Community Indicator Sources and
easures

€5 o T 3 DHHS Releases Interactive Map Showing

9
= o Suggested Sites Stariup (100% Federal Poverty Level)

Housing Cost Burden 322% 31.6% 2012-2016

Social Determinants of Health Indicators

more of household income on
Across North Caroli
Select a Metric Unemployment 38 51 2016 cross or aro Ina
Unemployment rate
High-Quality Child Care 69.0% T3% 2016-2017
% of kids in 4/5 star child care
ot Food Insecurity 13.9% 16.5% 2015

Social and Economic Factors A % of population that is food
insecure

Data Availability:
BA city Levet only NI Census Tract Maps &% Demographic Groups

Low Access to a Grocery Store 21.6% N/A 2015
% of population with low access to

a grocery store

Transportation 5.6% 6.3% 2016
% of households without access to

a vehicle

High Scheol Graduation © - Racial/Ethnic Diversity &
Reading iency n ism @
(0]

Children in Poverty ©

Housing Cost, Excessive @ Violent Crime 2826 374.9 2016
Violent crime rate per 100,000

population

Life expectancy 789 78 2014-2016
Life expectancy (years) at birth -

avg.

Racial Disparity in Life Expectancy White : Black White : Black 2014-2018
Life expectancy (years) at birth 79.3:73.4 78.8:75.8

Events News Blog Directions m DHHS Home | A-Z Site Map | Divi About Us | Contacts
OUR WORK NC HEALTH DATA AND RESOURCES PUBLICATION North Carolina State Center
for Health Statistics

Segregation @

Unemployment @ Violent Crime ©

Income Inequality @ - Neighborhood Racial/Ethnic

fers for Disease Control and Prevention ‘:B
2477 Saving Lves, Profocting Paoplom

CDCAZINDEX v

@NCIOM

ABOUT US

sconinanss of Heaoh (SDOK)

BRANCHES AND PROGRAMS STATISTICS AND REPORTS INTERACTIVE HEALTH DATA el -
N o RTH CARO LI N A Co U N I | DHHS > DPH > 5CHS Sources for Dataon SDOH Sources for Data on Social Determinants of Health

SCHS Home

H EALTH p RO FI LES GUEN: U N.C. State Center for Health Statistics wereearcnoon + [EIED

Tools for Putting SDOH into.
Contacts Ao

_ The North Carolina State Center for Health Statistics is responsible for data collection, health-related
e T research, production of reports and maintenance of a comprehensive collection of health statistics. We i DreaE A
Recently Added Publicalions . . " f : N et N i .
provide high quality health information for better informed decisions and effective health policies. Our goal is

Mailing List for Publications :g;v"rm\s«usww

. to improve the health of all Nerth Carolinians and their communities.
Vit Focts: A Tvical Day inNrth e SOURCES FOR DATA

NC COUNTY HEALTH DATA Select a topic ot e ON SOCIAL DETERMINANTS

B
U =
Vital Records OF HEALTH .

This interactive county map aggregates key health data for North

Carolina’s one hundred counties. The map can be filtered to show a © Uninsured Adults Other Sites
statewide comparison for four health topics: uninsured adults, ® Doverty Jobs at N.C. DHHS | Terms of Use | Accessibility | Contact the Webmaster
poverty, infant mortality, and heart disease. u{.‘.ECj\EE_?E‘NE“BOF Updated: June 15, 2018
HUMAN SERVICES

® nfant Mortality Data can be a catalyst for impeoving community health and well-being, Understanding dat of heaith, suc e. oducational
level, 2d by CDC

references todata sources outside of CDC

® Heart Disease



Prioritizing Measures: RBA Filters

® Data Power

We have the data or it’s easy to get. Reliable. Valid. If we don’t have the data but it feels
important, we add the measure to our Data Development Agenda

®* Communication Power

The data can be understood by the intended audience. You may have different
measures for different audiences (funders, general public, staff).

®* Connective/Proxy Power
3 N.C. Center for

The information feels important. It is connected to the work you do and to
Health<Wellness

other important measures of performance or population wellbeing. Tl
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Prioritizing Measures for SDOH

®* Connective/Proxy Power

The information feels important. It is connected to the work you do and to

other important measures of performance or population wellbeing.

» Think about the intersections between social and physical determinant areas

» Look at people in environments (rent burdened households, living wages)

» Consider large, long term ROI (early education, 3" grade reading levels as
indications of future success)

» Equity approaches

_5\ N.C. Center for
Health<:Wellness

at UNC Asheville

Culture of Resultsw



Example Headline Community Indicators for SDOH

» Availability of healthy food,
affordable housing,
Built ansportation, green spaces,

Environment sidewalks

.

\a

» Living wage rates,
poverty rates, rent-

burdened households e Laws, Policies, Social and > Safety and resiliency measures
Stability Systems Community (trust), resource grids/
Strengthening, Context vulnerability measures

Interactions

» Voting rates

5 \

» Accessibility of health care,
Health and cultural competency and
Health Care languages of workforce

. ARG

» Quality and availability‘\of
Early Childhood Educatia
programs




Headline Performance Measures for SDOH-Changes in:

» Stable housing

Built
Environment

Ao 4

Laws, Policies, Social and
Systems Community
Strengthening, Context
Interactions

» Household income Economic
Stability

» Level of social support

» Civic engagement

rates, revised
’ policies ’
» Proficiency and

educational attainment

Health and
@ 37 grade and high
school

» Insurance, self-rated health
Health Care status




Thank you for all you do to contribute!

Word cloud of the results for the initiatives described today




Discussion

Any questions? Comments?

What are other measures people are using?

Did any of the measures you heard about today seem particularly
important for the recommendations this group will be providing?

Did any of the lessons learned resonate?

=" N.C. Center for
Health<:Wellness

at UNC Asheville

Culture of Resultsw
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HANDQOUTS: The Joyful Complexity of Measuring

Social Determinants of Health

NC IOM Accountable Care Communities Task Force
June 29, 2018 11am
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RBA Terms and Definitions

Result
g > * A condition of well-being for children, adults, families or communities (whole
= g populations)
> 5 Indicator
2 8 . .
E 2 * A measure which helps quantify the achievement of a result —
Strategy > C_E
~ ¢ A coherent collection of actions (programs, initiatives, systems, and services) § C__D:
that has a reasoned chance of improving results — é g
Performance Measures 53
@

* A measure of how well a program, agency, service system or strategy is .
=" NC.Center for

working: = Health-Wellness
» How much did we do? How well did we do it? Is anyone better off?



RBA Terms and Definitions- ACC Example

Result
* Healthy, safe, thriving and supported communities across North Carolina

Indicator
* % of North Carolinians Making Living Wages

Population
Accountability
A

Strategy
* ACCs will inventory existing and needed community resources, target
individuals in need, refer to needed resources, and facilitate navigation across

A1111geIuN022Yy
9duew.lojiod

community and health system services. -
Performance Measures
* # of community resources inventoried (how much), % of people in need who
are referred to workforce development programs (how well), % who increase —  : [|Sgenterfor
their household income through participation (better off)



Examples of Partners, Processes and Measures

1. Community Food Strategies- Regional Community Indicators: Multi-year work to train partners in RBA,
deveIoElng and prioritizing community indicators which were aggregated, then beginning to “turn the curve”
through key strategies

2. WNC Healthy Impact- Regional Priority Scorecard for SDOH: Support the network in creating regional
community health assessment priorities (3) including SDOH, and community indicators infused with RBA
processes

3. UNCA Community Engagement Council: Led RBA exercises for faculty and staff across departments to
identify results, workgroup on community indicator “buckets” and sample indicators connected to required
performance measures

4. Futures Group- Crosswalk of Asheville and Buncombe County Strategic Plans: Multidisciplinary research
team reviewed strategic plans for common themes and community indicators

5. Mobilizing Action for Resilient Communities: Trainings for “tipping grant” recipients rolled up into
overarching measures and connected to community indicators

6. Mothering Asheville Steering Committee: RBA exercise to create the vision for grant proposal and

prioritizing community indicators and performance measures as connected to strategies *“\‘NC Center for

Health<.Wellness

at UNC Asheville

Culture of Resultsw



(\ ’) COMMUNITY FOOD STRATEGIES

A visioning exercise based on the Results Based Accountability (RBA) framework was o | EmpOWEI’ /OCG/ fOOd COUHCI/S Wlth

conducted at six regional food network gatherings across North Carolina in 2016. COMMUNITY FOOD . . .
STRATEGIES knowledge and organizational capacity to

positively impact their community’s local

food and farm economy.

REGIONALVISIONING DATA

RESULT:
A thriving, sustainable community-based food
system across all of North Carolina.

EXPERIENCE: - resens Process: Convenings with food councils

Th rdcloud to th

R e ot and partners across the state to understand
define the experience if (i Bnsimsases

regional priorities for food systems change
indicators

the result were true.

TOP INDICATORS BY REGION:
Common indicators identified in three regions are in blue.

Sample Community Indicators:

CHARLOTTE: SOUTHEAST: ) ) .
= o oixhock sommnyihorse gurdens il -~ et - * % of producers/population with a livable
«  # of farmland acres in production * % of food secure families * % of food budget spent on local products
* % farmers making a livable wage * % of population with a healthy weight * Distance to healthy food outlet Wage

# of restaurants sourcing local foods * § of local food sales . z’évof pc'.ppu:at:cn:j that is food secure
+ Distance from resident homes to purchase *  Amount of direct sales by local farmers s ater quality indicators ope

local, healthy food a g *  Profits from local farms ° % Of fOOd secure fa mi I Ies

# of GAP certified farmers TRIAD: *  # of schools teaching agriculture curriculum . . .

Average age of farmers % of farmers markets that accept SNAP, EBT,WIC, *  Happiness index i D | Sta nce ( I OoOw-Incom e) resi d e ntS tO

senior vouchers

NORTHEAST: + Distance low-income residents are to grocery YYESTERN: h ea Ithy fOOd out I ets
= # of supply chain connections store * % of population with a livable wage

# of economic opportunities in food & farming for = % of local institutions sourcing local foods * % of food secure families

people of color and/or low-income individuals = Happiness Index * % of population with chronic disease
= # of viable small farms * % of population that is food secure »  #offarmland acres in (food) production
s % of population with chronic disease related » % of population with diabetes or * $ oflocal food sales

to diet or food production hypertension * # of pounds of food diverted from landfills
s  $ of local food sales = # of favorable policies supporting local foods * % of community satisfied with leadership and their

# of minority farm owners or principle operators ability to be heard

# of acres in small-scale production *  $ of SNAP vouchers at farmers markets

www.communityfoodstrategies.org




WNC HEALTHY IMPACT INITIATIVE
Partnership and coordinated process (16 counties’ hospitals —  WNC ———

+ public health agencies) to assess health needs, develop Tocalls What el T
collaborative plans, take coordinated action, and evaluate HE ALTH identified off"(; zlgetiist ;efiotn?ll
rogress and impact. priority il ata tells
Pres ’ —— NETWORK —— o= aslii
Process: Data collection for Community Health e L \ |
Assessments (CHA) and Community Health Improvement
Processes (CHIP) across WNC. Social Determinants Regional Priority Areas
Regional Priority Scorecard (draft) developed to address L T N aRe
regional priority at a local level by: Connecting to regional R e e
partners, evidence-based interventions, local news & o8 12 Indicators of Social Determinants of Health = o= = =
researCh and funding Opportunities; Dlsp|ay|ng Shared © BT individuals with < High School Education (arithmetic mean) 2015 305 N5 5% W
topics of interest for peer support, alignment, and learning;  © £ couenois win tmesmo e 05 210% >0 0%
Identifying shared Performance Measures & regional © [ B single-parent Households 2005 2135 >0 o%->
compa rison data o B2 Low Access to Food Sources 2012 10474 0 0%
© m Households Living in Rental Housing 2015 95,205 A s 11% A
© w Households Paying =30% of Income on Rent 2015 95,205 A s 11% A

Sample Community Indicators: (See Scorecard)

4] m Households with No Transportation

4] @ Crowded Households (>1 perscn/room)

Sample Strategies and Resources: Adverse Childhood o [0 BEZD ecion Household ncome 015 3215 N 1 aw A
Experiences Collaboratives, Clinical/Community o [77) B incividusis Living Below Federal Poverty Line 215 30061 A5 1% A
Connections, Early Childhood Education, Food Security, © (11 B Unemployed Individusis (arthmetic mean) 26 5 w1 0%
Housing, SDOH Eguit!: © @Uninsured Individuals 2015 83,849 w3  -27% W




UNCA COMMUNITY ENGAGEMENT COUNCIL
Strengthen UNCA impact through civic and cultural engagement, sustained
partnerships and focus on economic vibrancy.

Process: RBA Whole Distance Exercise for population results; Subgroup looks
at community indicator areas to match results and researches available data,
looks at alighment with other indicators (UNC, City and National) and required

'l---:' W
INSPIRE MW YW =4 performance measure reports

. s S  Sample Community Indicators and Areas:
INNOVATE, a 1) Educational Attainment: % NC students completing high school in four

= years (comparisons by race/ethnicity and among “disadvantaged groups”); 2)
ENGAG E, . A0 5 Economic Self-Sufficiency: Median Household Income; % of rent burdened
households; 3) Health Status: % of NC adults who report good, very good,
excellent health; % of NC adults who couldn’t access needed care 4)

Environment Accessibility and Sustainability: Transportation Indicators (BC

RESULTS: 1) OUR COMMUNITY IS EDUCATED, HEALTHY, SAFE, CHIP Pedestrian/Bus Counts); Greenspaces/Experiencing Outdoors Indicator
Z:sz\ég&ﬁ_L'ENT AND [N HARVIONY WITH THE NATURAL (Kids in Parks Counts); 5) Civic Leadership and Community Participation:
Voting rates

THE STRATEGIC PLAN

FOR UNC ASHEVILLE AS ”-\/“L[ '

2) ALL PEOPLE HAVE ACCESS TO THE EDUCATIONAL RESOURCES
NECESSARY FOR MEANINGFUL EMPLOYMENT AND TO HELP THEM MAKE
INFORMED DECISIONS ABOUT THEIR LIVES AND THE COMMUNITY. Sample Performance Measures: https://results.unca.edu/strategic-plan

Economic Impact Analysis: $450 million contributed to the community



https://results.unca.edu/strategic-plan

Overarching Themes

Six Overarching Themes in All Reports- Connected to Diversified Economy and Increased Equity

#1 EMPLOYMENT CREATION

#2 TRAINING and SUPPORT (FOR Increased and Equitable INCOME GENERATION)
-including education to some extent

#3 BUILT ENVIRONMENT: AFFORDABLE, QUALITY HOUSING & REAL ESTATE
INFRASTRUCTURE

#4 TRANSPORTATION
#5 LAND USE PLANNING AND ENVIRONMENTAL SUSTAINABILITY
#6 HEALTHCARE

Three Themes Connected to Other Focus Areas (Aligned with Futures Report; not present across all
reports)

#7 SHARED VISION
#8 EXPAND LEADERSHIP
#9 COMMUNITY ENGAGEMENT/COOPERATION

Local Strategic Plans Reviewed:

Living Asheville: Comprehensive Plan for Our Future — May 2017
Buncombe County Sustainability Plan Update — March 2017

AVL 5X5 VISION 2020 — Dec 2015

Gro WNC Regional Plan for 2040 — May 2013

FUTURES GROUP: ASHEVILLE/BUNCOMBE COUNTY
STRATEGIC PLAN CROSSWALK
Forum for discussing and catalyzing actions that will
advantage AVL/BC five years out and beyond.

Process: Multi-disciplinary team reviewed local strategic
plans and synthesized priority areas and themes. Found six
overarching themes and presented sample strategies and
performance measures for each as well as other findings.

Sample Cls and PMs

Employment Creation:

* % employment rates in disadvantaged communities (Cl)

* # of new jobs with earnings above $50k announced
through the Chamber of Commerce (PM)

Training and Support:

e # of children enrolled in four- and five-star rated child care
centers (PM)

* # of participants in financial education classes through
OnTrack Financial (PM)

Community Engagement:

* # of citizens applying for Buncombe County boards (Cl)



http://www.ashevillenc.gov/departments/urban_design/comprehensive_plan/default.htm#draft
https://www.buncombecounty.org/common/planning/sustainability-plan-update.pdf
http://www.ashevillechamber.org/sites/default/files/asheville-5x5/EDC_AVL_5x5_Vision_2020.pdf
http://www.gro-wnc.org/pdf/Regional%20Plan/GroWNC_Regional_Plan_Final_small.pdf

Building a More Resilient Community

. e It means that you cas
Being resilient

means being able to roll

with the punches, power 10 get throagh life's
day to day challesges, bt
sometumes the challenges
can become overwhelming
and we caa't do it alcae.

Bancombe County i woeksag 10 grve our
commanity a strong foundation by supporting
tniteatives that badd resiliency. If we work
together we can create 3 stronger, safer, move
rentheat communtty.

When things get tough, we
support one another and
tip the balance toward
positive outcomes.

Buncombe County is Resilient Positive support can

como from many

The peopie of Buncosbe County aze sdevady -
different sources

restheat. Whes Seags pet tough, we mpport
one another and tip the belance toward postrre
ouicomes It 15 Ble 2 scale with negative weights o

OUS 450 S0l podiine Weighte on s ol Buncombe County is Resourcoful

When the positives outweigh the negatives, you
a7 Spping towasds Beag renbeat. Positive suppost
can come from maoy didfereat somces includiag
vour fxmily, fnends, fath, and from within

Restlieacy is supported when strong public structures are
2 place that belp peevent barm, 20d belp people thrsve, Just
Eke investag in roads and highways 10 make travel safer, &t
s critical to tovest @ supports that help communities come
Sogether to tackle servons tseues,

Like 2 power grid, many partners come together to budd
the resource grid, azd ultimately, commensties can fill out
their own grid of resources with uniqoe, comupanity dased
moluhons to wmque challenges

It can mesn reaching out to those aronad you
that need belp, or accepting the help of
others. It can look ke 2 community
garden or 1t can sound like a chotr
maging. 1t can feel like Mting up and
seeing clearly

FUNDED BY HEALTH FEDERATION OF PHILADELPHIA AND THE ROBERT WOOD JOHNSON FOUNDATION

MOBILIZING ACTION FOR RESILIENT COMMUNITIES (MARC)
Creating a trauma-informed workforce and bolstering community awareness of
the impact of trauma and resources to prevent and heal. Tipping Point Grants
‘stack’ positive factors and ‘off-load’ negative factors.

Process: RBA trainings for staff and “tipping point” grant recipients to identify
performance measures, aggregate and “roll up” measures and connect to
community indicators for CHIP, trauma and resilience

Sample Community Indicators and Areas:(some race/ethnicity comparisons)
Poverty measures, “Meal Gap” (budget shortfall for food), ACE scores, health
measures, access measures (to food, health care), poisoning deaths,
CPS/maltreatment reports, early intervention services enrollment,
unemployment rates, incarceration rates, graduation rates, premature deaths

Sample Performance Measures:

# of community partners/agencies engaged

# of resources created

# key types of development evaluation activities conducted by staff

S invested (through grant) AND by community (comparison)

% of changes made- community partners/providers who increased resiliency,
coping skills, knowledge and improved behaviors




MOTHERING ASHEVILLE
Advocate for institutional policies that address structural racism, implicit bias,
access to care, and social determinants of health to promote increased access to
preventive services in community-based settings (for Black women).

Process: RBA exercise to co-create vision for implementation grant proposal,
prioritize community indicators and performance measures. Scorecard to review
regularly, track progress and revisit connections to strategy areas.

Sample Community Indicators: (race/ethnicity comparisons) Disparities in IMRs,
poverty rates, high school graduation rates, single parent households

Sample Performance Measures connected to each Strategy Area:

* Increase Community Capacity and Sustainability: # of community leaders trained in facilitative leadership, breastfeeding,
doula services, safe sleep, or preconception/interconception related- community advocacy

e Support a Clinical Shift to Community-Centered Health: % of African- American pregnant women served by MA doulas who
attend prenatal care within the first trimester, attend the postpartum visit, and deliver full term

* Impact Community and Environmental Policy Change: Ss of funding for Community Health Workers and reimbursement for
Doulas for pregnant and postpartum African-American women in Buncombe County

* Expand Strategic Communications: # of earned media (web and print publications, broadcast) mentions of the disparity in
infant mortality among African Americans and the efforts by CCHH in Buncombe County in local and statewide media




Example Headline Community Indicators for SDOH

» Availability of healthy food,
affordable housing,
Built ansportation, green spaces,

Environment sidewalks

.

\a

» Living wage rates,
poverty rates, rent-

burdened households e Laws, Policies, Social and > Safety and resiliency measures
Stability Systems Community (trust), resource grids/
Strengthening, Context vulnerability measures

Interactions

» Voting rates

5 \

» Accessibility of health care,
Health and cultural competency and
Health Care languages of workforce

. ARG

» Quality and availability‘\of
Early Childhood Educatia
programs




Headline Performance Measures for SDOH-Changes in:

» Stable housing

Built
Environment

Ao 4

Laws, Policies, Social and
Systems Community
Strengthening, Context
Interactions

» Household income Economic
Stability

» Level of social support

» Civic engagement

rates, revised
’ policies ’
» Proficiency and

educational attainment

Health and
@ 37 grade and high
school

» Insurance, self-rated health
Health Care status




