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What is a Community Information Exchange?

“A Community Information Exchange (CIE) ®
IS a community-led ecosystem comprised of
multidisciplinary network partners using a
shared language, a resource database, and PN
integrated technology platforms to deliver - [

Bidirectional Closed Loop

enhanced community care planning. A CIE

Technology Platform and Data
Integration

enables communities to have multi-level Community Care Planning
impacts by shifting away from a reactive
approach towards proactive, holistic,
person-cenftered care. At its core, CIE
centers the community to support anti-
racism and health equity.”

Anti-Racism




Core Components

Ny Community Stewardship
P 1;—;_ A CIE must be led by the community through a neutral convener, backbone
/ \ organization or leadership structure that ensures engagement of community

e voice, considers the human perspective in all aspects of system design,
and promotes shared power and partnership within the network. This
governance infrastructure ensures data stewardship, collection and use that
meets ethical standards and shares value with community members who
institutions have traditionally benefited from.

Multi-Level Impact

The role of a CIE is to support the needs of the individual/family (micro),
across organizations and institutions (mezzo) and the larger community
(macro). A CIE is responsible for sharing and using data to highlight inequities
as well as understand improvement in needs met. CIE data should be used
to design community-level interventions as well as inform community-

level investment and policy. Locally, a CIE inspires movement with the

goal of systems change, rather than solely addressing needs of individual
organizations.

2 dTF N Person-Centered to Community Autonomy

‘ o H ’ Centering individual and family goals, motivations and urgencies is core

s to a CIE. This person-centered focus prioritizes meeting the needs of the
individual and family, rather than the institutions or organizations that
serve them. A CIE reimagines the way care is provided and supported
through a comprehensive, informed, culturally competent approach that
creates space for agency and advocacy. The CIE leverages human-centered
design practices and embraces learning and iteration to ensure systems are
adaptable to ever evolving community needs, thus supporting community
autonomy.



Information

|
Get Connected. Get Help.™ -—
2-1-1 San Diego / Imperial Community Information Exchange
. C el e « Systems change that fosters frue
* National 3-digit dialing code c%llabora’rion%cross networks
* Free, 24/7 service, 3-digit dialing . Moving towards person-
code centered interventions and
. Access to community, health, inferactions acrass healthcare
social and disaster services and human services
. Local, manage resource » Goalis to improve health and
database of services and We”neSS. for individuals and
relationships with CBOs populafions
« Part of United Ways or separate
501c3
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How did CIE starte

Use Case: Better care coordination via data sharing for
people experiencing homelessness

L~
2
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Partners:
Emergency Medical Services
Homeless Shelter
Hospital
Public Safety
Regional Taskforce on Homelessness (HMIS)

Since January 2011, 13% of San Diegans who most frequently accessed local hospitals & crisis facilities had
died

From 2000-2003 529 San Diegans amassed 3,318 visits and $17.7 million in charges at two local hospitals

High cost/high need people routinely receive lower quality care due to lack of integrated health & social
services




Evolution of CIE

2011

2017
Homelessness Military & Veterans

2015 2018

Older Adults Moved from cohort
model to all use
case/populations



Micro to Macro Value

Macro Impact Examples:

* Collective aggregate community data that is provided by community
members

* Wholistic data is collected, understanding connection between health
and social

Link to Housing Policy Brief

Mezzo Impact Examples:

* Breaking down of siloed data systems

* Ability to search patients/members to see historical use of social services
and closed loop referrals

* Shared screening or prioritization of resources and care team members
receive alerts to be proactive or responsive

Link to COVID-19 Response

Micro Impact Examples:

*  Families don’t have to retell their stories or trauma over and over again

* Agencies can reach out directly, instead of adding additional work on the
person to follow-up with the agencies for support

*  (Care gets coordinated within the individual having to remember who they are
working with

Example Cohorts: Homeless Ol Commun.lty

Exchange



https://ciesandiego.org/2019/09/09/housing-instability-in-san-diego/
https://ciesandiego.org/2020/11/18/issue-brief-using-cie-to-respond-to-real-time-community-needs-during-covid-19/
https://ciesandiego.org/2015/06/01/cie-evaluation-results/
https://ciesandiego.org/2017/10/01/cie-evaluation-senior-cohort/

CIE Core Components

Network Partners

Collective approach with standard
Participation Agreement, Business
Associates Agreement and participant
consent with shared partner governance,
ongoing engagement, and support.

Shared Language (SDoH)

Setting a Framework of shared measures
and outcomes through 14 Social
Determinants of Health Assessments and
a Risk Rating Scale: Crisis, Critical,
Vulnerable, Stable, Safe Thriving

Technology Platform and Data Integration

Technology software that integrates with other platforms to
populate an individual record and shapes the care plan. System
features include care team communication feeds, status

change alerts, data source auto-history and predictive

analytics.

Bidirectional Closed Loop Referrals

Updated resource database of
community, health, and social service
providers. Ability to accept/return
referrals and to provide outcomes and
program enrollment.

Community Care Planning

Longitudinal record with a unified
community care plan that promotes cross-
sector collaboration and a holistic



The shared client record integrates data from multiple partners into a user-friendly display:

Notificatlions of significant

Client Record Sqmple events, such as when a client Is

transported by ambulance or

Community
Care Client Profile booked In Jall

Individual Information
D Privocy Re

Planning « Demographic and important information about the client

B Joke Dow 11

Domains

« Examples like Housing, Food & Nutrition, o R
« Categorization of Needs (SDOH) & Risk Level |
« Shared Assessments and Values across agencies Address Informaation '
« @ 1200 DEPOT RD APT 2 0 ez
que Teqm o !g<\HL.ILI:I:_‘ 91910 ALEH | NAME  TUTAL P U RELURUS LAY NUILEN]
+ Case Managers vyorkmg with client across agencies N .
« Contact Information . el of client
Ergish i Rachal Muhti-facs '.: : 8K ACTIONS REFERRALS we“'
' being
Referrals & Program Enroliment e . ¢ : across
« Agencies or programs client is referred - = -8 B L
« Connection to Services Income & Benefits —
Alerts

« Nofification of emergency services & jail
« Ability to notify Care Team Members of changes

Feed
« Ablility to communicate with Care Team members B
9 . Ref Is t:
(twitter-like feed) Information on the client’s care team

2 ="
.’2 ’ Current and prior program participation
P — ‘ @
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= Resource Database and Bi-directional Referrals

Partner Portal Southern Caregiver Resource Center (SCRC) - @ Jeri Hernandez (Demo) = Sign Out

s 2 Client Details

Closed Loop .
Sadie Blue i
Referrals PP — P51 Print this list 3 resuits

FPL: o Direct Referral: Il
Monthly Income:

Household Size
Home Zip Code: 92109 Family & Youth Enrichment Program, Neighborhood Food Exchange (858) 751-5755
Health Insurance Type: Distribution TOR
Health Condition: Dementia/Traumatic Brain

ned/Did not a

aAd

sorted by: | Distance

Map  Satellite

Pauma Valley

Eligibility Valley Center
Oceans!de Vista
Carlsbad X
San Marcos
Supplemental Food Box Program Escondido
v

Bread of Life e \

Housing/Shelter Eligibility S Aamieg
‘ma-’(::'

Material Goods Solana Beach

Transportation S
P Food Pantry @
Spread tt y Lakeside

Santee

Utilities e
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Consumer Services =
- . 9
’ San Diego
Criminal Justice and Legal AT T, P2, % . : i 2 National City

Bonita

Services § . i ! ; { £ Chula Vista
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Map data

Agency Referral
Agency makes Manager receives
referral to email and
another Agency responds to
referral
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T ‘
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Agagregate Data for Macro Evalution

General Demographics

Age Group Gender Identity Race/Ethnicity
Woman Alaska Native/ Native Indian | 1%
rae 21% 67% : 2
20% 179 18% Asian/ Pacific Islander/ Hawaiian I 5% Number of Clients by Zip Code
14% ] b Temecula
Black/African American - 16% q
_ L8
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= | white/ Caucasian [N ==
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Military/Veteran Household Size Number of Children

Mllltary/\(eteran 46% 42% with children
10%
58%
20%
13['” lB::
6% 206 4 ~n 17% 41394
; 1.0% 0.4% 0.2% 0.2% . 7% % 19 o
Not Military 1 2 3 4 5 6 7 8 9 10+ oo
90% None 1 2 3 4 5 6+
[—
Socioeconomic Indicators
D 2020 Mapbox © OpenStrestMap o e £l Honge
Education Employment Area Median Income
Number of Clients
37% Eull-Time - 18% 51-80% al?zo;aMore 1 i 3,663
289 S

28% 31-50% 3%
18% Part-Time . 14% 14%

Other Employment I 5%

Disabled / Unable to work - 19%
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Measurement and Evaluation
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2-1-1 san.Diego: ConnectingPartners through
the Community Information Xchange
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can be challenging for health care providers,

who are generally focused on clinical care.
Addtionally, they are often neither aware of the ful
range of community services nor have the capacity to
refer and follow up with patients. Recognizing that
social factors significantly impact health outcomes and
spending, 2-1-1 San Diego developed the Community
Information Exchange (CIE), a cloud-based platform
that enables participating providers to batter
understand a chent's interactions with health and
community services. The CIE include: cial risk
assessment t00l, provides alerts, and faciitates
connections across multiple agencies and providers.
The rich client information collected through the CIE is
also used to monitor community trends and address
local challenges. 2-1-1 San Diego is actiely engaging
community partners to participate in the CIE in the
hopes of improving care coordination and health
outcomes for at-risk patients throughout San Diego.

C onnecting patients to needed social services

At-A-Glance: Community
(CIE) is an interactive data
developed by San Diego 2-1-1 designed to allow

20r08s Syslems, agencies,

2-1-1 and 34 social service:
includig federaly
centers, and govemnment

Goals: Improve care coordinasion for vulnerable
patients through an onlfine platiorm.
Partnership Model: Coordinated servioe.

Impact: Among chents enrolied in the CIE.
reduced number of emergency medical servioes
trips and increased stable housing rates.

Background

2-1-1 San Diego. launched in 1997 by the United Way,
is a free, confidential information and referral helpline

Advancing Community-Based Organization and Health Care Partnerships to
Address Social Determinants of Health

Health care and community-based organizatians (CBOs) across e country are Increasingly working logemer 1o
better adaress the 00t CAUBES Of POOK Nealth among low-INCome 3nd vulnerable populatons, To assist these eNorts,
there I @ need 1o kentiy the ANAncial, operational, and stralegic CONSKIErATIONs NECEssATy 10 Make these

pannerships a win-win for all paries: coNsUMES, the commuNIties being served, Nealth care providers, and CBOS
Through support from Kalser Permanente Community Health, the Center for Health Care Strategles and Nonproft
Finance Fund collaborated 1o ientity new sirategles for avancing eflecive health care-CBO partnerships, bulding
on work done under e Parmership for Healthy Oulcames project funded by the Robert Wood Johnson Foundation
This case study s par of a seres Nighighing dIVErse Parnerships between CBOS and health Care O/aNKZALons

nanente Communty Hesan

Community Information Exchange

Using Data to Coordinate Care for People Experiencing
Homelessness: Addressing COVID-19 and Beyond

April 2020

WHAT IS CIE?

< ity Inf vges (CIEs) ore
care coordinafion tools that brng fogether
providers and data from the health and social
services sector

Whie Health Informafion Exchanges [HIEs) focus
on bringing health care provider: from acrozza
community together, thiz model buids on the

idea for HE:s fo i t yste! rin
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providers, houszing providers, and szchools, among other community resourcesa

Stages of Data Sharing:
No formal Refercl: but no Cocrdnated feam Fomalzed crosz-
integration or formal coordination with informal But _ sechor dofa
coordnation and dato sharing regular data zharing integrafion (CIE]
HOW IS CIE USED?
CIE a resp to growing of the An infegrated CEE allows for with
Social Determinants of Health [SDCOH). After o other health care z , e an HEmd.'bul

health center provider screens for SDOH related also connects o social service providers. This

/Clients with Look-ups Have Fewer EMS Trih
Post Enrollment (n=233 clients)

25

Mean number of EMS Trips 42% reduction

pre/post CIE enrollment
(most dramatic for high EMS users)
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™ Looked-Up

*
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10

26% reduction

Qe X
History All Clients

1-5 EMS Trips 6-24 E/M§ Trips 17+ EMS Trips
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Figure 6. Total Number of EMS Transports in the 12 Months Before and After CIE
Enroliment (n=464)
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Figure 7. Average Number of EMS Transports Before and After CIE Enrollment (n=464)*

30% Reduction

\ 4

needs, the community wide data system can be
used fo identify ond connect individuals fo other
community resources.s

aliows health center stoff fo identify where an
individual is accesing other services and who
could be considerad part of the core feom.

In responze fo SDOH needs, health care

Data integrafion toolz can be i ted and P case gers and other
linked fo field: in the electronic hedlth record services sioff then have acces: fo informafion on
{EHR), folowing HIPAA considerafions, fo help ity what resources
seamleszly sync heolth center wordlow as part of someone has occessad, and con frack follow-up
the SDOH sirategy. on refi o imp care pi i
incorporafing SDOH.1

1ELP.

Average Number of EMS Transports

3.0 21
Before After

*Statistically significant difference (p<.05)

Fewer EMS transports
+

Fewer ER visits

$1.3M in potential
savings

Month 12



Landscape of Data System Design: Instifutional Reflection
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Community Anti-Racism
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https://www.nichq.org/insight/savior-designed-equity-empowered-systems

Data System Drivers

These 11 key components provide detailed descriptions of existing data drivers that will help institutions and organizations understand the
differences between each system design and opportunities to move towards an anti-racist model.

DRIVER DEFINITION

INFORMED CONSENT AND REFUSAL Process in which someone's information is shared with others, and ability/inability to stop the use or sharing of information
POWER, SYSTEM DESIGN & GOVERNANCE Core stewardship and decision-making of a CIE, including voices that are represented and influence the system of care

DATA STEWARDSHIP/COLLECTION/USE Who leds and stewards the collection and use of data, and role with data analysis

ACCOUNTABILITY AND TRANSPARENCY Responsibility/Role in which information is gathered, used, and shared to make change or influence decisions for individuals, across

organizations, and with the larger community.

SECURITY (ROLE-BASED PERMISSIONS AND ACCESS) The protection and partitions in place that delineates who sees specific types of information and how information is accessed

TECHNOLOGY AND INTEROPERABILITY The tool(s) used to share information and its ability to integrate and exchange responsibly and ethically with other technology
platforms.

SUSTAINABILITY AND MONETIZATION Process in which technology and services are financed, the initial investment, cost-savings and who is benefiting/profiting, and re-
investment.

SHARED LANGUAGE Collective definition of comprehensive health and social needs through standards and best practices across systems of care, which

could include the individual/family, and infrastructure to support the communication.

OUTCOMES/IMPACT and ADVOCACY Significance of the impact on individual/family, institutions and community and role with advocacy.

CARE COORDINATION Infrastructure and organization of how institutions and supports participate and the care for Individual/family.

NETWORK ENGAGEMENT Role in which participating organizations, community members, institutions are engaged on quality improvement, workflows
and shared learning.

-y



Savior-Designed Type

CONSENT AND REFUSAL

eData is collected with standard consent through
screenings or extraction-based methods; often as a
pre-requisite for services; Data is shared for a
specific timeframe with ability to revoke consent,
but data is always kept.

/

DATA STEWARDSHIP /COLLECTION / USE

- #Assumes the right to use data for justified means and
- often used to identify or diagnose needs. Often with

& < - good intentions but can still perpetuate harm through

lack of shared data ownership with impacted
community members. Data is used to meet goals set
by institutional power.

e|nstitution driven governance model, with trickle
down feedback from community members or
community-based organizations. Design structure
is based on deficit or risk and institution is
"rescuing" those not in power.

TECHNOLOGY AND INTEROPERABILITY

*Maintain and apply standards set forth by industry
or sector-based laws, policies and best practices.

OUTCOMES/ IMPACT and ADVOCACY

*Measures and outcomes are determined by
institutional power and benefit their population,
often highlighting the deficits of the community or
patient population) and can be used to perpetuate
or reinforce systemic racism and inequities. Data
may harm most impacted population.

ACCOUNTABILITY AND TRANSPARENCY

set by the institution solely; often puts onus on

has no agency to hold institution accountable for
misuse.

eMaintains only what is necessary in order to avoid
legal and financial risks. Accountability structure is

community to input data into system; community

SECURITY (ROLE-BASED PERMISSIONS AND ACCESS)

eAccess to data is partitioned based on standards of
"need-to-know" access. These standards are set
forth by industry or sector-based laws, policies and
best practices.

SUSTAINABILITY AND MONETIZATION

e Data is often used as cost-saving mechanism, no payment
structure for CBOs or only through a medicalized care or
administrative burden. Well-intentioned philanthropic or
institutional investment that is dictated by priorities and

SHARED LANGUAGE

e Medicalization of Data (Screening and binary) With an
aim to assist others, communication infrastructure,
including language used, developed by and reinforced by
institutions. Language makes assumptions about

Inclusion policies are decided in the community's
best interest but may lack impacted community
input.

the timeline of institutional power; investment
discontinues if institutional goals are not met: no or
limited community reinvestment; community does not
participate in how reinvestment occurs.

communities, often is not culturally relevant or
appropriate, and paternalistic. Establishment of best
practices set and verified by institutional power without
community input.

CARE COORDINATION & AGENCY

eAssumption that referrals result in care
coordination. Does not push or influence to shift
status quo care coordination.

NETWORK ENGAGEMENT

eInstitution determined engagement and focused
on adoption of technology solution vs. community
needs. Includes shifts in workflows to accept

referrals. ommuni'ry

nformation ]
xchange -— -
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Community Driven Approach to Care

*  Community Stewardship
* Led by shared governance structure (Leadership at all levels)
* Informed by community needs

*  Community Ownership

* Input from the community and orgs representing community
*  Opt-in

*  Community Access and Input (Advisory Board)

* Tailored by Community
* Based on community needs and customized by users
* Ongoing development, led by users

* Integrated

* Onessize does not fit all

* Goalis not to use one system, but integrated from multiple
systems and data structures

e Shared Power Infrastructure




