CLARK COUNTY

COMMISSION
m Clark County Commission on Aging

Webex Remote Meeting
Vancouver, Washington

MEETINGNOTES

Wednesday, August 18,2021
4:30p.m.-6:00p.m.

MembersPresent: Chuck Green (Chair), Franklin Johnson (Vice Chair), Nancy Dong,Cass
Freedland, Amy Gross, Meghan McCarthy, Larry Smith, Tanya Stewart,
PamelaWheeler

Absent:

1. Welcome and call toorder
Chuck Green opened the meeting

Approval of agenda
The agendawas unanimously approved.

Approval of Jul. 21 meeting notes
The meeting notes were unanimously approved.

2. Moderated Discussion/ “Fireside Chat”: Social Determinants of Health
Details on each presentation are availablein the recording on the Commissionwebsite.
Guests: Judy Zerzan-Thul, Washington State Health Care Authority and Gillian Feldmeth, NowPow

Discussion highlights:
What is your personal definition of social determinants of health?

e Judy:theconditionsinwhichpeople areborn, grow,workand age. The terminology for
both myself and the Washington Healthcare Authority is changing from “social
determinants of health” to “health related social needs.” Homelessness, employment,
food, transportation, criminaljustice, etc. are all examples. You could also include
race/ethnicity,incomelevel, etc. Or, whether you have a car, high schooldiploma, etc.
The health-related social needs change over timedependingon life stage.

e Gillian: building off what Judy shared, one thing Iwould add is that I think often the
assumptionisthat asocial determinant of health (SDH) is a negative thing, but there
can bepositive SDH as well. Havingajob can lead to improved health outcomes.
Oftentimes in the communities we work with,taking the asset-based approachcan be
helpful when working with individual community members. In terms of life ages and
stages, theidea that,and COVID exposed this, any of us at any point of time could
enter a scenario where something that wasn’t anissue before could become anissue.
It's important to understand that aswe age and circumstances change, the SDH are
quitedynamic. There’s ahealth affairs blog post talking about theimportance of

For other formats, contact the Clark County ADA Office

Voice 360.397.2322 Relay 711or 800.833.6388

L Fax  360.397.6165
Email ADA@clark.wa.gov




precision when usingthe term “social determinants of health” and talking throughthe
differences of asocial determinant and asocial need. Theway we intervene could be
different.

How can communities identify the Social Determinants of Health that are most relevant to
their aging residents? And once identified, how can communities address these factors
holistically?

Gillian: NowPow s a health technology company. It’s a play on words for Knowledgeis
Power.We provide peoplewith the knowledge of resources in their community that
may help address identified needs. Many of our partners, whichinvolve health systems,
community-based organizations, health departments, etc. use our tech to
systematically assess need at the individual level by asking theindividual if they are
experiencing any challenges. The questions may differ dependingonwhoweare
working with. We put alarge emphasis on engaging the individual on understanding
whattheir priorities are. Community partners are asking their clients questions and
then askingif they want supportwith that need. Putting the patient first can lead to
improved outcomes.

Gillian: Most of the time, thisis an assessment so you can report on rates of need
across a population. Commonly thisis happening as part of routine care. NowPow
comesintoserveup or suggestresources based on theresponses to those questions. If
I say thatI'm interested in food and transportation resources, the technology queries a
database of resources to match what we know about the person to what we know
aboutorganizationsin the community. In some cases, we have partners who, withtheir
client’s consent, can workdirectly with those resource organizations to make sure
thereis follow-up withthe patient.

Gillian: We are also seeing an increased frequency of partnersremoving the
“middleman” where the organizations are providing direct access to the resource
directoriesto their clients to self-serve and understandtheresourcesin their
community. In our original research that lead to creationof NowPow, therewas a high
percentage of individuals who received referrals to organizations who shared that
informationwith someoneelse (i.e. aneighbor, family member, etc.)

Judy: | agree that askingthe personis one of the best waysto do that. It canbea
struggle on how to do that though. The University of California San Francisco is leading
aneffortcalled SIREN about what are the best practices and best wording of
qguestions. We arefollowingthat and involved with that.

Judy: Oneof the other thingsis that the universe can be quite vast when thinking
about SDH and prioritizing can be useful. We as an organizationfocus on three main
topics: housing, food, and transportation.

Judy: Therearesomealgorithms and databases that can giveinformation by sub-zip
code. TheCDC hasoneresource called the Geographic Deprivation Index that helps
you figure out what communities might have more need and how can you address that?
Judy: The magic starts to happen when you connect the person in front of you and
some of these toolsto help figurethat out. Some things we havedoneat HCA relevant
tothisinclude:

o Wehadagrantstartingin 2016 called Healthier Washingtonfromthe federal
government. Accountable Communities for Health (SWACH is the acronym for
the SW WA ACH). ACHs are organizations to convene community leaders and
prioritizeand solveregional health issues. Thisincludes things like SDH.
SWACH includes bidirectional interconnection of care: mental and physical
health needs; community-based care coordination; opioid use; chronicdisease
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prevention and control. They convenetribes, hospitals and providers,
community, and social service organizations.

o Healthier Washington also includes foundational community support focused
on health-related social needs. Thereis a pilot project, that has since expended
with two tracks and has been successful in someways: 1) supported
employment and 2) housing. The project set-up away for communities to use
foundational support money and where some of the funding goes to individuals
to help payfor housing, job training, etc. The housing track has been more
successful than the employment track, decreasing hospitalizations and
emergency room use. Wethinkit’s making people healthier.

o Behavioral health hassuch abigimpact, whether it's amental health diagnosis
or substance abuseissue. We have pushed an integrated behavioral health
model. SWWA was the firstregion in the state to do this, startingin 2016. It
has decreased unnecessary emergency roomuse and increased substance and
mental health treatment. There are afew measures that have improved from
this program, other measures have not. For instance, some screening and
follow-up fromemergency roomyvisits have improved. Behavioral health,
physical health and socialneeds are all important.

As webuild or rebuild health care systems during and after COVID, what would you identify as
the top policy priorities to combat disparities and inequity?

Judy: First thing: alignmentin definitions and howwe collect information. If we ask
thingsin aligned ways, as we move across communities and organizations, we will all
know what we’re asking and can better connect people. For example, at the Health
CareAuthority (HCA), we have five different ways to ask about race and ethnicity. You
can’tconnectthe categories because we are asking slightly different questions. The
dataisn’tas helpful whenitisn’t aligned. We need to figure out on acommunity level
how do we make surewe’re askingthe same question, so peopledon’tfeel like they're
getting asked the same question repeatedly, and how we can translate the information
across providers. We can't sharedataif things don’t match.

Judy: Second thing: healthcare payment. We have been thinking about social risk
adjustment. Many times, in healthcare systems, things are risk adjusted and identify
wheretheare peopleat higher riskfor higher utilization. Thereis interestingwork that
somealgorithms might have someracial bias and further disadvantage people. Social
riskadjustmentis about: how do you make sure you are not putting bias intoyour
equation? North Carolina has anice model where they pay morefor primary care
providersin high poverty areas. Providers ask questions and connect patients to
resources and adequately reimburse people with enoughmoney in system to connect
peopletoresources.

Judy: Third thing: HCAhas applied forarural grantto changerural care. Thisis an
interesting placetoworkon assets, care coordination, and whole-person care and
analytics. Therural healthcare system was set-up in the ‘60s and is hospital-focused.
It's not set-up for in-home supportor primary care. Thereisn’t always internet
structurefor in-home communication.How canwe do better with things like
telemedicineinruralareas?

Gillian: Consideringbroadband or internet access as a key SDH. It'samazing the
progress madein past year in telehealth and the switch to virtual settings at a speed
we couldn’tdo before. And yet, that left several communities behind. Even seeinga
sampleof all the screening questions our partners ask, they are all different. Very few
of our partners are asking patientsif they havereliable access to internet. Patient
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portal accessislower than some health systemswantitto be and this mayrelate to
internet access. This has been abigchallenge during the pandemic. With vaccines, for
instance, people couldn’t find out about vaccine appointments whodidn’t have
internet access and the only way to schedule an appointment was online.

e Gillian: With community-based organizations, as part of our COVID-response, we
quickly deployed arapid resource verification process where we had to quickly reach
outto all community organizations in ourdirectory to understand if they werestill
open. Were staff members pickingup the phone?Did they shift services to virtual or
pick-up options?Some organizations went offline for awhile because of theinability to
switch quickly to avirtual model or update their website. There has been alot of
fundinginthe pastyear toimprove broadband access. Virtual careis probably going to
stay. Our ability to deliver requires us to connect peopleto services.

How can partnerships and community engagement be leveraged as a powerful force to address

health inequities and social isolation?

¢ Gillian: At NowPow, how we think about community engagement is focused on where
we can add value and knowingwherewedon’t have arole. Judy mentioned different
organizations orindividual organizations doing things differently. We see that when
we look at traditional healthcare organizations, they may or may not be
communicating with community-based organizations outside of the health system
walls. For usat NowPow, we add value at being able to add technology to human
processes. There may be a case where health system A already has afew key partners
inthecommunity. They can leverage technology wheredata can be shared securely,
and communication canbe channeled. That can be beneficial.

e Gillian: Wecansupport making sureapatientisn’tlostin the abyss. Coordinated
networks can ensure wedon’t lose people alongthe way and engaging peopleinthe
right way and with theright organizations. There may be someone down the block who
can best supportyou with your nutritionneed instead of waiting for your next annual
doctor’s visit.

e Gillian: Regardingsocialisolation,at NowPow we often get individuals asking us to add
certaintypesof resources to thedirectory. Inthe pandemic, we saw requests around
social connection. We saw hotlines or community-based organizations add calling
clientsto their service offerings to address this need. It was interesting to seein our
data, wherefrontline socialworkers and community health workers were explicitly
askingor sensing need to further supportfolks feelingisolated. That’s always an
interesting spacefor usto bein. Thecommunity organizations are doing this work.
Tech can complement it and acommunity-based organizationshould use the best
availabletech and shouldn’t haveto rely on outdated methods to track things. This is
like how health systems areinvestingin digital technology.

e Judy: Thepathway | seeis 3 parts: 1) need a screening protocolto collectinfo and ask
questions; 2) need aresourcedirectory; 3) need away the clinics orsocial service
organizations to have pathway to usetheresource and close the loop with people get
the services. The above may sound easy, butit’s not.

e Judy: Thiscameup duringthe last legislative session and willcome up again. We are
workingon astatewide community information exchange. This would be like a
statewide health information exchange. Currently, thisdoesn't exist for health-related
social needs. Some communities areinvestingin this, but acommunity info exchangeis
needed so thereissome alignment and not adifferent way to ask questions in different
places.
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Judy: Theother thing | wantto givea nod to is providing these services/the workforce.
COVIDisstrainingtheworkforce and there’s alot of burnout. This also existsin
differentserviceorganizations. We arein super stressful timesin our society and it
doesn’t seem to be getting better. We are thinking about how to build alay workforce
and how to build aworkforceto provide medical assistance to help call and screen
peopleor abehavioral health workforceto council peoplewhoareisolated or maybe
depressed.

Q&A with Commission:

Franklin: you touched on somethingthatis apet project of mine about access to
internet and telemedicine. Could you share any models you are aware of that would be
ableto provideeconomicinternet access to seniors?Gillian: | participateinagroup
that works at theintersection of technology. | can share this information which
includes availableresources. The FCC put alot of moneyinto theissue recently and we
areseeing somelocal resources. Beyond programmaticopportunities, we have seen
that SMStechnology, or the ability to text, is a morewidely accessible communication
method thaninternetin some communities. The ability to share and engage in text
communication couldfeed another system. We are seeing a need for tech companies
to be ableto support text-based approaches.

Franklin: do you seetechnology as an effective way to address isolation? Judy:
potentially. Personally, most of my family lives in OR and we’'ve made waves
connectingwith Zoom weekly. I talkto my family and extended family way more than |
used to. | thinkit can be helpful, butit’s also not sufficient. Thereis adifference
between remote connection and being inthe sameroom as each other and having that
human connection. We need to figure out how to make the best of both worlds. The
need for senior centers doesn’t go away. My mom whois 76 is not at all satisfied with
internet-only communication. It’s apath and it’s good to have options. With
telemedicine, for instance, some peoplelikeitand somedon't.

Amy: Comcast contacted us and said they’'re going to give us faster internet service for
freeif wereplace our modem for $100. Judy, you mentioned a program called SIREN,
canyou remind mewhat they do? Judy: they have federal dollars to figure out what are
the best questions to ask to get at SDH. They created arepository of all the ways you
can asksomethings. They are tryingto reach consensuson: if youwant to ask someone
abouttheir transportationneeds, ask this. And, they’re also working on the tech that’s
required soitcanbeshared and linked with common formatting so easier to sharethat
data. Gillian: “interoperability” is aterm weuse in thetech world. Thisis the way to
capturetheinfo and the standard way to share thatinfo. Electronic medical systems do
that. Community based organizations are largely left out of that. It puts aframework of
how to exchange datain the same language (tech code).

Pam: | heard you both say that through your guided surveys and assessments, you help
the participant/client identify what their needs areand they drive the connection to
your resources, whichisrefreshingto hear. s NowPow used in communities outside of
Chicago? Gillian: NowPow started at the University of Chicago and in the past several
years has spread out across the country. Wearein atleast 16 states right now based
onrequests from organizations. Wedon’t have a national presence. Wego deep in the
communitieswho askusto comein. InWA, weworkwith Ideal Option, Ideal Balance
and ESD 105. Some of our larger geographiesinclude NYC, NJ,and Minnesota. | can
follow-up with moreinfo.

Tanya: for thosewho love podcasts, SIREN Coffee & Science. SIREN = Social
Interventions Research & Evaluation Network. The Gravity Projectis also agood
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resource. Judy, you spoke about the community information exchange, which seems
like animportant need. I've seen some communities create these volunteer banks
whereyou can collect hours and at some point exchange your volunteer hours and
receive help from organizations. Is that something that has come up? Judy: | haven't
heard of it. | do thinkit sounds good for building social connections and building
community. Tanya: as | look at databases out there, the data always seems to be
lagging, like 3-4 years old. How do we look at organizations like yours who partner with
entities like school districts or hospital systems, to collect dataand incorporateitso
that it’s live and actionablein the moment? Gillian: that is the best question and
hardest question. Itreminds me of acall with atrauma surgeon who helps connect
peopletoresourcesintheir community. Sheis shocked that NowPow even exists
becausesheisfrom Canadawherethefederal government wouldkeep thedata
accurateand up to date and incentivize community organizations to do thesame. In an
ideal state, we wouldn’t have to have multiple sources of truth and different
organizations tryingto chase down the rightinformation.Wecan'tjustrely ontechto
scrapeinfo and putitsomewhereelse. We havereal people picking up the phone and
making acall so that we have confidencein ourinformation. If we can’'t get ahold of an
organization, how can acommunity member? Flipping the power script,acommunity
organization shouldwant their datato be accurate and up to date. How can we make it
easy for acommunity organization to do that? I thinkin this case, techis our friend.
Organizations have mailed us binders with printouts of resourceinfothat couldhave
been 10-yrsold. It's thedetails that are out of date. There is valuein digitizing this
space. If we make an update, then 80000 users get that update. The federal
government should havealarge stake. Thereare alot of interesting legislation and
congress people talkingabout SDH now. There’s now a SDH congressional caucus.
Tanya: it's clear we need to think outside the box. There was achild in our school
districtwho was livingwith agrandparent. The grandparent had aneed and theonly
reason they got it addressed was because the child was in aschool witha family
resource center. Where are the connecting pieces and connections?

Q&A with Public:

e ChristinaMarneris, Area Agency on Aging of SW Washington, Community Services
Manager: wanted to echo the work beingdone with SWACH and building out partnerships
and exchange of info. Thisworkincludes SWACH, AAADSW, Kaiser, and UniteUs. | also
wanted to raise that in additionto accessto internet and resourcesis theaccess to
education on how to use thisinfo. SWACH has created some learning videoswhich I can
sharewith Jacqui.

Commission Download: What have we heard? Potential recommendations? Request(s) for
more information?

Franklin: onethingthat stuck out to me was Judy mentioning the Healthier
Washington grant and another foundational health support grant. It would be nice to
hear moreaboutthose grants and if funding sources arestill available. ACTION ITEM:
staff can do somefollow-up.

Chuck: emphasis onthe technology conversation. My wife is caregiving for a
community member and tryingto get an appointment for that first vaccination was
hard. We need to be ableto train each other and do that remotely.

General Public Comment
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e BobHousley: Thankyou for havingmehere.lhave aconcern aboutsenior property
tax exemptions leaving seniors behind.As you seeonthescreenthere, thereisa
process/procedure fordetermining the amount of property taxand whoiis eligible. In
somecases, taxes arerisingfaster than inflation. One example was a difference of 6.5%
annually. Taxreliefisin order. | have an example here of threshold 3. If you look at the
table, it explains how it works. In 2018, the exemption limit was $40,000. Threshold 3
was based on 65% of median household income. The actual percentwas 52%. The
legislative goal is 65%. The following year wefell further behind. Seniors are being left
out because the $40,000 threshold is not updated, and yet median household income is
increasingyear after year. One problem I seeis the targets the legislaturelaid out
aren’t being met. The more we go along the timeline, the target of 65% gets worse and
worse. Thesolution to thatis to update theincome limit annually. There’s abacklog.
Seniorsarewaiting to qualify, but we don’t update the exemption limit for every 5
years based on statute. | would like to seeincome limits updated annually so we can
keep up with the median householdincome. Chuck: have you had some communication
with the county assessor? Bob Housley: | did have some conversation with him. The
first part of the original proposalwas removed based on conversation withthe
assessor. It was too big of achange and politically probably not doable. Chuck: have
you had anydiscussion with any of the local legislators? Bob Housley: yes, | have been
discussing it with legislators, bothlocaland non-local. Some are very interested and
want to continue the conversation. lwas hoping we coulddiscuss it here and seeif
thereis any support. Chuck: | think we can add anitem on our next month’s work
session agendato discuss further. If you get any updates from locallegislators, we
would beinterested in seeing them. Typically, if we decide to pursue an advocacy item
or amajor changein legislation, we would put it on our work plan.

5. Communications and Announcements

e COVID-19 update: Amy Gross provided an update based on the Public Healthnotes
from Monday, Aug. 16. Numbers are not goingin therightdirection. COVID cases and
hospitalizations are accelerating across the state. Statewide caserates areincreasing
across all age groups. Hospitalizations are skyrocketing. Highest rates are among
young adults 20-39 yearsold. Low vaccinationrates, more contagious variants and
increased group interactions are contributing to the cases. Thereare now
recommendations for people who areimmune compromised to get a third dose of an
mRNA vaccine. People should talk to their healthcare provider. CDC also hasinfoon
its website. The COVID vaccine continues to be highly effective at preventing serious
reactionsor death.

e ClarkCounty Housing Options Study & Action Plan update: Jacquilet the group know
the project advisory group is continuing to meet and is evaluating strategy options
before movingtowards development of draft recommendations.

6. Adjournment: The meetingadjourned at 6:07pm.

The Clark County Commissionon Agingprovidesleadership and creates community engagementin
addressing theneeds and opportunities of aging.
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