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Industry Leader

Anthem’s Whole Health approach aims to improve
health outcomes and advance health equity

A Maternal and Child Health. Eliminating health disparities, improving birth outcomes, and
ﬁ improving the health of women and children across Nevada.

Physical

Chronic Disease Management. Helping Members reduce the risk of and manage
chronic conditions.

Access to Behavioral Health. Improving Member access to mental health and
substance use disorder (SUD) services.

Pharmacy . . . ™ .
healthcare, education, social, economic stability, and neighborhood.
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Behavioral Social Determinants of Health. Addressing SDOH needs, in five key areas:

Prevention and Vaccination. Promote healthy habits, preventative screenings/visits,
and increase vaccination rates across all communities

Rural Health and Network. Increase access to care and address disparities in rural
populations.

We serve people across their entire health journey and address their full range of needs

with an integrated whole-health approach.



Population Assessment

Anthem uses both quantitative and qualitative data
to assess our member population

Actively listen to members and providers for a first-
person account of population needs

Incorporate State and Local priority

Institutional and community data show populations

national and local trends in social and
health needs

Provider network reviews show
access and availability strengths and
opportunities

Member enroliment file provides key
demographic data.

Partner with Community Based Organizations
(CBOs) to understand community’s disparities
and needs

Claims analyses highlight health trends
and disparities in a population

Assessments identify individual social determinants of
health and population needs




Our analytics repository and dashboards drive our
ideation and development of interventions

External data loaded into Anthem
analytics repository

Reports generated and
Dashboards created

Whole Health Programs
Developed




Population Stratification

We identify various types of high- or emerging-risk
populations from Anthem Health Intelligence

\)

a Individual Level 9 Community Level e State/County Level
+ Care Management risk stratification « Community-Based Organization » Collaboration and coordination with
» Focused, person-centered, and (CBO) support facilities, agencies, and social
culturally competent member * Neighborhood initiatives services at the county level
outreach + Provider Partnerships *+ Value-added services and incentives
EXAMPLE . EXAMPLE .| EXAMPLE |
Black/African American child with gaps in . Black/African American children with gaps in Children with gaps in well-child visits
well-child visits who lives in zip code 89106 . well-child visits

Anthem Health Intelligence informs, develops and assesses our Whole Health Strategies at the Individual

Level, Community Level, or State/County Level.



Targeted Interventions

Anthem’s interventions are tailored to meet our
members’ individual needs

EXAMPLE Anthem’s Approach to Identify and Address SDOH Needs

Identify & Evaluate

» : : »

Address & Connect

Variety of housing programs to address types of
housing instability and homelessness

Homeless Prevention, Diversion and
e ©) Rapid-Resolution
[
4 N Anthem Emergency Housing / Short-
9 - e Term Stabilization Programs
@ Anthem Supportive Housing Programs
Engage & Collaborate
HHHE Access to Affordable Housing

Coordinated Entry to other Community
Housing Programs (PSH, RRH, TH)

Anthem offers a vast selection of value-added services and interventions to address the needs of our

members



Community Engagement

Anthem recognizes local, community-based
solutions are critical to advance health equity

Anthem partnered with over 115 local community organizations in 2022
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“YOU make a significant difference in the lives of our neighbors struggling to make ends meet.”

Nicole Lamboley, President & CEO
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Measuring Quality Improvement

Progress towards Whole Health intervention goals
are reviewed and tracked throughout the year
2

Develop
Workplan

" 4

Scale or Execute
Adjust Workplan

fe

Whole Health Director
— creates annual program
Assess Track & Report evaluation for Steering
Effectiveness Quality Metrics Committee and State

Program evaluation and continuous quality improvement are integral components of our Whole Health

Model




Anthem’s Whole Health approach drives better
outcomes and advances health equity

) é + We take a holistic view that considers not just traditional physical factors, but behavioral and
¥ ' | social factors, too.

healthcare experience.

+ We take a personalized and intentional approach to ensure that people can receive
individualized care.

» Using empathy and humility, we put our vast data and proprietary digital platform to work,
generating personalized, actionable insights.

+ Building partnerships and creating connections to strengthen communities is foundational to
how we approach whole health. Healthier communities lead to healthier people.

1

+ We place people at the center of everything we do, accelerating progress toward a simpler %-
N
-

When we consider the whole person and the factors that influence their health, we can make lasting

positive change.
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Thank Youl!

Brooke Greenlee, Whole Health Director, NV Medicaid
#=7 Brooke.Greenlee@anthem.com
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