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MEASURING FOOD INSECURITY

Utilizing BRFSS State-Level Data

£75

SSSSSS
HHHHHH
PPPPPPPPPPP




BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM
(BRFSS)

- Cross-sectional telephone surveillance system active in all 50 states, the District of Columbia,
Puerto Rico, Guam and Virgin Islands

- Landline and cellular telephones

- Collects health information from a representative sample of non-institutionalized adults aged
18 years or older on:

o Health risk behaviors

° Clinical preventive health practices

o Health care access (primarily related to chronic disease and injury)

- The BRFSS provides flexible, timely, and ongoing data collection that allows for state-to-state
and state-to-nation comparisons.
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BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM

(BRFSS)

- Informs CDC’s key winnable public
health battles

o Nutrition, Physical
obacco Activity, Obesity

Teenage Pregnancy Food Safety

Healthcare Associated

: HIV
Infections

Motor Vehicle
Accidents

- Advances IDPH’s role as chief health strategist through
assessing current status of lowa’s top health issues

Obesity, NUTFITiQr s« mesews
& Physical Activity yo -

Insurance Affordability & Coverage Diabetes Nutrition
Lack of Primary Care Services Lack of Oral Health/Dental Services

oisaster precarecness [ QCK Of Mental Health Services

Mental Health, " e’ “besity
I"ness & Suicide Motor veticte crashes

Transportation

Cancer  Adverse Childhood Experiences

sease Falls
Heart O Sexually Transmitted Diseases

Flu Immunizations

TObaCCO/ Nicotine USG Adolescent Immunizations

Substance Abuse physical Activity
N
N
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BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM
(BRFSS)

- BRFSS is organized in 3 sections:
o Core

o Optional modules
o State-added questions

- Provides a sound basis for developing and evaluating public health programs, including
programs targeted to reduce disparities in health outcomes.

- Collects information on individual health-related behavior as well as access to utilization of
healthcare system through survey questions

- Includes community level measures




SOCIAL DETERMINANTS OF HEALTH (SDOH)

- Conditions in which people are born, live,
learn, work, play, worship, and age that affect
a wide range of health, functioning, and
qguality-of-life outcomes and risks.

- Now recognized to be the primary drivers of -
health outcomes across the lifespan i Hoalth Care

Access to care account for 10 -15% of
preventable deaths in the US (RWIJ
Commission to Build a Healthier America).

Social factors such as housing, education,
income, transportation, access to healthy
affordable food, and employment greatly
influence the health and quality of life in
communities
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SOCIAL DETERMINANTS OF HEALTH (SDOH)

- Measures available in the BRFSS:

Figure 1
Social Determinants of Health

- Economic instability

- Food insecurity

- Housing insecurity

- Neighborhood safety and design
- Stress

- Social support system
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BRFSS FOOD INSECURITY QUESTIONS

SASDHQ4

For the next two statements, please tell me whether the statement was often true, sometimes true, or never true for you in the last 12 months (that is, since last [CATI
NOTE: NAME OF CURRENT MONTH]). The first statement is, “The food that | bought just didn’t last, and | didn’t have money to get more.”

Was that often, sometimes, or never true for you in the last 12 months?

1 Often true,
2 Sometimes true, or
3 Never true

Do not read:

7 Don’t Know/Not sure

9 Refused

SASDHQ5

| couldn’t afford to eat balanced meals. Was that often, sometimes, or never true for you in the last 12 months?
1 Often true,

2 Sometimes true, or
3 Never true

?o n;t realij: " Y\g&v/ 751%
on’t Know /Not sure \7 N

9 Refused
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BRFSS DATA SNAPSHOTS

- Disaggregate data by demographic characteristics:
* Sex
* Household income

Education level

Race/Ethnicity

Sexual orientation

Disability

Home ownership

Employment

* Industry and occupation

- Ability to perform cross-analysis between measures and outcomes
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BRFSS DATA SNAPSHOTS

DEMOGRAPHIC GROUPS

lowa seniors experiencing food insecurity

Prevalence Rate (%) C.1. (95%)
TOTAL 6.9 (5.8 - 8)
SEX
Male 5.6 (41-7.2)
Female 7.9 (6.3-9.5)
RACE/ETHNICITY
White/non-Hisp. 6.3 (5.2-7.4)
Black/Non-Hisp. - -
Other/Non-Hisp. - -
Hispanic - -
AGE GROUP
60-64 9.6 (7.2-12.1)
65 - 69 6.7 (4.6 - 8.8)
70-74 5.1 (3.1-7.2)
75+ 5.3 (3.3-7.4)

DEMOGRAPHIC GROUPS lowa seniors experiencing food insecurity
Prevalence Rate (%) C.1. (95%)
EDUCATION
Less than H.S. 25.4 (17 - 33.8)
H.S. or G.E.D. 6.5 (4.8-8.2)
Some Post-H.S. 6.1 (4.3-7.8)
College Graduate 2.1 (1.1-3)
HOUSEHOLD INCOME
Less than $15,000 39.3 (30.5-48.2)
$15,000- 24,999 16 (12 - 20)
$25,000- 34,999 6.7 (3.2-10.2)
$35,000- 49,999 2 (0.7-3.3)
$50,000- 74,999 1.2 (0-2.5)
$75,000+ 0.4 (0-0.9)
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BRFSS DATA SNAPSHOTS

- Food insecurity associated with poorer health outcomes:
- General health status

- Good, very good or excellent health
- Fair or poor health
- Health-related quality of life:
- 14+ days of poor physical health days
- 14+ days of poor mental health days
- Underweight
- Chronic disease
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BRFSS DATA SNAPSHOT
GENERAL HEALTH STATUS

General health status of seniors
experiencing food insecurity

>60 population
experiencing food

BRFSS Measure >60 population insecurity
Good or Better Health 78.3 4.7
Fair or Poor Health 21.7 15.5

GOOD OR BETTER HEALTH FAIR OR POOR HEALTH

m >60 population  ®m >60 population experiencing food insecurity ;&7 N
f
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BRFESS DATA SNAPSHOT
HEALTH-RELATED QUALITY OF LIFE

Health-Related Quality of Life of seniors
experiencing food insecurity

BRFSS Measure

>60 population

>60 population
experiencing food
insecurity

14+ Days of poor physical health days

13.6 16.5
14+ days of poor mental health days 6.6 24.2
Underweight 0.7 21.8

14+ DAYS OF POOR 14+ DAYS OF POOR UNDERWEIGHT
PHYSICAL HEALTH DAYS MENTAL HEALTH DAYS

m >60 population  ®m >60 population experiencing food insecurity
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QUESTIONS?

Joyce Mbugua

State Coordinator

Behavioral Risk Factor Surveillance System
lowa Department of Public Health

Joyce.Mbugua@idph.iowa.gov
Website: http://idph.iowa.gov/brfss
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MercyOne
Community Health Workers

Screening for Social Determinants of Health

JODIE SEVIER - MERCYONE SOUTH (DES MOINES)
CHERYL GARRELS - MERCYONE CENTERVILLE

N
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MercyOne CHWs
Who We Are & What We Do

o MercyOne’s “Total Health Road Map” project is a grant funded initiative to identify & address
Social Determinants of Health within our patient population.
o CHWs are located in the clinics & are knowledgeable of the area’s resources.

* Currently screening in three Central lowa clinics (South, East Village, Centerville) & will soon add three
more Central lowa clinics (Indianola, Ankeny, Urbandale).

o All patients in our clinic are welcome to complete our screening for SDoH needs.

* We currently screen for needs in the following areas:
Food, Housing, Utilities, Financial Strain, Transportation, Social Isolation, Personal Safety & Health Literacy

o We are available to meet with patients the same day in the clinic.

* We can also meet anywhere in the community to offer support while a patient navigates/accesses a
resource for the first time.

o Working with a CHW is free & voluntary.

* There is no time-limit to our partnership with patients.

* We are available to help as long as needed. Ni ERCYONE




MercyOne CHWs

o Ask patients what is most important today and address their self-identified need first.

* Avoid pushing our opinions / priorities on them.
* We do not want to overwhelm with too much information at once.

o Identify support systems (Family, Friends, Church, Neighbor, Pets, etc.)

o Ask what resources have already been utilized.

* People are resourceful and have experience finding ways to meet their needs.
* We do not want to waste anyone’s time by discussing information that is not new.

o Encourage setting a detailed goal.

* More likely to follow through on a plan if it is specific.

o Follow-up with everyone after our initial encounter.

* We care about you and want you to be successful at meeting your needs.
* We want to make sure we are recommending the most useful resources.

MERCYONE.




MercyOne SDoH Screening Results

11,000+

Screened Food ur‘ _a
- Housing @ 5%
2’ 000+ Transportation 6%
Screened Positive Utilities \
Medication Affordabilit

950+ _ y B¢
Requested Assistance Health Literacy i
i Safety/Violence I:II:::I
700 Social Isolation lﬁl

Referred to Resources

\} @Vé\ﬂg
MiERCYONE 165+
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Community Health in Rural lowa

Benefits

» Referrals to resources typically process faster because they have shorter waiting lists.
* Hospital is an anchor in the community.

* Easier to make an impact on the area as a whole (assist a larger % of our patients).

Challenges
* Limited financial resources

* Some SDoH only have one resource in the area, they become over-accessed and have
limited funds. Out of town travel is almost always required to get specialty services or to
have more specific SDoH needs met

* Limited public transportation (No bus routes / Taxi / Uber / Lyft)
* Privacy issues - “Everyone knows everyone.”

MERCYONE
P




Barriers to Assistance

Why don’t we ask for help or use the resources once they are offered to us?

* Pride, Embarrassment, Fear
— Someone “finding out”
— Seeing someone we know
* Socioeconomic Conditions
— Poverty & other life stresses
* Easier to stay home than it is to be
vulnerable
* Availability of Resources:
— Safe Housing (without long waiting lists)

— Fresh Food / Food Deserts
— Food that meets our dietary

* “lowa Nice”- Taking from others who
need more
* Physical / Cognitive
— Unable to physically navigate a resource
— Dementia, Dyslexia, Anxiety

* Vision or Hearing Difficulties
* Communication / ESL
* Transportation

* Other Personal Barriers:
— Discrimination, Racism, distrust of government

requirements, low sodium, diabetic MIERCYONE




Ultimately, we assist patients

* Get the help they need

* Break barriers to accessing community supports & resources
* Receive better healthcare

* Build confidence

* Achieve goals

* Live longer, healthier lives!

Our job is to see things from other perspectives,
to accept others where they are (at the time),
to understand that change is difficult,
and to respect everyone we meet.

MERCYONE.
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I-Smile Silver Pilot Project

Modeled after the statewide
I-Smile program for children
and pregnant women, |-Smile

Sllver IS developlng Iocal ‘ T _ nE — ' ;‘ I r L 1.Pocahontas 6.Hamilton
systems that help adult and ENEER R RS gt e
4.Calhoun 9. Des Moines

older lowans access oral e B s Webster 105t
health services and maintain TITTTITI L] s

overall health.
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Oral Health Impacts Nutrition

The mouth serves as the body’s primary means to receive
nutrition and hydration.

Nearly half of [-Smile Silver participants report avoiding
certain foods in the past year due to problems with their mouth

* Primary reason: inability to access dental care (ill-fitting dentures,
decay, oral lesions, gum disease, dry mouth)



The I-Smile Silver Coordinator

“Connecting adult and
older lowans to community
resources to improve and
maintain overall health”




National Efforts:
Screening for Food Insecurity
and Malnutrition in Older Adults

CARLENE RUSSELL, MS RD LD FADA

RETIRED- IOWA DEPARTMENT ON AGING
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Screening for Food Insecurity

Hunger Vital Sign™ | “sometimes true”. or “often
true” to either or both questions
should trigger a referral for food
security support .

Two Question Screening

“Within the past 12 months we
worried our food would run out before
we got money to buy more.”

”WIthln the paSt 12 months the fOOd Foor;):nlir;siic;nr;tyand Health- A Tool Kit for Physicians and Health Care

Feeding America. https://hungerandhealth.feedingamerica.org/wp-

we bought JUSt d|dn't IaSt and we content/uploads/2017/11/Food-Insecurity-Toolkit.pdf
didn’t have money to get more.” VL
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https://hungerandhealth.feedingamerica.org/wp-content/uploads/2017/11/Food-Insecurity-Toolkit.pdf

Malnutrition Screening Tool - MST

The MST is a validated tool 37, alliance

K/
J-’\ o Advance Patient Mutrition

Malnutrition Screening
Tool (MST)

STEP 1: Screen with the MST STEP 2: Score to determine risk

p

0 Have you recently lost weight
without trying?

> Weight loss (score 0 or 2) - o | i

MST=00R 1

Urisure 2 e

If length of stay exceeds 7 days, then
rescreen, nepeating weekly 2 nesded.

> Amount of weight lost (score 1-4) T | ,

142116 MS5T =2 OR MORE

AT RISK
Eating poorly and/for recent weight loss

> Poor food intake or poor appetite b

O 1 Perform nutntion coreult within 24-72 s,
( sco re O r ) Weight loss score: | depending an rik.

8 Have you been eating poorly because STEP 3: Intervene with

LI T

of a decreased appetite? nutrition for your patients at
Mo o risk of malnutrition.
s |

A score >2 = risk for malnutrition wremecoe [

Add weight loss and appetite scores

msT score: |GG

AV 2
| SR Q/d\ﬂg
I gyt | e | o= (o 1o | Y )T

T parey’ el CUEITE. 306 RPEO B CENESa L in oliEGTIng O NOAp ke Surinon

AxcrdreL Tae Alila e 10 Adhincs FIEr! W a4 Fuce gLk & s o Asaon arrer. IOWA-
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Integrate Nutrition Care into Care Transitions

Community Care

Community-based physician offices and

Healthcare nutrition-support organizations manage
Practitioners, the patient’s care prior to admission and
;m;‘::l following discharge from hospital or
Assodations post-acute care

Acute Care

Public Patients, Quality Patient is admitted to hospital from home
and Private Families, Malnutrition Care or post-acute care; malnutrition care
Payers Caregivers, and Standards, provided and integrated into discharge

Advocates Tools, and Best

plan, then patient discharged back to
Practices

home or post-acute care

Post-Acute Care

Patient is transitioned to rehabilitation,
skilled nursing facility, or long-term care
following discharge; malnutrition care
provided and integrated into transition of
care prior to retuming to community-based
care or readmission to the hospital

Mational, State,
and Local
Governments

w
Defeat Malnutrition Today Infographic.

https://www.defeatmalnutrition.today/sites/default/files/documents/Dialogue%20Infographic Malnutrition%20Transitions%200f%20Care 20180806.pdf



https://www.defeatmalnutrition.today/sites/default/files/documents/Dialogue Infographic_Malnutrition Transitions of Care_20180806.pdf

Ohio Senior Malnutrition and Food

Insecurity Screening Tool
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Call to Action
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|dentify validated screening tools- Consider using
common tool across system/state so results can
be aggregated and connected to national efforts

Look for opportunities to incorporate screening
for the people you serve

Develop process/workflow to address identified
needs

Develop and maintain community nutrition
resource list

Connect people with resources they need

Document outcomes



Resources

Defeat Malnutrition Today Food Insecurity Screening Toolkit: Connecting
with Community Resources. Feeding America

https://www.defeatmalnutrition.today/

https://hungerandhealth.feedingamerica.org/r
esource/food-insecurity-screening-toolkit/

Malnutrition Quality Improvement Initiative
(Maii)
http://malnutritionquality.org/mqii-toolkit.html

Aspen Malnutrition Toolkit

https://www.nutritioncare.org/Guidelines and
Clinical Resources/Toolkits/Malnutrition Tool

kit/
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https://www.defeatmalnutrition.today/
http://malnutritionquality.org/mqii-toolkit.html
https://www.nutritioncare.org/Guidelines_and_Clinical_Resources/Toolkits/Malnutrition_Toolkit/

