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Good morning! Thank you for taking the time to join us today. Today’s presentation will highlight Well-Ahead Louisiana’s Population Health Cohort. For those of you who may not be familiar with Well-Ahead Louisiana, Well-Ahead is the Bureau of Chronic Disease Prevention and Healthcare Access, which is housed in the OPH-LDH. We have branded all of our outward facing work as Well-Ahead Louisiana. 
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Well-Ahead Louisiana

* Mission:

- Connecting C
Louisiana’s

Communities to a

Healthier Future.
 \Vision:

 Reduce the burden of
chronic disease for all
Louisiana residents.
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Well-Ahead Louisiana is the chronic disease prevention and healthcare access arm of the state Department of Health.
Our mission is to connect Louisiana’s communities to a healthier future, and our vision is to reduce the burden of chronic disease for all Louisiana residents.

Well-Ahead works alongside leaders at key organizations across the state—child care centers, colleges universities, faith-based organizations, healthcare facilities such as RHCs & FQHCs, Parish Health Units, schools and worksites—helping them to create environments in which everyone can be healthy. 

Specifically through our Provider Education Network, we connect healthcare professionals to tools, training and technical assistance to help them provide the best possible care to their patients, particularly in rural areas.  


Heart Disease Prevention Approach

* Improve Heart Disease Outcomes in Louisiana
« Chronic diseases places a heavy economic burden on Louisiana.

« Suggesting a need to form a systematic process using actionable
strategies to improve the well-being of our residents.

* Build Connections

« Empower Leaders to take an active role in Louisiana's fight against
heart disease.

* Ensure residents have access to quality health services by training and
educating healthcare professionals on best practices and building
connections between the community and clinical sector.
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Chronic diseases place a heavy economic burden on Louisiana, suggesting a need to form a systematic process using actionable strategies to improve the well-being of our residents.**We aim to improve please** **


Improve Heart Disease Outcomes in Louisiana
Chronic diseases places a heavy economic burden on Louisiana.
Suggesting a need to form a systematic process using actionable strategies to improve the well-being of our residents.
Build Connections
Empower Leaders to take an active role in Louisiana's fight against heart disease.
Ensure residents have access to quality health services by training and educating healthcare professionals on best practices and building connections between the community and clinical sector.



HYPERTENSION IN LOUISIANA
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Let’s discuss the problem of hypertension, beginning with a few hard facts about its widespread prevalence in our state.



Heart Disease and Stroke in Louisiana

Heart disease is the

No. 1 killer
in Louisiana. ® 0 O 1 in 3

More th deaths is caused
ore an ;
29 Louisiana by heart disease
residents die of and stroke

heart disease
every day.
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Let’s take a look at some Louisiana specific numbers for HD and Stroke –

Heart disease and stroke are the number one and number five causes of death in Louisiana.
Heart disease has been defined as the Number 1 killer in Louisiana,1 in every 3 deaths is caused by heart disease and stroke.  

Many individuals are “hiding in plain sight”, or have high blood pressure and do not know it. Clinical screenings are an important piece of the health care puzzle. They empower an individual to take control of their own health. 


THE POPULATION HEALTH
COHORT APPROACH
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Now we will discuss the PHC approach.


The Population Health Cohort

A collaborative quality improvement opportunity to improve
population health in Louisiana.

* Implements strategies aimed at improving population health within
a clinical setting, with a specific focus on hypertension, high
cholesterol, and undiagnosed hypertension.

« The PHC offers:

« Coaching to clinical care teams on implementing evidence-based
strategies for heart disease prevention and management.

* Exclusive access to a customized platform for data management and bi-
directional e-referrals to social service networks.
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The Population Health Cohort (PHC):
A collaborative quality improvement opportunity to improve population health in Louisiana. 
Implements strategies aimed at improving population health within a clinical setting, with a specific focus on hypertension, high cholesterol, and undiagnosed hypertension.
The PHC offers:
Coaching to clinical care teams on implementing evidence-based strategies for heart disease prevention and management. 
Exclusive access to a customized platform for data management and bi-directional e-referrals to social service networks. 
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Population Health Cohert sites are healthcare organizations that are implementing evidence-based strategies for heart disease
prevention and management.

Self-Monitored Blood Pressure (SWIBP) Community sites are community-based organizations providing onsite blood pressure
screenings to the community members the organization services,

Self-Monitored Blood Pressure (SMBP) Clinic sites are healthcare organizations partnering with an SMBP Community Site to
offer medical services to participants as a follow up of care.

Data source for age-adjusted heart disease prevalence is from the August 2023 release of CDC PLACES

OWE\E-Ahead Louisiana OWellAheadLA WellAheadlLouisiana @Well-ﬁhead Louisiana
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In this slide you can see our HD Prevelance and Prevention Programs.  The purple indicator is our SMBP clinical sites- which receives the readings and referrals from the SMBP CBO sites indicating in green.

The Blue indicator is our PHC sites in each targeted region and population. 



PHC Outcomes and Impacts; FY23

64,000 Patient
22 Total PHC Sites Populations
Reached

4 New PHC Sites
Established

22,000 Identified 61% Achieved
Elevated Blood Blood Pressure
Pressure Control
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As you can see, the Population Health Cohort had several programmatic successes in FY23. A few to highlight include: 
Our team implemented 4 New PHC Sites in FY23
Brining a total of 22 PHC Sites through out the state
64,000 Patient Populations Reached through the PHC; 
OF those patient populations,
22,000 Identified Elevated Blood Pressure 
61% Achieved Blood Pressure Control






WHAT TO EXPECT



The PHC Approach

* Well-Ahead offers hands-on assistance in implementing evidence-
based practices including:

 Tailored support to help improve quality improvement cycles.
* Integrate best practices to address the social determinants of health.

« Expanded EHR capabilities to monitor health outcomes and refer to
social services.

 PHC facilities will be required to complete a full 1-year initiative.
* 5 new PHC'’s selected annually.
 FQHC’s will be prioritized.

» Selected facilities will be required to sign an agreement that will outline
the organization’s roles, responsibilities and funding requirements.
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Well-Ahead offers hands-on assistance in implementing evidence-based practices including:
Tailored support to help improve quality improvement cycles.
Integrate best practices to address the social determinants of health. 
Expanded EHR capabilities to monitor health outcomes and refer to social services. 
PHC facilities will be required to complete a full 1-year initiative. 
5 new PHC’s selected annually. 
FQHC’s will be prioritized.
Selected facilities will be required to sign an agreement that will outline the organization’s roles, responsibilities and funding requirements. 



PHC Strategies

* Quality Improvement:

* Implement and support the engagement of team-based care (TBC) in a clinical
setting.

 Billing and coding procedures.

« Expanded Health Information Technology Systems:

* Improve the health and quality care for patients at highest risk of cardiovascular
disease by tracking and monitoring clinical and support needs.

* Implementing direct patient referrals to social service networks.

« Addressing Social Determinants of Health:

* Implement systems to link community resources and clinical services to facilitate
bidirectional referrals to clinical and community resources.

» Self-management and lifestyle change strategies to address barriers to accessing
care.
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Quality Improvement:
Implement and support the engagement of team-based care (TBC) in a clinical setting.
Billing and coding procedures. 
Expanded Health Information Technology Systems:
Improve the health and quality care for patients at highest risk of cardiovascular disease by tracking and monitoring clinical and support needs.
Implementing direct patient referrals to social service networks. 
Addressing Social Determinants of Health:
Implement systems to link community resources and clinical services to facilitate bidirectional referrals to clinical and community resources. 
Self-management and lifestyle change strategies to address barriers to accessing care. 



PHC Commitments

* The Participating PHC Facilities Commit To:

« Complete an organizational assessment that explores current practices
and identifies opportunities to expand or strengthen current practices.

 Measure progress toward achieving project goals and deliverables
determined by Well-Ahead Louisiana.

* |dentify an internal project team, including leads and participants.
* |dentify EHR/data analytic needs and capabilities.

* Produce registries of patients with hypertension, high cholesterol, and
un-controlled hypertension.

 Participate in virtual or in-person trainings and ongoing technical
assistance opportunities.

 Participate in post-cohort evaluation measures; including surveys and
iInterviews.
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The Participating PHC Facilities Commit To:
Complete an organizational assessment that explores current practices and identifies opportunities to expand or strengthen current practices.
Measure progress toward achieving project goals and deliverables determined by Well-Ahead Louisiana.
Identify an internal project team, including leads and participants.
Identify EHR/data analytic needs and capabilities.
Produce registries of patients with hypertension, high cholesterol, and un-controlled hypertension. 
Participate in virtual or in-person trainings and ongoing technical assistance opportunities.
Participate in post-cohort evaluation measures; including surveys and interviews.



PHC Incentives

* PHC Incentives Include:

« Contribute to Louisiana’s efforts to improve the health of
those at risk for cardiovascular disease.

» Assist in improving your population health management and
quality metrics.

« Earn a financial incentive of up to $715,000/year.

 Receive one-on-one technical assistance from Well-Ahead
_ouisiana.

* Have opportunities to learn from colleagues and leaders in
cardiovascular disease prevention and management.
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PHC Incentives Include: 
Contribute to Louisiana’s efforts to improve the health of those at risk for cardiovascular disease.
Assist in improving your population health management and quality metrics.
Earn a financial incentive of up to $15,000/year.
Receive one-on-one technical assistance from Well-Ahead Louisiana. 
Have opportunities to learn from colleagues and leaders in cardiovascular disease prevention and management.
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There are established programs that model best practices and demonstrate how BPM looks when it is applied.  One of those programs is called TargetBP.  This program is most often utilized in health care settings and allows health care facilities to track overtime a patient’s blood pressure.  

TargetBP takes into account blood pressure readings that patients take outside the clinic setting. Currently we Implement registration  with the  pop health cohort sites and provide technical assistance with yearly data submission.  Past Cohorts sites have been recognized with silver, bronze, and gold recognition.

https://www.youtube.com/watch?v=9O4EX1CuC5E 

https://www.youtube.com/watch?v=9O4EX1CuC5E
https://targetbp.org/

COMMUNITY PARTNERSHIP
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We can only achieve our mission through community & clinical partnerships.  I would like to introduce one of our current FQHC participant of the 2024 Population Health Cohort.  CareSouth Medical and Dental and now I will turn it over to Elosia. 


CareSouth

MEDICAL & DENTAL

£2

CareSouth Medical and Dental

2023-2024 PHC Site
A Louisiana FQHC
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We are a federally qualified health center. 


Elosia Lopez

« CareSouth Medical & Dental
» Quality Coordinator

MEDICAL & DENTAL

{%3 CareSouth
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Eloisa Lopez is a public health professional working in federally qualified health centers for over 8 years. She specializes in healthcare data with a focus on data quality. Eloisa holds a master's degree in public health from DePaul University and currently works as a Quality Coordinator at CareSouth Medical and Dental. 



CareSouth Medical and Dental

* Mission — to provide quality,
affordable healthcare services with
compassion and respect for all.

* Vision- be a trusted community
health leader and family-centered
medical home that contributes to
the quality of life and overall safety
and health of the communities it
serves.

 Values- compassion, accessibility,
reliability, and excellence
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We are located in Baton Rouge, Donaldsonville, Plaquemine, Shreveport, and Zachary. Annually, we serve over 15,000 patients. 


THE POPULATION HEALTH
COHORT



PHC Strategy Implementation

Strategy 1: Track and monitor clinical and social services needs to improve health and
quality care for patients at highest risk of CVD by utilization of electronic health records.

Utilization of EHR platform Azara to locate and refer patients for social services through the
FindHelp tool. .

Clinical Staff Social Service Care Coordinator Findhelp platform is

identifies any REIEiralis Creale receives referral utilized to search for

: : in the EMR and g h { resoUrces and
social services routed to the care and reaches ou

needed coordinator to the patient referral is created

In AZARA's FindHelp tool, the referral status can be viewed. Also, the number of
referrals can be pulled for monitoring.
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In this pilot, we use the FindHelp website to search for resources based on the patients location. 


PHC Strategy Implementation

Strategy 2: Implement and support the engagement of team-based care (TBC)
In a clinical setting. Utilization of the PRAPARE assessment to screen for social
determinants of health.

Front Desk Staff Completed Clinical support
provides paper assessment is staff enters

Patient checks
in at the front

desk assessment to handed to clinical assessment in
es

patient support staff the EMR

In Athena, a screening report can be pulled to track the number of
PRAPARE assessments.
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In this pilot, the target is uninsured patients. 


PHC Strategy Implementation

= Strategy 3: Implement systems to link community resources and
clinical services.
= CareSouth is listed as a resource within FindHelp and UniteUs platforms.

= CareSouth provides the patient with access to care coordinator,
community health worker, and case manager.

by CareSouth
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CareSouth makes referrals on behalf of the patient, we also receive referrals for clinical services. 


Projections

 After the completion of the
population health cohort, the
intent is to extend the
PRAPARE assessment to the
entire patient population

* The goal is to support the
patient and reduce or
eliminate social barriers.




PHC APPLICATION LAUNCH



FY25 PHC Application Launch!

 FY25 PHC Application Launches
TODAY!

 June 11, 2024

* Application Deadline:
« July 31, 2024

* PHC Selection Announcement:
* August 14, 2024

e FY25 PHC Term Dates:

« September 1, 2024 - June 30,
2025
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FY25 PHC Application Launches TODAY! 
June 11, 2024
Application Deadline:
July 31, 2024
PHC Selection Announcement: 
August 14, 2024
FY25 PHC Term Dates:
September 1, 2024 - June 30, 2025



QUESTIONS?
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Contact Us!

Reotta Pierce; Heart Disease Program Manager
Email: Reotta.Pierce@la.gov

Charmaigne Johnson; Heart Disease Quality
Improvement Manager
Email: Charmaigne.Johnson@la.gov
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Reotta Pierce; Heart Disease Program Manager
Email: Reotta.Pierce@la.gov 

Charmaigne Johnson; Heart Disease Quality Improvement Manager 
Email: Charmaigne.Johnson@la.gov 


mailto:Reotta.Pierce@la.gov
mailto:Charmaigne.Johnson@la.gov
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Thank You for Joining Us!

N |
June 11, 2024 Louisiana’s Health Initiative
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