= HEALTH SCREENINGS, RE

ble Neighbors:

' Model for Disease Prevention

B and Scrmn in Underserved Communities

| Caterina Hill, MSc, David Zurakowski, PhD, Jennifer Bennet, BA, Rainelle Walker-White, BS,
Jamie L. Osman, BS, Aaron Quarles, BS, and Nancy Oriol, MD

The Family Van mobile health clinic uses a “Knowledgeable
Neighbor” model to deliver cost-effective screening and preven-
tion activities in underserved neighborhoods in Boston, MA. We
have described the Knowledgeable Neighbor model and used
operational data collected from 2006 to 2009 to evaluate the
service. The Family Van successfully reached mainly minority
low-income men and women. Of the clients screened, 60% had
previously undetected elevated blood pressure, 14% had previ-
ously undetected elevated blood glucose, and 38% had previ-
ously undetected elevated total cholesterol. This represents an
important model for reaching underserved communities to deliver
proven cost-effective prevention activities, both to help control
health care costs and to reduce health disparities. (Am J Public
Health. 2012:102;406-410. doi:10.2105/AJPH.2011.300472)

KEY FINDINGS

=The Family Van mobile health clinic succeeded in reaching
mainly minority low-income clients by using a community-based
“Knowledgeable Neighbor” model.

= Of the clients screened, 60% had previously undetected el-
evated blood pressure, 14% had previously undetected elevated
blood glucose, and 38% had previously undetected elevated
total cholesterol.

= Male clients were almost as common as female clients. Men
were more likely to be uninsured and had higher rates of previ-
ously undiagnosed elevated blood pressure and blood glucose.

= Most clients had health insurance, suggesting that this service
addresses barriers to health care beyond lack of insurance.

= Mobile health clinics are a promising tool to deliver proven cost-
effective chronic disease prevention interventions in underserved
areas and to meet the dual imperatives of controlling health care
costs and reducing health disparities.
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New solutions are needed to
deliver cost-effective preventive
interventions for chronic condi-
tions in low-income minority
communities across the United
States, both to reduce health
disparities and to control the na-
tion’s rising health care costs.'**
The National Commission on
Prevention Priorities has identi-
fied the top 25 cost-effective
preventive interventions, includ-
ing hypertension, diabetes, and
hypercholesterolemia screening.?
However, as highlighted in the
National Healthcare Disparities
Report, low-income minority
communities have poor access to
these services.? They experience
poorer client-provider communi-
cation and lower client trust and
health literacy.'*¢ In addition,
financial and logistical barri-
ers include lack of insurance,
out-of-pocket medical expenses,
distance to services, appointment
scarcity, and the complexities of
navigating the system with public
or no insurance.'*%-8

Created to overcome barriers
to health care, mobile health clin-
ics have operated in the United
States for many years, and an
estimated 2000 currently oper-
ate.”!° Despite the mobile health
clinic sector’s size, it has low
visibility within the health care
system perhaps because of its

positioning in the nonprofit sec-
tor and its relative lack of rigor-
ous formal evaluation. The aims
of this study were to describe the
model used by one mobile health
clinic and to evaluate the rates of
previously undetected elevated
blood pressure, blood glucose,
and total serum cholesterol levels
yielded from screening. This
study used anonymous informa-
tion collected for operational

purposes.

THE FAMILY VAN

The Family Van, a Harvard
Medical School affiliate founded
in 1992, uses the Knowledge-
able Neighbor model to reach
underserved communities® (Box
on p. e3; Figure 1; Figure 2).> A
recent study on the causes for
delays in treatment after the first
signs of stroke found that 75%
of African Americans called a
friend or relative first, and only
12% called 911 first." This incli-
nation to reach out to a trusted
friend when in medical need
was the basis for the creation
of the Knowledgeable Neighbor
model. Knowledgeable Neighbor
is the role played by all Family
Van staff: a friend who helps you
learn about and access local re-
sources and who willingly takes
the time to listen to your story
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but to whom you do not relin-
quish control over your health.”?
Health educators, dieticians,
and counselors provide screening
followed by health education,
health coaching, referrals, and
navigational support. No diagno-
ses or treatments are provided
on the Family Van. Blood pres-
sure is measured with a manual
sphygmomanometer to screen
for hypertension. A Cholestech
LDX (Alere San Diego, Inc, San
Diego, CA) machine is used to
measure total serum cholesterol
levels to screen for hypercholes-
terolemia. Fasting or nonfasting
elevated blood glucose level is
measured with the Ascensia
Breeze glucometer (Bayer Cor-
poration, Mishawaka, IN) to
screen for diabetes. All clients
with elevated screening levels
and no previous diagnosis of the

relevant condition are referred to
a local community health center
or their primary care physician
for diagnosis and follow-up. Addi-
tional navigational support is
provided as needed, including
assistance with acquiring health
insurance, making appointments,
health coaching, and follow-up
to ensure attendance. Clients are
given cards with their screening
results and encouraged to drop
in regularly for ongoing health
coaching and monitoring.

EVALUATION

During 2006 to 2009, 13272
clients visited the Family Van:
5898 first-time clients and 7374
returning clients. During visits,
the team collected anonymous
data on paper forms, which were
later entered into a Microsoft
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FIGURE 1—The Family Van parked at one of its regular sites in Boston, MA.

Access database. Because of the
anonymity, it was impossible to
link clients’ records over time,

so only information from the first
visits was analyzed. The Family
Van predominantly served
minorities: 65% Black, 15% His-
panic, 15% White, and 5% other.
Overall, 28% did not speak
English as their primary language
(Spanish 14%, Haitian Creole
6%, and Cape Verdean Creole
5%). Most (82%) had health
insurance, but only 27% had
private insurance, suggesting that
most were low-income clients. Of
the 2762 clients who had their
body mass index (BMI, defined
as weight in kilograms divided by
the square of height in meters)
measured, 33% were overweight
(BMI=25-29), and 30% were
obese (BMI>30). Visitors were
primarily adults (1% younger

than 18 years; 50% aged 35-64
years). Male clients (45%) were
almost as common as female cli-
ents (55%), and men were more
likely to be uninsured (proportion
uninsured=23% of men vs 14%
of women; Pearson C? test=71;
P<.01).

Of those who had their
blood pressure measured, 33%
reported a history of hyperten-
sion or prehypertension; of the
remaining 2834 clients screened,
239% had high blood pressure
(systolic> 140 mm Hg; dia-
stolic>90 mm Hg), and 37% had
borderline high blood pressure
(systolic=120-139 mm Hg;
diastolic=80-89 mm Hg). Of
those who had their blood glu-
cose measured, 18% reported
a history of diabetes or predia-
betes; of the remaining 2359
clients screened, 3%

Hill et al. | Peer Reviewed | Field Action Report | 407



FIELD ACTION REPORT

KNOWLEDGEABLE NEIGHBOR MODEL

STEP 1: Reaching Clients Through Creating a Community Hub of

Wellness
A. Building trust on the Family Van

1. Service is led by health educators, dietitians, and HIV
counselors, many of whom are from the community.

2. Inclusive relationships are created through interpersonal
informality in a safe, nonhierarchical, nontraditional
health care environment.

3. Clients control the encounter, deciding when to come,
what screenings to receive, and when and how to act on
the information they receive.

4, Staff receives cultural competence training to ensure that
they have the skills to learn each client’s unique social
and economic context, cultural beliefs, and behaviors.

B. Building trust in the community

1. Long-term weekly presence in neighborhoods

(established 1992)

2. Strong collaborations with community health centers,
hospitals, churches, and others

3. Continual outreach through participation in community
events and street outreach

C. Reducing financial barriers: no charge to clients

D. Reducing logistical barriers: drop-in service in the
neighborhood (no appointments, no waiting, no eligibility
requirements, no distance to travel)

STEP 2: Empowering Clients to Access Care and Improve Their
Health

1. Screening for several chronic conditions, including
hypertension, diabetes, and hypercholesterolemia, so
that clients can learn about their health

2. Culturally competent health literacy and motivational
interviewing: to educate clients about their health and
help them develop appropriate wellness strategies

3. Creating a bridge into care: through referral to community
neighborhood health centers and social services, with
additional advocacy and navigational support

Note. The Family Van Mobile Health Clinic’s Knowledgeable Neighbor
Model: Boston, MA, 2006-2009
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had levels indicative of diabetes
(fasting> 126 mg/dL; nonfast-
ing>200 mg/dL), and 11% had
levels indicative of prediabetes
(fasting=110—126 mg/dL; non-
fasting=140-200 mg/dL). Of
those who had their cholesterol
level measured, 17% reported a
history of hypercholesterolemia or
borderline hypercholesterolemia;
of the remaining 1402 clients
screened, 13% had high total
serum cholesterol value (3240
mg/dL), and 26% had borderline
high total serum cholesterol value
(200-239 mg/dL; Figure 3).

By multivariate logistic regres-
sion, male clients had higher
odds than female clients of
previously undiagnosed elevated
blood pressure and blood glucose
levels (blood pressure=64%
for men vs 539% for women,;
adjusted odds ratio [AOR]=1.4;
959% confidence interval
[CI]=1.2, 1.7; P<.01; blood
glucose=179% for men vs 12%
for women; AOR=1.8; 95%
CI=1.0, 3.1; P=.02). Other

factors associated with higher odds
of elevated screening levels were
being Black, older, and obese.

CONCLUSIONS

We found that the Family Van
was successful at reaching indi-
viduals at high risk for chronic
disease and yielding a high rate
of previously undetected elevated
blood pressure, blood glucose,
and total serum cholesterol
levels. The population served
was largely low-income minority
groups who experience the great-
est disparities in health.*~* The
rates of previously undiagnosed
high blood pressure (23%) and
total serum cholesterol (13%)
among Family Van clients were
considerably higher than the
age-adjusted prevalence of un-
diagnosed hypertension and hy-
percholesterolemia among adults

nationally measured through the
National Health and Nutrition

Examination Survey (NHANES),
suggesting that this intervention

FIGURE 2—Rainelle Walker-White, Manager of Direct Service,
Family Van, with Santos, a Family Van client.
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Note. Screening included only first-time clients who did not already have the diagnosis
of the condition and who opted for screening. Thresholds were as per national guidelines
(blood pressure—high: diastolic>90 mm Hg or systolic > 140 mm Hg; borderline

high: diastolic =80-89 mm Hg or systolic =120-139 mm Hg; blood glucose—high:
fasting>126 mg/dL, nonfasting>200 mg/dL; borderline high: fasting=110-126mg/dL;
nonfasting = 140-200 mg/dL; total serum cholesterol—high > 240 mg/dL; borderline
high=200-239 mg/dL).

FIGURE 3—Results from screening for previously undetected elevated
blood pressure, total serum cholesterol, and blood glucose levels in
first-time Family Van clients: Boston, MA, 2006-2009.

was successfully addressing a
large unmet need (Table 1'%). The
rate of previously undiagnosed
high blood glucose level (3%)
was equal to the age-adjusted
prevalence of undiagnosed dia-
betes nationally."® The Family
Van rate may be relatively low
because diabetes screening ser-
vices are more readily available
in this community or because
the Family Van glucose screening
protocol has reduced sensitivity
as a result of the inclusion of
nonfasting glucose readings.

Evaluation Limitations

Rates of elevated blood pres-
sure, total serum cholesterol, and
blood glucose levels measured
through the Family Van are
not directly comparable with
diagnosis rates of hypertension,
hypercholesterolemia, and diabe-
tes measured through NHANES
because the Family Van screen-
ing techniques have lower speci-
ficity and sensitivity than do the
NHANES diagnostic methods
and because the Family Van rates
depend on clients’ self-report of
prior diagnosis. The age distribu-
tion also may be different. More
importantly, although the Family
Van provides additional advocacy

TABLE 1—Comparison of National Prevalence of Undiagnosed Chronic Conditions: National Health and
Nutrition Examination Survey (NHANES), 1999-2006, and Family Van Screening Rates, 2006-2009

Total Non-Hispanic Mexican American/
Sample, % Black, % Latino,* %

NHANES

Hypertension 8 9 8

Diabetes 3 3 3

Hypercholesterolemia 8 8 8
Family Van screening

High blood pressure 23 26 19

High blood glucose 3 3 2

High total cholesterol 13 10 15

Non-Hispanic
White, %

18

14

Source. Fryar et al.t®
@Mexican American used in NHANES; Latino used in Family Van screening.
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and navigational support to
clients who screen positive to
ensure that they see a physician,
the proportion of clients that
are successfully referred is un-
known. An important aim of the
clinic is to help clients manage
their health over time through
health coaching and monitoring.
Improvements in clients” health
over time could not be analyzed
because of the anonymity of the
data.

Supporting Evidence

This article joins a small but
consistent body of literature indi-
cating that mobile health clinics
facilitate access to health care.'*=
Significant supportive evidence
suggests that the Family Van’s
Knowledgeable Neighbor model
contributed to its success. Many
successful mobile health clinics
cite their ability to foster trust-
ing relationships.'**' Qualitative
research in such mobile health
clinics has found that people
value the informal, familiar envi-
ronment in a convenient location,
with staff who “are easy to talk
to,” and that the staff’s “marriage
of professional and personal
discourses” provides individuals
the space to disclose information
themselves.’®2°2! A communica-
tions academic argued that mo-
bile health clinics’ unique use of
space is important in facilitating
these relationships; mobile health
clinics park in spaces such as
shopping centers, which gives a
community atmosphere, and the
constrained space inside renders
the internal space a social as well
as a health care space.?' More
broadly, the Knowledgeable
Neighbor model incorporates sev-
eral recommendations from the
Institute of Medicine’s Committee
on Understanding and Eliminat-
ing Racial and Ethnic Disparities
in Health Care,! including
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1. community health workers,

2. client-centered care focusing
on client education and em-
powerment,

3. cultural competence training
for staff,

4. stability and consistency of
service provision within com-
munities, and

5. staff diversity.

All of these have been shown
to overcome barriers resulting
from poor client-provider commu-
nication, mistrust, and disempow-
erment in minority communi-
ties.!#226 In addition, the Family
Van removes financial barriers
to accessing services, including
the need for health insurance
and copayments and logistical
constraints, such as long journeys,
difficulties making appointments,
long waiting times, or complex
administrative processes.!*%-8
That most clients were insured
is evidence that lack of insurance
is not the only factor promoting
clients’ attendance and that
mobile health clinics may con-
tinue to provide an important
service even when health insur-
ance coverage is high. It is
notable that the intervention
successfully attracted men,
who have poorer health-seeking
behavior.?”m
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