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* The National Center for Health in Public Housing (NCHPH)
is supported by the Health Resources and Services
Administration (HRSA) of the U.S. Department of Health
and Human Services (HHS) under grant number
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* The mission of the National Center for Health in Public
Housing (NCHPH) is to strengthen the capacity of federally
funded Public Housing Primary Care (PHPC) health centers
and other health center grantees by providing training and
a range of technical assistance.

Increase access, quality of health care, and improve health outcomes
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Public Housing Demographics
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https://pic.hud.gov/pic/RCRPublic/rcrmain.asp

A Health Picture of HUD Assisted Adults,
2006 -2012

Adults in HUD-assisted housing have higher rates of chronic health conditions and are greater utilizers of health care than the general

population.
HUD- Low- All Adults
Adult Smokers with Housing Assistance Assisted income
33.6 353 309 e
50 0/ o/ o Fair/Poor 35.8% 24% 13.8%
0 0 %0 Health
40
. Overweight/ 71% 60% 64%
o
22% Obese
20
Disability 61% 42.8% 35.4%
10
0 Diabetes 17.6% 8.8% 9.5%
Public Housing Mult COPD 13.6% 8.4% 6.3%
Housing Choice Fanuly
Voucher Asthma 16.3% 13.5% 8.7%

Source: Helms, V. E., 2017, Sperling, J., & Steffen, B. L.
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https://www.huduser.gov/portal/publications/Health-Picture-of-HUD.html

Learning Objectives

1. Discuss the prevalence of prediabetes and obesity

in public housing
2. Summarize the challenges for diabetes prevention

interventions
3. Identify interventions to address prediabetes in

public housing




Prediabetes

Prediabetes is a serious health condition where blood sugar levels are higher
than normal, but not high enough yet to be diagnosed as type 2 diabetes.
Approximately 96 million American adults—more than 1 in 3—have prediabetes.
Of those with prediabetes, more than 80% don’t know they have it.

Source: CDC.gov

MNational Center for Health in Public Housing



Adult Body Mass Index

. 5 8 hum 1] mfmlx?n H;xuvn?lélmv?u i
If your BMI is less than 18.5, it falls R T o o o e o
within the underweight range.

If your BMI is 18.5 to <25, it falls within
the healthy weight range.

If your BMI is 25.0 to <30, it falls within
the overweight range.

If your BMI is 30.0 or higher, it falls
within the obesity range.

National Center for Health in Public Housing



e Numerator

* Number of adults aged 18 years and over who
have undiagnosed prediabetes (a fasting blood
glucose level between 100 and 126 mg/dl or an
HbAlc between 5.7 and 6.5).

* Denominator

* Number of adults aged 18 years and over
without diagnosed or undiagnosed diabetes or
diagnosed prediabetes (i.e. adults aged 18 years
and over who have Alc less than 6.5 or fasting
plasma glucose less than 126 and do not report
being diagnosed with prediabetes or diabetes by a
health care professional).

I\Lt ik

enter for Health in Public Housing

Adults with undiagnosed prediabetes, 2013-16 e

n Total " Target:33.2
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0
2013-16
Objective: D-02
Data Source: National Health and Nutrition Examination Survey (NHANES), CDC/NCHS
*: Age adjusted to the year 2000 standard population.
J:Unless otherwise noted, data represent "percent, 18+ years
DSU: Data do not meet the criteria for statistical reliability, data quality, or confidentiality.
DNA: Data have not been analyzed.
DNC: Data for specific population not collected. J:IJ-l_rL Healthy People 2030

---: Data are not available.



Obesity among adults, 2013-16 to 2017-20 20

n Total “F" Target: 36.0
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Objective: NWS-03
Data Source: National Health and Nutrition Examination Survey (NHANES), CDC/NCHS
1. Estimates are calculated from 2017-March 2020 prepandemic data files.
*: Age adjusted to the year 2000 standard population.
¢ Unless otherwise noted, data represent "percent, 20+ years”
DSU: Data do not meet the criteria for statistical reliability, data quality, or confidentiality.

DNA: Data have not been analyzed.

NCHPB DNC: Data for specific population not collected. -FIJ-|_|1- Healthy People 2030
I ---: Data are not available.

MNational Center for Health in Public Housing




A decade ago, no state had an adult obesity rate at or above 35 percent.

Number of States with Adult Obesity Rates Above 30 Percent, 2011-2021

M = States with Adult Obesity Rates 30 Percent or Higher
M = States with Adult Obesity Rates 30-35 Percent
M = States with Adult Obesity Over 35%

35
31 12
29
25 7 9
22 .- "
19 3 23
- - 22 22
17
| 1 | | | 1 | | 1

2011 2012 2013 2014 2015 2017 2018 2019

Source: TFAH analysis of BRFSS data

NCHFA
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Section F — Preventive Care and Screening: Body Mass Index (BMI)
Screening and Follow-Up Plan

Total Patients Estimated Number of Patients with Estimated % of Patients with BMI

Preventive Care and Screening: Body Mass Index Aged 18 and BMI Charted and Follow-Up Plan Charted and Follow-Up Plan
(BMI) Screening and Follow-Up Plan Older (a) Documented as Appropriate Documented as Appropriate

MEASURE: Percentage of patients 18 years of age and 16,021,493 9,823,612 61.32%
older with (1) BMI documented and (2) follow-up plan

documented if BMI is outside normal parameters

Source: HRSA, 2022

NCHPA

Natienal Center for Health in Public Housing




Total No. Overweight % Overweight
Patients Patients patients

911,683 234,801 25.75

30,193,278 7,622,987 25.24




Obesity Category

e Class 1: BMIl of 30 to < 35
e Class 2: BMI of 35 to <40

 Class 3: BMI of 40 or higher.
Class 3 obesity is sometimes
categorized as “severe” obesity

National Center for Health in Public Housing



Adult Body Mass Index (BMI)

Height Weight Range BMI Considered
59" 124 |bs or less Below 18.5 Underweight
A d | 125 |bs to 168 Ibs 18.5t0 24.9 Healthy weight
t Body
u 169 |bs to 202 Ibs 25.0t029.9 Overweight
I\/I a S S | n d eX 203 lbs or more 30 or higher Obesity
271 lbs or mare 40 or higher Class 3 Obesity

Example

BMI does not measure body fat directly, but BMI is moderately correlated with more direct measures of body fat obtained
from skinfold thickness measurements, bioelectrical impedance, underwater weighing, dual energy x-ray absorptiometry
(DXA) and other methods '3, Furthermore, BMI appears to be strongly correlated with various adverse health outcomes
consistent with these more direct measures of body fatness 38732,

e Source: https://www.cdc.gov/obesity/basics/adult-defining.html



https://www.cdc.gov/obesity/basics/adult-defining.html

Challenges — Healthy Food

NCHPA

National Center for Health in Public Housing



Challenges - Exercise

NCHPA

National Center for Health in Public Housing



Challenges- Exercise

NCHFA

National Center for Health in Public Housing
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Challenges Specific to the
Public Housing Population

* Public housing patients have difficulty paying for
medications and services

* Public housing developments located in culturally diverse
communities

* Poor adherence to self-management
* Travel distance and lack of transportation

* Technology barriers

National Center for Health in Public Housing




Challenges — PHPC Settings

* Reimbursement

* Providers’ perception
* Knowledge gaps

* Insurance coverage
* Time

* Workforce shortage

 Resources for diabetes educators are limited

National Center for Health in Public Housing
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Planned Care
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Co-morbidities Hypertension | amputation
retinopathy / neuropathy
nephropathy

Number of Hgh
Alec per review
perod

None one two | three
four /more than four

Latest Hgh Alc

<6 6-69 7-79 /8
-89 o-10 =10
Not available

Number LDL per
review penod

None one o
three four more than
four

Latest LDL

(write n LDL)
Not Available

Latest triglyceride

(wrte in tnglyeende)

Latest HDL [

Not Available
Opthalmelez | Ve No
referral
Documented Foot | Yes / No

exam with
monofilament OF.
Podiatry Referral

Systolic Blood
Pressurs

(wnte in SBF)

Diastolic  Blood
Pressure

(Write in DEP)

Pneumonia Shot Wes  No

Flu Shot Yes No

Microalbumm CF [ Yes No  Nephropathy
UA documented

ASA Ty Yes | No

ACE Tz  if | Yes 'No

appropriate
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Plain
Language
and Health

Literacy

* Source: https://open.umich.edu/education/dent/patient-comm-skills
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Glucose

Testing
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Food

Insecurity

GARDENS AS THERAPY

In the course of assisting women
with depression, Ginger, a Brock-
ton Neighborhood Health Center
(BNHC) social worker, realized

Every Friday they met, working for
an hour in the garden and then
gathering in group therapy in the
teaching kitchen. Harvests were

INTERVENTIONS

ATEACHING KITCHEN WITH CLASSES
IN COOKING AND NUTRITION

A LOCAL GROCERY STORE
PARTNERSHIP FOR FOOD VOUCHERS
AND NUTRITION EDUCATION

LEVERAGING SERVICES THROUGH
THE PROJECT BREAD COALITION

A COMMUNITY GARDEN
AND THERAPY PROGRAM

PARTNERSHIPS
FOR FOOD DONATIONS

A MOBILE FOOD MARKET FOR
LOW-COST PRODUCE IN PARTNERSHIP
WITH THE LOCAL COLLEGE

HIRING A COMMUNITY HEALTH

30
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THE CHALLENGES IN THE DEVELOPMENT OF DIABETES
PREVENTION IN PUBLIC HOUSING SETTINGS

Francis Afram-Gyening, Chief Executive Officer
Dr. Chandra Jennings, Medical Director
Anna Ferguson, Chief Nursing Officer
Ana Velez, Quality Outcomes Manager



CAMILLULS HEALTH CONCERN
GOOD SHEPARD HEALTH CENTER
336 NW 5™ STREET
MIAMI, FL 33128

SATELITE SITES:

NCL CAMPUS (2\° FLOOR)
1545 NW 7™ AVENUE
MIAMI, FL 33136

SALVATION ARMY
1907 NW 38™ STREET, ROOM 195
MIAMI, FL 33142




THE HISTORY OF
CAMILLUS HEALTH CONCERN

»Founded in 1985 by Brothers of Good Shepherd and now
Hospitaller Brothers of St. John of God

»One of nearly 1,400 FQHCs nationally
»One of nearly 50 FQHCs in Florida

» The only FQHC whose mission is to provide healthcare
services to those experiencing homelessness in Miami Dade
County



WHO WE SERVE

» Patients Served Annually: 6,000
» Total Visits: 34,500
» 3 Operating Sites:
» Greer Building
» NCL Clinic at Camillus House
» Health Resource Center at Salvation Army
» Outreach



CAMILLUS HEALTH CONCERN
SERVICES




THE PREVALENCE OF PREDIABETES AND
OBESITY IN PUBLIC HOUSING

» Prediabetes is a high-risk state for developing diabetes and
associated complications.

» Prediabetes means you have a higher-than-normal blood
sugar level. It’s not high enough to be considered type 2
diabetes yet.

»|f you have prediabetes, the long-term damage of diabetes-
especially to your heart, blood vessels and kidneys-may
already be stating.



TESTING FOR PREDIABETES

There several blood tests for prediabetes. One of the tests is
glycated hemoglobin (A1C) test. The A1C test measure your

average blood glucose for the past two to three months. In
general:

»Below 5.7% is normal
»Between 5.7% and 6.4% is diagnosed as prediabetes

»6.5% or higher on two separate tests indicates diabetes.



DIABETES POOR CONTROL

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

Diabetes Poor Control

mCY 2021 33.0%
M YTD 2022 32.0%
B CHC Internal Goals 2022 30.0%
 Healthy People 2030 Goal 11.6%

*Diabetes poor control- Percentage of patients aged 18 through 75 years with type 1 or type 2 diabetes mellitus who had a most recent hemoglobin Alc (HbAlc) greater than 9 percent or
if an HbA1lc test was not done during the measurement year. CMS Reference: CMS 122.

*UDS 2021 HRSA National Average: 32.29%

*Healthy People 2030- is the federal government’s prevention objective for the general population on building a healthier nation. Designed to identify the most significant preventable
threats to health and to establish national goals to reduce these threats.

*HRSA-funded health centers are evaluated on a set of performance measures emphasizing health outcomes and the value of care delivered.



HYPERTENSION CONTROLLED BLOOD PRESSURE

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

Hypertension Controlled Blood Pressure

mCY 2021 61.0%
mYTD 2022 60.0%
B CHC Internal Goals 2022 67.0%
B Healthy People 2030 Goal 60.8%

* Controlling High Blood Pressure CHC internal goal is based on a 15 percent increase from 2021 as recommended by HCN and for the homeless population that we serve.

* Healthy People 2030 is the federal government’s prevention objective for the general population on building a healthier nation. Designed to identify the most significant
preventable threats to health and to establish national goals to reduce these threats.

* HRSA-funded health centers are evaluated on a set of performance measures emphasizing health outcomes and the value of care delivered.
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QUARTERLY SELECTED 2022 QUALITY MEASURES

Cervical Cancer Screening

Breast Cancer Screening

Statin Therapy for the
Prevention of CVD

mCY 2021 75.0% 47.0% 80.0%
M YTD 2022 73.0% 39.0% 78.0%
B CHC Internal Goals 2022 74.0% 60.0% 86.0%
m Healthy People 2030 Goal 84.3% 77.1% 72.0%




FACTORS AFFECTING
DIABETIC CARE

Research has shown that prediabetes and diabetes are higher
among public housing communities than the general population
because of :

»lack of access to health care services
»food insecurity

» obesity

»might have a diabetic family history



BARRIERS TO TREATMENT

»Has the person accepted their diagnosis?
» Are they experiencing depression or any other mental health conditions?

» Food Insecurity- Food access

» Can they follow-up as scheduled/recommended every 3 months?
» Transportation barriers
»Job and Personal life conflicts

» Does the patient understand how to take their medications (e.g., oral vs insulin)?
» Can the maintain their medications (possession)?

» Proper Insulin storage

»Syringe storage/ disposal




CHALLENGES

»Social Environment: Interpersonal support, isolation
» Physical Environment: Parks, sidewalks, etc.
»Access to early Care

»Multigenerational disease

» Literacy and communication levels

»Does the community and/or health center have nutritionists/dieticians, gyms, community space, etc.

» Priority of needs: housing, food, utilities, safety, familial stability




LESSONS LEARNED

» Housing/Sheltering Status
» Work Conflicts

» Family/Intrapersonal Support or Conflicts

» Access to telehealth
» Direct dispensing of medications
» Enhanced clinic access

» Physical activity recommendations
» Medication management (oral meds vs insulins)

» Multi-disciplinary supports






Visit us at NCHPH

MNational Center for Health in Public Housing
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Contact

Information

NCHFA

National Center for Health in Public Housing

Robert Burns
Program Director
Bobburns@namgt.com

Kevin Lombardi, M.D., M.P.H.
Manager of Policy, Research, and
Health Promotion
Kevin.lombardi@namgt.com

Chantel Moore, M.A.
Manager of Communications
Cmoore@namgt.com

Jose Leon, M.D.
Clinical Quality Manager
jose.leon@namgt.com

Fide Pineda Sandoval, C.H.E.S.
Training & Technical Assistance
Manager

Fide@namgt.com

Please contact our team for Training
and Technical Support
703-812-8822
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