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Years from Average Michigan Life Expectancy
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PHOENIX Average Michigan life expectancy is 77.7 years (at birth).

Data from Mational Ceriter for Bealth Statistics, U5, Small-Area Life Expectancy Estimates Project
(USALEEP): Michigan [2010-2015]. Methadology by Escobado et al, 2018.




Overall Life Expectancy in Southeastern Michigan
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Black Detroiters are put at risk of dying
prematurely.

Preventable.
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Root Cause Tool Systems Outcomes

Public Health
-and Health Care

Neighborhood
-and Built
Law (political Environment
process,
Structural Discrimination statutes, cases,
(racism, sexism, ableism, budgetary
classism) decisions,

regulation,
enforcement)

Bevised SDOH Framework created by Rugaiijah Yearby (2020)




Racism, Among Many Structural Inequities, Negatively Impacts Health
Outcomes and Other Social Determinants of Health

Elizabeth Brondolo, et al, Racism and Hypertension: A Review of the
Empirical Evidence and Implications for Clinical Practice, American

Journal of Hypertension, Volume 24, Issue 5, May 2011, Pages 518-529,

Souroa: Boston Fublic Health Commission’s Raciel Jusiice and Hesith Equily Initiatee; available: hitpdfvvse bphe orgfehelwedoh ealth-equity-sacialjusticefracial-
justice-haalth-equity-initistive/Documents/RJHE %4202 01 52200 varviaw S 2 0F INAL, pof ar



Age-adjusted Mortality Rates per 100,000 Population for the Ten Leading Causes of Death
in the City of Detroit, Wayne Count, Status of Michigan, and the United States, 2020
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PLOS ONE

RESEARCH ARTICLE

From pandemic response to portable
population health: A formative evaluation of

the Detroit mobile health unit program

Phillip Levy’, Erin McGlynn®'*, Alex B. Hilli»', Liying Zhang?, Steven J. Korzeniewski?,
Bethany Foster’', Jasmine Criswell3, Caitlin O’Brien®, Katee Dawood?, Lauren Baird?3,

Charles J. Shanley*

1 Department of Emergency Medicine, Wayne State University School of Medicine, Detroit, Michigan, United
States of America, 2 Department of Family Medicine and Public Health Sciences, Wayne State University

l ‘ School of Medicine, Detroit, Michigan, United States of America, 3 Wayne Health, Wayne State University,
‘ -’ Detroit, Michigan, United States of America, 4 Department of Surgery, Wayne State University School of
Medicine, Detroit, Michigan, United States of America
Check for

Hypertension

BESEARCH LETTER

Utilizing Mobile Health Units for Mass
Hypertension Screening in Socially Vulnerable
Communities Across Detroit

Robert D. Brook®>, Katee Dawood, Bethany Foster, Randi M. Foust, Catherine Gaughan, Paul Kurian, Brian Reed,
Andrea L. Jones, Barbara Vernon®>, Phillip D. Levy
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Categories Number (%) BP* (mm Hg)
All patients 3,039 126.9+23.1/76.8 £ 14.7
Normal BP
1136 (37%) | 105.5+9.28/65.0 + 8.34
Systolic BP <120 and diastolic BP <80 mm Hg
High BP Categories™**
Elevated BP
ovar 306 (10%) | 124.2+2.8/70.1 +6.44
[ Systolic BP 120-129 and diastolic BP <80 mm Hg |
H rt : t ok |
JpereneIon caTogores 1597 (53%) | 142.7 +19.39/86.4 + 12.43
Systolic BP 2130 and/or diastolic BP 280 mm Hg ]
Stage |
- 629 (21%) | 127.7+8.73/80.3 +6.84
[ Systolic BP 130-139 and/or diastolic BP 80-89 mm Hg]
Stage
5 068 (32%) | 152.4+18.15/90.4  13.6
I Systolic BP 2140 and/or diastolic BP 290 mm Hg |
(
WAYNE STATE ) Better Health
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SOURCE Emergency Department Surveillance data from HFHS and DMC
(n=979,965); CDC Social Vulnerability Index (SVI), 2018
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ACHIEVE GREATER

Addressing Cardiometabolic Health Inequities by Early PreVEntion in the GREAT LakEs Region

Early intervention
Focus on stage 1 HTN 5:3
Primary outcome: BP o

& e V o~ 4 cCes: ._» AHIL = N |
Mid-life intervention i
Focus on stage A HF éB o

Primary outcome: BP and BNP

Focus on CHD risk
Primary outcome: BP+LDL+A1c

miy

Life Course
No Intervention

Life Course
) Project 3

Life Course
O Project 2

Life Course
o Project 1

Early Advanced Elderly




2 . Education _ Lifestyle therapies
PAL® Intervention an’ ety d

Mmgates

Improves
990 Obstacles Exerclse

.+ = A

!’oor access &  Social determinants *

linkage to care of health
BARRIERS TO HTN CONTROL

Allosteric Load
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PAL2

+ PRAGMATIC Engaging
- PERSONALIZED Focusing
- ADAPTABLE Evoking
- APPROACH to :
Planning

 LIFESTYLE &
* LIFE CIRCUMSTANCE

T — () Better Health

UNIVERSITY Partnership




Education Jobx Status  Family/Social Income Community | zip code!
Support Safety

Socioeconomic Factors
50% can
@ . @ @ @ bEtracEd
back to your

.—[ Physical Environment

Health Behaviors

) @ QY

Tobacco Use Diet & Alcohol Use Sexual
Exercise Activity

Only 20%
include those
moments in

a healthcare
envircnment

Health Care

Access to Care
Quality of Care

Source lnstitute for Clinical Systoms Improvemant, Going Bayond Clinical Walls: Selving Complex Froblema (Dctabar 2014)
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COMMUNITY HEALTH
WORKERS (CHWS)

- Review SDoH screener

- Connect to community
resources

- Follow up

- Healthcare team
leader: clinicians, case
managers, pharmacists,

and administrators

Care delivery,
Reimbursable*

() Better Health
ey - / Partnership




POPULATION HEALTH

Social and Economic Factors Drive Health Outcomes

Neighborhood
and Physical
Environment

Economic

Communityand| Health Care

Stability Social Context System

Racism and Discrimination

Employment Housing Literacy Food security Social Health coverage

Income Transportation Language Access to (ML Provider
Early childhood healthy options Su;ipglrt availability
SN Provider
Community linguistic and
o engagement cultural
training e competency

Higher

Zip code / education Exposure to Quality of care
geography violence/trauma

Expenses Safety ‘
Debt Parks educ?tlon
Medical bills Playgrounds Vocational

Support Walkability

Health Outcomes: Mortality, Morbidity, Life Expectancy, Health Care Expenditures, Health Status, Functional Limitations

- () Better Health
Wﬁ‘mEﬂéTﬁTE / Parthership




Social Services Delivered

Number of  Number of
2021 Total Q12021 Q22021 Q32021 Q42021 Followups Followups
attempted  Completed

Program
Totals

Referral Category

Number of individuals assisted with

2525 1259 662 291
social service referrals onsite 214 92 2018 1211
Food Assistance 862 436 258 17 68 33 628 371
Public Benefits Assistance 429 193 137 34 15 7 324 170
Unemployment Assistance 359 153 110 33 8 2 289 161
Nav!gatf)r Services (Health Insurance 20 108 5 2
Navigation) 27 7 166 96
Utility Assistance 136 90 10 18 47 15 60 50
Voter Registration 47 10 5 5 0 0 35 25
PCP Referral * 116 94 9 18 39 28 50 49
Transportation Assistance 39 10 0 0 10 0 29 13
() Better Health

__ W“J‘IHER%.WE Partnership




PAL2 Components

« Screen for SDOH needs and provide referrals

« Provide feedback on blood pressure from home
blood pressure monitoring

« Provide and review educational handouts

- Make a “change plan” where goals and actions
steps to accomplish them are set or review the

success of a previous plan and update/revise
Motivational Interviewing

WAYNE STATE () Better Health

UNLVERSITY Partnership




P1 PAL2

*For people with low risk, stage 1
hypertension and who are not on
medication for HTN at the start of the

study
Lifestyle changes may be enough to control/ improve HTN
May start HTN medication during the study if BP does not improve
Medication will be managed by a study pharmacist
=Intervention lasts for 2 years
=First twelve months= monthly sessions
=Second twelve months= quarterly sessions (4 times per year)

(
WAYNE STATE ) Bet%%itﬁgggzig
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P2 PAL2

=P2 study: for people with Stage 2 HTN
or Stage 1 HTN plus at least 1 risk for heart
failure (diabetes or chronic kidney disease)

Will follow a standard protocol for managing HTN medications
Medication will be managed by a study pharmacist
*Intervention lasts for 2 years
"First twelve months= monthly sessions
=Second twelve months= quarterly sessions (4 times per year)

] WAYNE STATE () Betgec_ﬂrrtﬂgrasg:ig
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How Can |
Manage Stress?

How much physical activity
do you need?
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Feel Better
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Move more, with more intensity, and sit less

Find out how at heart org/movemore.
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