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Objective #1

Understand the role
of shared learning in
collaborative
settings.

OBJECTIVES:

Objective #2

|ldentify practical
strategies for
amplifying community
voice in collaborative
community-based
work.

Objective #3

Identify synchronous
and asynchronous
community partner

engagement
strategies.
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SDOH Planning Committee

Selected Population(s): Poverty, ALICE, Disability

Social Community-Clinical
Connectedness Linkages

Short-Term Increased collaboration and engagement across multisectoral partners.
Qutcomes Completed implementation ready SDOH Accelerator Plan.

Grant Completion

Establishment of infrastructure & funding to support SDOH Accelerator

Intermediate | Plan implementation.
Outcomes Implementation of the SDOH Accelerator Plan among multisector
partners.
|
Long-Term Improved chronic disease outcomes among priority population
Vi | | u 1ority ulation.
Outcomes

'
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SDOH Planning Committee

Selected Population(s): Poverty, ALICE, Disability

The recipient is required to include the following components in the SDOH Accelerator Plan.

Programs & Evaluation of the

S . [ e . . Social Community-Clinical

Strategios Connectedness Linkages

Short-Term Increased collaboration and engagement across multisectoral partners.
Outcomes Completed implementation ready SDOH Accelerator Plan.

; | ~ Responsible | Implementation § Sustainability/
Data Integration Party Plan

Funding Strategy Success Story

Grant Completion

Establishment of infrastructure & funding to support SDOH Accelerator

Intermediate | Plan implementation.
Outcomes Implementation of the SDOH Accelerator Plan among multisector
partners.
|
Long-Term Improved chronic disease outcomes among priority population
Outcomes '

|
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X *.___7 SDOH PLANNING COMMITTEE:

Executive Director, 2-1-1 of Northeast Michigan Project Staff:
Health Promotion Supervisor, Central Michigan District Health Department * Project Manager
Director, Community Connections « Epidemiologist

Chief Quality and Compliance Officer, Community Mental Health for Central Michigan * Project Facilitators (x3)
Community Health Manager, Corewell Health

Community Education and Outreach, Disability Network of Mid-Michigan
Advocacy & Certified ADA Coordinator, Disability Network of West Michigan
Deputy Health Officer, District Health Department #10

Community Affairs, DTE Energy

President and CEO, Family Healthcare

SNAP-Ed Coordinator, Gratiot Isabella RESD

Vice President of Health Services, McLaren Health

Director of Community and Partner Engagement, Michigan 2-1-1

Community Health Supervisor, MyMichigan Health

Director of Health Home Coordination, West Michigan Community Mental Health
i




¢y COLLABORATION
% & PLANNING METHODS  ____
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ABLe Process

@ Define a Shared Vision

# Determine System Boundaries

ABLe Change Process

MOBILIZING ©® Understand the Community System

FOR ACTION @ Adopt a Shared Agenda
Mobilizing for Action Through PANNINGE PRI i Poveerful Sraogies

PARTNERSHIPS

Planning and Partnerships 2.0

® Promote Quick Wins

© Support Effective Implementation

USER’S Learn ©® Learn for Continuous Improvement

HANDBOOK

NACCHO
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“.{.- COLLABORATIVE INFRASTRUCTURE -

.7 HOW WE WORKED TOGETHER

Asynchronous
Engagement Options:
« Email
« SharePoint
» Feedback Surveys
* Mural
- Padlet g —
| "
/

AN

T

Synchronous
Engagement Options:

 Virtual Meetings
* 12 Meetings Held




Continuous
Improvement

Opportunity Understanding
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“~---7 PLANNING EFFORTS

ldentifying a community voice & o o
engagement approach. e
Completing a SWOT (strengths,  =—— S
th r.ea.ts) anaIYSIS' |k |“_,_|1I|II||!lﬂ|l‘\m|ﬂk |’J|,h|ni,||\k.||Hu\|g|||l_n| i
Existing services, programs, and
initiatives inventory. h |
_Iil“

Secondary data collection ikl -

a0 the pubic

uMwmmmMmmm

it 2823 24121 2833020 3200 A,
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“__7 WHY ENGAGE COMMUNITY?
1.

Increase the likelihood that projects or solutions
will be widely accepted.

« Community Input | Community Buy-in | Community Power
2. Create more effective solutions.

* Drawing on local knowledge from a diverse group creates
solutions that are practical and effective and rooted in the
% realities of the community.

X
*Adapted from Center for Wellness and Nutrition. ///
T — A%%7e

N
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Prioritize deeper
understanding & authentic
community involvement

Listen deeply when
seeking information from
& working with
community | Model to
others by acknowledging
what you learned

. - —~—
’\
- ~

Establish organizational
standards that value
SO IOl community collaboration

»y
o

y 4 NORTH CENTRAL

y COMMUNITY
HEALTH

INNOVATION
. REGION

' ," :l
t-- LEADERSHIP TEAM
Ensure Accuracy | Support \\~-__;7 Build a reputation as an asset to

Transparency community residents & partners | Find

ways to support grassroots efforts

*Adapted from Center for Wellness and Nutrition.



Community
Member




'~
)
[4
S

“t- COMMUNITY ENGAGEMENT METHODS

\
\

R 4

RESIDENT
VOICE
SURVEY

FOCUS
GROUPS
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Part 1

Part 2

Part 3

M 4

Presentation of sections 1 & 2 (survey demographics
& social connectedness

Q&A

Quiet time to reflect & note-taking

Large group discussion

Presentation of sections 1 & 2 (survey demographics
& social connectedness

Q&A

Quiet time to reflect & note-taking

Large group discussion

Move into topic-specific breakout rooms for small

~

group reflection & discussion

5

DATA WALK PROCESS

/25 Data Walk: NCCHIR SDOH Planning Committee
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{\,'}:‘_ RESIDENT VOICE
~...7 FOCUS GROUP OVERVIEW

L Y

Focus Group Purpose:

« Connect & listen deeply

« Deep dive priority areas

« Understand barriers and
solutions

« Use focus group data to inform
strategy selection in the SDOH
Accelerator Plan




- VIRTUAL FOCUS GROUPS
~...7 TOTAL PARTICIPANTS =0

Join the Conversation!

' NORTHCENTRAL
COMMUNITY HEALTH
)INNOVATION REGION

Sign up for a 60-minute focus
group to share your experiences
with social connectedness &

community linkages. (o)

Location: Virtual v

Monday, May 8th, OR Tuesday, May &%
2023 | 6:00-7:00 pm 2023 |12:00- o

—

Do you live in one of the following counties: Clare, Isabell3

Have a disability OR are struggling financialll

i
Gria—TT \‘
)

——
3 A !‘ i'
If s0, you may be eligible to participate in this focus group & eajn a $.
. \ ——— —

LEARN MORE & REGISTER @ info@northernmichig

—_—

—_—
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Survey Scammers Focus Group Low Project Changes
Engagement




IN A FEW WORDS, PLEASE
DESCRIBE SOME OF THE
CHALLENGES YOU’VE
EXPERIENCED WHILE COLLECTING
RESIDENT VOICE OR WHILE
IMPLEMENTING A PROJECT.




% of Residents with One or More Disabilities
Isabella County
% of Residents without Health Insurance P

Mecosta County
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- FOCUS GROUP PROCESS
~---7 & IMPLEMENTATION

'5
Location Total Join the Conversation!

New Journey Clubhouse 9 | e S
Jointh ? ion! @
Clare County Senior Services |5 oin the Conversation!

this

St. Ann’s Lake County Senior |7 6=
Services Join the Conversation! @

Share your i i i 0:00-12:00')
and connecting with community by signing up fora Clubhouse
2-hour in-person focus group. 1 this rd Ave

ds, MI

Isabella Commission on Aging | 3 oyt i i

Clare, Isabella, or Lake AND

+ Have a disability AND/OR are struggling financially?
4 * Areyou a parent to a child 0-5 years old?

Baldwin Community Schools

If so, you may be eligible to participate in this
focus group & earn a $100 gift card.

Mid Michigan Community 2

- is limited. Completing
s us group.

DATES-TIMES-LOCATIONS

Septs
Bal

QUESTIONS? 6th, 10:00-12:00 pm

ommunity Schoals
n

Action © oo

@ Info@northernmichiganchir.org

Strickler Center 4
Peterson Farms N/A J
Virtual “Catch All” N/A ,,,mee*
Total 44
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* LOCATED AT /4
Al CHILD- COMMUNITY- 8=

PARTICIPATION

GIFT CARD FRIENDLY BASED

FOOD | GAS GIFT I ONSITE

PROVIDED CARD $15 __ RECRUITMENT

LESSON LEARNED: Allocate funds for community-based organization support stipends.

ORGANIZATIONS




Stigma: “You must be dumb, you must be an addict, you must be
criminal, you must be almost homeless just because you have a mental
disorder.”

Accessibility of Social Events: “There are days because of my disability |
just can't participate (in social events) and that's frustrating for me.”

Cost of Transportation: “You may have access to a vehicle, but if you are
very low income and with gas prices being the way they are, you can't
take yourself. You can't afford to do that, that run to Grand Rapids is
going to kill you.”, “Do | eat, or do | go?”, “Yep, | just miss the
appointment. (I) don't have a choice.”

Lack of Providers: “That left me with having to drive to Lansing, which is
tough, especially if | have like 4 different appointments in one week. So,
the gas and the distance and everything... there is a shortage of
doctors.”




S Focus
";-" GROUP
REPORT:

\ n Closing the Gap with
Social Determinants of
8 '1 eeeeeeeeeeeeeeeeeeeeee
> = - & u

© O

Q /2

Forming & Maintaining Barriers Accessing Barriers Accessing /
Social Connections Healthcare Transportation I //////
« Limited spaces for * Limited health * Vehicle ownership . ‘
gatherings facilities costs \ /, / /.
« Economic Challenges * Healthcare provider * Limited bus operating ,/
* Limited access to shortages hours //
technology « Transportation « Lack of coordination | §
« Stigma « Stigma across services
« Transportation * Health Literacy « User experience
— — ——


https://northernmichiganchir.org/wp-content/uploads/2024/02/NCCHIR-SDOH-Accelerator-Plan-Focus-Group-Report_v.12.23-1.pdf
https://northernmichiganchir.org/wp-content/uploads/2024/02/NCCHIR-SDOH-Accelerator-Plan-Focus-Group-Report_v.12.23-1.pdf
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" ACCELERATOR PLAN WORKSHOPS
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s RECAP:CONTINUED
{3; - COI\/II\/IUNITY ENGAGEMENT

\

Resident Feedback Questions:

1.

w

Do these strategies address the barriers you are experiencing
related to access to services and/or social connectedness?
What is your favorite strategy and why?

What is your least favorite strategy and why?

Do you have any alternative ideas or solutions to propose that
are not listed above?

Select one strategy from above and give us some tips for
incorporating the strategy into your community.

What other ways do you think we should include residents in
this process? (example; invite to workgroup, project-specific
mailings, project-specific townhalls, collaborate on finding
grants, etc.)

Do you have any concerns or reservations that haven’t been
addressed?

Fine-Tune Rg(s)lcduesnt
Approach Groups

Resident Develop &
Feedback on Prioritize

Strategies h Strategies

$25 INCENTIVE
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"t~ PROCESS REFLECTION: CONTINUED
-7 COMMUNITY ENGAGEMENT

cSa

What’s exciting you about this feedback? ’ Resident
Fine-Tune
What surprised you about this feedback?
What is this feedback telling us?

Focus

Approach Groups

Resident Develop &
Feedback on Prioritize

Strategies ‘ Strategies
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KEY TAKEAWAYS
., & RECOMMENDATIONS

Key Takeaways:

« Commitment to resident voice and engagement from the SDOH Planning Committee.
* Residents shared their experience/ideas and felt like their voice mattered.

* Created a resident voice & engagement feedback loop.

e Overall, the feedback revealed that we are on track with the prioritized strategies.

Recommendations:

* Residents provided implementation ideas on the strategies and how we can implement them in
their community. This feedback was incorporated into the SDOH Accelerator Workplan.

* Residents felt appreciated and would be interested in additional engagement opportunities.

* Residents want to see action.

* Opportunities to enhance strategies: lack of providers, cost of healthcare, diversified outreach
methods, lack of trust in community change processes (need to support transparency).

28
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Leadership Commitment

Prioritized resident
voice & engagement in
SDOH Accelerator
Plan development.
Allocated partner
stipends for
community
engagement

4

8
S
t--
\
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' PROCESS: COMMUNITY

“~---7 ENGAGEMENT

- - -

Outcome of Engagement

Community
Engagement Aim

Reviewed Community
Engagement
Continuum
Benchmarks: Inform,
Consult, Involve
Priority Population

-

Engagement Methods

Resident Voice Survey
In-Person Focus
Groups

Post-Focus Group
Strategy Questionnaire

wiss

Increased community
buy-in, participants felt
heard and valued,
facilitated connections
among residents
facing similar
challenges.




REACH YOUR
DESTINATION
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4 OUTCOMES | PRIORITIZED STRATGIES
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Community Clinical Linkages:

« Establish shared understanding and promote effective communication for social
determinants of health across sectors.

* Increase awareness and coordination of social determinants of health resources.

» Increase Community Health Worker capacity to address chronic disease.

» Facilitate community-led interventions addressing barriers to care.

Social Connectedness:
* Improve the accessibility of events, programs, services, and community spaces.
« Make social connectedness a community norm.

Both:

* Reduce stigma associated with disability, mental iliness, and
substance use.

« Enhance accessible and efficient transportation services.




SDOH
Accelerator Plan
Template

#

Name: North Centra Cammunity Health Innovation Region

The recipient is required to include the following components in the SDOH Accelerator Plan.
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REGION
E x E c u T I “ E s u M M A H v Prisiizes [ Sheritem iniermediste | Long Term Outcomes
Staegis
SOCIAL DETERMINANTS OF HEALTH ACCELERATOR PLAN S -
“Working toward a shared vision by shifting system conditions and connecting
residents to needed resources.”
[Reicemam T Gemorwd |+ Gingmey |+ Verd e e W + meas 1 At e nd |
scoves ath | amrmseserto | dwasnatocs | msesmetswd |+ resthdtomtmats | iamesiments e cnometc
OVERVIEW ; p——
:'0 In 2022, the North Central Community Health Innovation Region (NCCHIR) was one of o F .
forty entities nationally 1o receive a CDG Closing the Gap with Social Determinants  Festarsd e abeisinns| Do .lflw PPz I [ ot it vy i e |

of Health (SDOH) Accelerator Plans grant. The NCCHIR SDOH Accelerator Plan is an

e st o e S0 Acoalies P ke .ol
egion (NCCHIR). The 10 counti

esources and Admiisraton': Arenac,Clar, Gladwin, lsabela. 1
oue o the o NCCHR, o

., etc. ; Rursipof
Gnatity, 2 vty T rekanes i oir s e i 1
counties are less

The total population among the NCCHIR counties is 320,472 NCCHIR coun
White population; however, eight counties (Arenac. Clare, Gladwin, Lake, M{
have a higher than Michigan (0.7%) American Indian and Alaska Native pop(
higher than Michigan (Less than 0.055%) for Native Hawailan and other Pac
than Michigan (5.7%) for Hispanic or Lating?.

Community Health Issues

Idenity primary heath issves recpe

Assesd

Inthe 2021 A (cHa), 1

o veed of impr¢

it NOGHIR, 452% of proler sk s cortason semoames ot serioes

ansporiation s a cri!facor ht inhences people'sheath and the hes

may resultin missed or delayed heafth care vists, increased health expendil
d lack of

ready plan to improve chronic disease outcomes among persons experiencing
health disparities and inequities in rural Northern Michigan,

BACKGROUND
The catchment area for the NCCHIR SDOH Accelerator Plan includes a ten-county

region in rural, Northern Michigan (Arenac, Clare, Gladwin, Isabella, Lake, Mason,
Mecosta, Newaygo, Oceana, and Osceola). The ten counties in the project's catchment area
are designated as “rural health areas” by the U.S. Health Resources and Services
Administration. The selected population for the NGGHIR SDOH Accelerator Plan is individuals
with one or more disabilities and/or individuals financially struggling. According to the U.S
Census (2021) and United for ALICE (2021). 39 to 57% of residents in the 10 counties are
below the ALIGE threshold and 11 to 22% of individuals under the age of 65 have at least one
disability. These individuals often experience barriers to social connectedness and aceess to
care within the cemmunity, twe critical SDOH strongly tied to chrenic disease outcomes.

- Social Connectedness: Social connectadness is the degree to which individuals or groups
of individuals have and perceive a desired number, quality, and diversity of relationships
that create a sense of belonging and being cared for, valued, and supported

- Community Clinical Linkages: ity-clinical linkages are made among
healin care systems and services, public health agencies, and community-based
organizations to improve population health. Thess conneations can reduce heal
disparities by bridging the gap between clinical care, community of self-care,
health infrastructure.

al phase prioritized resident voice by establishing an inclusive

¥ rramework. Leveraging the Gommunity Engagement Gontinuum. a residd
survey, focus group, and strategy questionnaire, residents were invited to share t
experiences and challenges related to healthcare access, social connectedness, ai
community resources. Residents were compensated for their time, energy, and expes
eliminate financial barriers to engagement.

Q COLLABORATION
he

Healthy People in Equitable Communities |1

Redce g o Digigmoey e VewPas | WOW
ot s tecis msemments d | asth departments
fem the socal medin o Communty memst
Nerthmast Ok avear heath cusouses

substancs e ropor o YewZiaoe o Seoriowincome

o MThe s trang. Poxsing enttes
Communty Seath o Fastn stems
Asessmart Oute o Substaece e

ot s experance
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SDOH Accelerator Plan Executive Summary

SDOH Accelerator Plan

SDOH Accelerator Plan Focus Group Report

SDOH Accelerator Plan Social Media Post

NCCHIR March Quarterly Newsletter

NACCHO 360 Conference

SDOH Accelerator Plan Workplan
SDOH Accelerator Plan Implementation Budget

SDOH Accelerator Plan Inventory

N v W e wwuwnw

)§

CDC Success Story

Community Clinical Linkages Priority Area Profile
Social Connectedness Priority Area Profile

7 Focus Group Data Briefs

Transportation Environmental Scan

Secondary Data
Landscape Analysis
Resident Voice Survey

SWOT Analysis


chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/northernmichiganchir.org/wp-content/uploads/2024/03/NCCHIR_SDOHAcceleratorPlan_02.2024-1.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/northernmichiganchir.org/wp-content/uploads/2024/02/NCCHIR-SDOH-Accelerator-Plan_v.12.23-1.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/northernmichiganchir.org/wp-content/uploads/2024/02/NCCHIR-SDOH-Accelerator-Plan-Focus-Group-Report_v.12.23-1.pdf
https://www.facebook.com/DHD10/posts/pfbid0oxhfbAxRqMpkb3Ya2uCguvJPcidKDQFUrEcn7sfumWwuoEkBBdpJBKoC6H2NHegsl
https://mailchi.mp/0626a25ae0d1/collaboration-in-action-ncchir-newsletter-5658611
https://naccho2024.mapyourshow.com/8_0/#/

A
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“{./ COMMUNITY ENGAGEMENT
STANDARDS

» Create meaningful opportunities for community
engagement.

« Commit to engaging people with lived/living
experience.

« Eliminate financial barriers to NCCHIR community
engagement including but not limited to
compensating people with lived/living experience,
offering childcare, transportation, food, training
opportunities, and multi-modal engagement
options.

« Diversify Steering Committee representation to
reflect the demographics of the region.

« Ensure community engagement is a standard
budget line item in future grant applications.

*A community member refers to an individual who resides, learns, works,
plays, worships, or accesses services within a specific community.
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Opportunity: Michigan Health Endowment ﬁ
Fund Community Health Impact Fund

Amount: $150,000

Focus (prioritized by Steering
Committee):
 Enhance accessible and efficient
transportation services.
* Increase awareness and coordination
of social determinants of health ‘
resources.

- -

Geographic Region: Clare, Isabella, Lake,
& Mecosta Counties

Timeline: 1 Year




' TRANSPORTATION
~---7  PLANNING EFFORTS

NCCHIR Transportation Ecosystem (Existing Transportation Resoures Map)

The purpose of this map s o better understand the transportation ecosystem by ientfang sxisting senaces. programs, and resowrses that support access to healthcare and socs
determinants of health services. This map will help to identify barriers and oppornunities for support, problem. solving, growth, and capacity bullding between transit partners, community

Layer 1: Existing Transportation Resources Map

Layer 2: Resource Coordination & Accessibility

Layer 3: Empathy Map (User Experience)

Next Step:
« Continue to identify existing research and best practices. Explore existing
transportation models
« Dv istil dination & igation r

« B lati hips with tation providers. Formally introduce project &

existing work completed Fxplore perspectives of fransportation providers

- Conduct a transportation empathy map in partnership with transpoertation
providers. An empathy map is a collaborative visualization used to articulate
what we know about a particular type of user. It extemnalizes knowledge about
users in order to 1) create a shared understanding of user needs. and 2) aid in
decision making. We want to understand where community members are
already traveling and want to travel and what bamiers they experience

- Develop layer 2 of the map: Hesource coardination & accessihlity
Coordination/connection, cost, access, and availability.

parners, and community members.

Aim: Improved accese to healthcare and social determinants of health services.

Important: Thiis srosyslen is complicaled & complex This map will never be 100% acouale Ths is nol an empathy map. This map only shows the visible elements in the system - net
the invizible:

Reference Decuments
D Resicent Volce Data

D Pariner Reflection Questions

D Transportation Scan Excel Spre:

=,

Transportation
1. Which cenvices are on demand, sppointment. of fixed
route? Answer: TBD
Are these services on 2117 Answer: TED

. Which senices provide curty to curb senvice ve which
services provide door through door seraces? Answer:
TED
Hewe the: health plans lngistically provide Irarssportaticn
for Medicald clients? Answer: McLaren has verlfied
transpenancn partners (example: Dial a Rwde) that
clients can call and utilize the service. Altematively.
clients can get reimbursed for persenal mileage. Can be
used for social determanants of health resource £
like & food partry.

. What 15 the capacity of these sosting resources? If
limited capacity, how do we build this? Anewer: TRD

. Are transportation services/resources being under-
ublized? Answer: THD

won

I

55

o

o

* Paase motm. Bl wrvm.
mirdiars end time of b,

Strategy ldeas: Design strategies to solve problems and
Everage opportunities.

oy 1 How might we improve awsreness of svails
e resaurces?
2. How might we improve navigation of these resources
» - 85 & community member & 85 & community pariner
3. How might we bulld capacity within existing services

5 & vene

SOUNTEST - POV

4. How might we imprave the coardinaticn and
— allgnment of existng senacesiresources? Ideas: Build
Tontmis

CHW, navigator, and 21 capacity to supporn
= transportation navigation.

Root Causas: What factors are
causing the problem.

+ Lack of awareness of
avallzble resourcesiservices.

- Difficull to navigate
resources/senices.

- Rescurcesiservices not
convenient for Lser

= Mot enough buses
dirvess

« Transportation rarely crosses
county lines.

» Securing licens

s difficuit w
for migrant indrviduals.

- 10%

s
ing e seraicesmreete suriakis

Phficaia Headth Plan Trarparation
Dvarvam




REFLECTIONS

& QUESTIONS
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