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 Larry Hogan, Governor; Boyd Rutherford, Lt. Governor;  
Edward J. Kasemeyer, Chair; Mark Luckner, Executive Director 

Health Equity Resource Communities 
Pathways Call for Proposals / Design Subcommittee 

Questions for Public Comment 

Written comments are due to the CHRC / HERC Advisory Committee by September 6, 2021, and may 
be submitted to: mdh.chrc@maryland.gov.   

Title Name 

Organization   

Email Address 

Date 

1. Should Pathways applicants focus on specific chronic disease(s) or be permitted to focus on
broader health disparities that exist, as defined in the Maryland Health Equity Resource Act?

2. What sources of data do programs/applicants currently access? What data metrics currently
reported by programs are most relevant for the future Pathways grantees?

mailto:mdh.chrc@maryland.gov
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3. What forms of Technical Assistance should the CHRC provide to potential applicants and
grantees?

4. Should Pathways applicants develop strategies to address non-medical Social Determinants of
Health (SDOH)?  If so, are there specific SDOH to highlight in the Call for Proposals?
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5. How should applicants be required to demonstrate the genuine engagement of the
community in the shared decision-making processes of the grant?

6. What should be the review/selection criteria for the Pathways Call for Proposals?



TO: Community Health Resources Commission, Maryland Department of Health
FROM: Johanna Fabian-Marks

Director of Policy and Plan Management
Maryland Health Benefit Exchange
johanna.fabian-marks@maryland.gov

RE: MHBE Comment on Pathways Grants
DATE: September 3, 2021

Should Pathways applicants focus on specific chronic disease(s) or be permitted to
focus on broader health disparities that exist, as defined in the Maryland Health Equity
Resource Act?

The Maryland Health Benefit Exchange (MHBE) recommends that the Health Equity Resource
Communities (HERCs) include specific focuses on diabetes, asthma, and
hypertension/congestive heart failure. These chronic conditions have a significant,
disproportionate impact on Black Marylanders,1 and also constitute some of the highest-cost
conditions among individuals whose claims are reimbursed by the State Reinsurance Program
(SRP). Focusing on these conditions is an opportunity for MHBE, the Community Health
Resources Commission (CHRC), and the HERCs to work together on reducing both health
disparities and health care costs.

The State Reinsurance Program aims to mitigate the impact of high-cost claims on premiums in
the individual market and has reduced premium rates by more than 30 percent since 2019. The
SRP took effect in 2019 and is funded by a combination of state-based health insurance
provider fees and pass-through of federal dollars saved by the program. HB 463 of 2021
redirected $45 million of state funding from the SRP over 3 years to fund the Health Equity
Resource Communities.2

Insurance carriers participating in the SRP are required by COMAR 14.25.17.03(C) to submit
annual reports on the most frequently occurring and highest cost conditions among the
individuals whose claims are reimbursed by the SRP, as well as on care management efforts to
improve health and reduce claim costs. In plan year 2019, diabetes, asthma/COPD, and
congestive heart failure were the second-, third-, and sixth-highest cost conditions to have had
claims reimbursed by the SRP, respectively.

By directly targeting these specific conditions, HERC grantees could make health care more
equitable and affordable for all Marylanders. Thank you for the opportunity to comment.

2 Health Equity Resource Community Act
1 BRFSS Chronic Disease Burden Tables 2011-2019 Final.xlsx

https://mgaleg.maryland.gov/2021RS/Chapters_noln/CH_742_hb0463e.pdf
https://health.maryland.gov/phpa/ccdpc/Reports/Documents/MD-BRFSS/Chronic%20Disease%20Burden%20Tables%202019%20Final.pdf
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Elizabeth Hafey, Esq. 
Associate Director, State Affairs 
Johns Hopkins University 
September 3, 2021 
 
Data & Program Evaluation Subcommittee Proposed Questions for Public Comment  
 
1. What sources of data do programs/applicants currently access? What data metrics currently reported 

by programs are most relevant for the future Pathways grantees?  
 Current Data Sources (health care program-specific): 

• Program-related patient rosters – i.e. MDPCP attributed population, JHM-attributed 
Medicare Advantage  

• ACG risk of hospitalization 
• Hilltop PAU risk 
• CRISP discharge notifications and alerts 
• Medicare claims data analysis using CCLFs 
• EMR data – Epic SDOH Wheel 

 
 Current Data Metrics: Claims-based utilization measures for Medicare Fee for Service 

beneficiaries attributed to our CTO: 
• Controlling High Blood Pressure (CMS165)  
• Diabetes: Hemoglobin A1c (HbA1c) Poor Control (>9%) (CMS122)  
• CAHPS Patient Experience Survey  
• Inpatient Hospital Utilization  
• Emergency Department Utilization  

 
 Proposed Data sources for Pathways Grantees: (Recommend using community-level data for a 

small area geography) 
• MDH data for a given geography (consider zip code level and smaller areas such as 

census tracts where possible without compromising data security): infant mortality, life 
expectancy at birth, CVD related death, incident diabetes, diabetes HEDIS measures, 
overdose deaths (potentially aggregated over multi-year period), STI infection rates, 
suicide rates 

• CRISP data on primary care access/utilization – gaps in preventive care, immunization 
rates, BP control, other HEDIS measures, preterm births 

• All-Payor Claims data – pediatric ED visits, hospitalizations for ambulatory sensitive 
conditions 

• ACS data on employment rate, median household income, etc. 
• School absenteeism data (state Dept of Ed) 
• Crime data (DOJ, local police jurisdictions) with a focus on violent crimes or specifically 

homicide 
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2. What statewide measures should be used to demonstrate health disparities?  
General recommendation for this program is to focus on fundamental drivers of health inequities and be 
less healthcare/hospital centric in identification of measures. Funding may be more meaningfully 
utilized to address fundamental drivers of healthcare disparities with a focus on prevention: 

• Life expectancy at birth 
• Infant mortality rate 
• Preterm birth rate 
• Homicide rate/violent crime rate 
• Opioid overdose deaths (SIHIS) 
• School absenteeism 
• Suicide rates 
• Employment/unemployment rate 
 
3. What measures should be used to establish a baseline to assess impact and monitor/evaluate      

performance of the Pathways grantees?  
• Population health measures from MDH (e.g., life expectancy at birth, infant mortality) and 

additional focus on primary care utilization and access related metrics (e.g. the HEDIS diabetes 
measures, immunization rates, even considering things like school absenteeism as an important 
barometer of child health and well-being, unemployment rates, median household income).  

 
4. What forms of Technical Assistance should the CHRC provide to potential applicants and 

grantees?  
• Access to administrative data for key geographic predictors of poor health (e.g., SVI data), 

community-level administrative data for non-health sector outcomes (e.g., absenteeism rates, 
violent crime/homicide rates) 

• Support on standardized measures and metrics from CRISP for all grantees with flexibility to 
expand for customization  

• Support liaison with CRISP in platform enhancement and integration to obtain data  
 
5. How should program evaluation focus on the effectiveness of the interventions on: (1) health 

outcomes of the population/community served; and (2) Social Determinants of Health 
(SDOH)/other barriers experienced by the population/community served? 

• An approach focused on broadly experienced social drivers of health inequities, particularly if 
that is paired with an outcome analysis that similarly centers around social drivers of ill health 
and health inequities. See attached by Tom Frieden describing this concept in the “health Impact 
Pyramid”. Also attached policy analysis in Health Affairs arguing for a focus on key social 
determinants of health domains to address health disparities. 

• One potential indicator of program effectiveness that transcends disease-specific or utilization 
related measures could be a focus on social/economic conditions in a given geography. For 
example, poverty is a fundamental cause of poor health for children. Reducing neighborhood 
poverty rate, increasing employment rates, or other proxies for improved household 
socioeconomic position should be measured/tracked over time as an indicator of population health 
improvement. Similarly, consistent disparities in economic or social circumstances should be 
viewed as targets for intervention. In cases where these disparities narrow over time, a strong 
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argument can be made that disparities in the fundamental drivers of health disparities have 
occurred. 

• Recommend a focus on process of care measures (e.g. HEDIS, immunization rates, preventive 
services encounters, etc.) as a way to assess intervention effectiveness in cases where the focus is 
on enhancing secondary prevention efforts aimed at reducing disparities. 

• Similarly, violent crime rates, homicide rates, or other data related to policing can be used to track 
changes to the social environment over time that are strongly associated with negative health 
outcomes for the population overall and/or for youth in particular. 
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September 3, 2021 

 
Elizabeth Hafey, Esq. 
Associate Director, State Affairs 
Johns Hopkins University 
 
 
Pathways Call for Proposals/Design Subcommittee Proposed Questions for Public Comment: 
 
1. Should Pathways applicants focus on specific chronic disease(s) or be permitted to focus on 
broader health disparities that exist, as defined in the Maryland Health Equity Resource Act?  

•  Addressing fundamental drivers of health disparities should be the primary focus for the 
use of funds. 

 
2. What sources of data do programs/applicants currently access? What data metrics currently 
reported by programs are most relevant for the future Pathways grantees?  
 Current Data Sources (health care program-specific): 

•  Program-related patient rosters – i.e. MDPCP attributed population, JHM-attributed 
Medicare Advantage  

• ACG risk of hospitalization 
• Hilltop PAU risk 
• CRISP discharge notifications and alerts 
• Medicare claims data analysis using CCLFs 
• EMR data – Epic SDOH Wheel 

 
 Current metrics (health care program-specific) - Claims-based utilization measures for 

Medicare Fee for Service beneficiaries attributed to the CTO: 
• Controlling High Blood Pressure (CMS165)  
• Diabetes: Hemoglobin A1c (HbA1c) Poor Control (>9%) (CMS122)  
• CAHPS Patient Experience Survey  
• Inpatient Hospital Utilization  
• Emergency Department Utilization  

 
 Proposed Data sources for Pathways Grantees: (Recommend using community-level data for a 

small area geography) 
• MDH data for a given geography (consider zip code level and smaller areas such as 

census tracts where possible without compromising data security): infant mortality, life 
expectancy at birth, CVD related death, incident diabetes, diabetes HEDIS measures, 
overdose deaths (potentially aggregated over multi-year period), STI infection rates, 
suicide rates 

• CRISP data on primary care access/utilization – gaps in preventive care, immunization 
rates, BP control, other HEDIS measures, preterm births 
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• All-Payor Claims data – pediatric ED visits, hospitalizations for ambulatory sensitive 
conditions 

• ACS data on employment rate, median household income, etc. 
• School absenteeism data (state Dept of Ed) 
• Crime data (DOJ, local police jurisdictions) with a focus on violent crimes or 

specifically homicide 
 
3. What forms of Technical Assistance should the CHRC provide to potential applicants and grantees?  

• Access to administrative data for key geographic predictors of poor health (e.g., SVI data), 
community-level administrative data for non-health sector outcomes (e.g., absenteeism 
rates, violent crime/homicide rates) 

• Support on standardized measures and metrics from CRISP for all grantees with flexibility 
to expand for customization.  

• Support liaison with CRISP in platform enhancement and integration to obtain data  
 
4. Should Pathways applicants develop strategies to address non-medical Social Determinants of 
Health (SDOH)? If so, are there specific SDOH to highlight in the Call for Proposals?  

• Yes, this is likely the most effective focus area for community-health improvement and 
disparities reduction in many instances in contrast to a disease-specific approach (see 
comments above). 

 
5. How should applicants be required to demonstrate the genuine engagement of the community in the 
shared decision-making processes of the grant?  

• Co-lead initiatives with community-based organizations 
• Creation of/engagement of community advisory boards 
• Close partnership with public health authorities in local geographies 
• Partnership with local hospitals, health systems, payors 

 
6. What should be the review/selection criteria for the Pathways Call for Proposals? 

• Evidence-based or evidence-informed interventions are proposed that center health 
equity considerations 

 
 



 

 

 

 

 

 

 

September 3, 2021 

 

Mark Luckner 

Executive Director 

Community Health Resources Commission 

PO Box 2347 

Annapolis, MD 21404 

 

Dear Mr. Luckner and Data and Evaluation Subcommittee Members: 

 

On behalf of the Maryland Hospital Association’s (MHA) 60 member hospitals and health 

systems, we appreciate the opportunity to respond to the Subcommittee’s questions.  

 

MHA’s priority legislation, the Maryland Health Equity Resource Act, recognizes the immediate 

need to improve longstanding health disparities exacerbated by the COVID-19 pandemic, while 

creating a sustainable effort to meaningfully improve the lives of the most underserved and 

under-resourced Marylanders. As the subcommittees, advisory group, and the Community 

Health Resources Commission (CHRC) develop the Pathways program, it is important to ensure 

these grants are aligned with the broader Health Equity Resource Communities (HERC) strategy. 

 

The Health Enterprise Zone Pilot program was successful, yet one missed opportunity was the 

inability to plan and evaluate interventions prior to the program start. Due to the short nature of 

the grants, it also was challenging to pivot when interventions were less fruitful. The Health 

Equity Resource Act helps overcome that barrier by establishing the initial Pathways program. 

The purpose of the program is “to provide the foundation and guidance for a permanent Health 

Equity Resource Community program.” While Pathways grants are shorter, and likely smaller 

than future HERC awards, successful grantees should be well positioned to transition into a 

Health Equity Resource Community. Pathways grants should enable potential HERC coalitions 

to create the infrastructure to meet the goals of the HERC program, test innovative approaches to 

improve the health of communities, and focus on the immediate needs of the population with a 

plan for long-term and sustainable change.  

 

Below are answers to the specific questions outlined in the request for public comment. 

 

What sources of data do programs/applicants currently access? What data metrics currently 

reported by programs are most relevant for the future Pathways grantees? 

 

Maryland hospitals and health systems utilize multiple sources of data for strategic planning in 

quality improvement and population health management. These include patient level data from 

electronic medical records; hospital aggregate data available through CRISP, like hospital 

readmissions; and other publicly available data sets, such as disease prevalence. 
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.  

CHRC and the Advisory Committee should consider all available statewide data sources, as well 

as data available through public sources when considering the data infrastructure for the Health 

Equity Resource Communities programs. Like what was made available for Health Enterprise 

Zones, we recommend creating a public use file that all applicants can access, which shows 

standard data down to the ZIP code level. 

 

Overall we encourage CHRC to prioritize alignment of HERC data strategy with the Maryland 

Department of Health’s efforts to build a health equity data set as part of the Maryland 

Commission on Health Equity legislation.   

 

What statewide measures should be used to demonstrate health disparities? 

 

The Subcommittee should consider focusing on measures that indicate health care access 

challenges and looking at measures of community economic strain and other social determinants 

that contribute to health disparities. These could include unemployment, income, housing 

instability, educational attainment, and food insecurity. 

 

As the Total Cost of Care Model matures, and the Health Services Cost Review Commission 

(HSCRC) takes a more focused look at population health and health equity we encourage the two 

commissions to collaborate where appropriate to leverage and align the considerable work 

underway. 

 

What measures should be used to establish a baseline to assess impact and monitor/evaluate 

performance of the Pathways grantees? 

 

The grant applicant should be required to determine the metrics based on the interventions the 

applicant proposes. Given the limited duration of the Pathways program, timely data availability 

to measure impacts, and the requirement for the CHRC to report on the potential for a Pathway 

grantee to evolve into a Health Equity Resource Community, CHRC should focus on process 

improvement measures that can be improved over two years.  

 

What forms of technical assistance should CHRC provide to potential applicants and 

grantees? 

 

CHRC should consider building a statewide data dashboard with the elements outlined in the 

legislation establishing the Maryland Commission on Health Equity. The Commission should 

also consider the feasibility of providing analytical support to potential applicants to help 

interpret statewide data and synthesize statewide data with the applicant’s data. 

 

How should program evaluation focus on the effectiveness of the interventions on: (1) health 

outcomes of the population/community served; and (2) Social Determinants of Health 

(SDOH)/other barriers experienced by the population/community served? 

 

Program evaluation should focus on measures that can be meaningfully improved within the 

two-year grant period.  

https://mgaleg.maryland.gov/2021RS/chapters_noln/Ch_749_hb0078T.pdf
https://mgaleg.maryland.gov/2021RS/chapters_noln/Ch_749_hb0078T.pdf
https://mgaleg.maryland.gov/2021RS/chapters_noln/Ch_749_hb0078T.pdf
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MHA appreciates the Commission’s leadership to strengthen health equity in our state—a key 

priority for the state’s hospitals and health systems. Please contact us if you need additional 

information.  

 

 

Sincerely,  

 

Erin Dorrien      Brian Sims 

Director, Government Affairs & Policy  Director, Quality & Health Improvement 
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mdh chrc -MDH- <mdh.chrc@maryland.gov>

Public comments 
1 message

Rachel Mandel <rachelmandelmd@gmail.com> Tue, Sep 7, 2021 at 12:27 PM
To: mdh.chrc@maryland.gov
Cc: Mark Luckner -MDH- <mark.luckner@maryland.gov>

Good morning,
I've been thinking about this issue of data, project alignment and the RFP since the meeting this morning ended.  I have
some additional thoughts that I didn't express clearly enough in my formal public response. 

I can see both sides of the discussion.  We want the grantees to have flexibility in what they submit and implement, but
we need to be able to follow the data to know if the work is meaningful and successful.

We also know that many data systems don't interface well and that collecting granular data is difficult and many times not
reliable, especially at the zip code level. 

For example, Washington County has a "Go For Bold" initiative whose goal is for county residents to lose 1 million
pounds by 2030.  The intent is to accomplish this goal by promoting healthy lifestyles.  No one would argue that this is a
good idea, and will positively impact health outcomes to include diabetes and cardiovascular disease, but how will they
measure the progress? How do they know how many pounds are lost? Is it self reported?  By 2030 it is possible that they
may see some changes in health outcomes, but how will they be able to change processes along the way if they are not
getting the results they want to achieve along the way?  Data needs to be current and accessible.

The complexity of the situation almost requires a simplification of the process, and perhaps the RFP guidelines and
requirements.

Is it possible to start with the data that we know we have, that we can track at the zip code level?  We can look at
indicators that are important to every county on some level, and then allow the applicants to consider how they customize
their project proposal to achieve those goals.  We ask them to align around a mutual goal, but they can pursue it in
whatever way makes sense in their community by implementing mutually reinforcing activities between a collaboration of
partners (collective impact).

For example, if the metric is to decrease pediatric asthma visits to the ED, a community can decide how they want to
approach it, whether the approach is clinical or at a social determinant of health level or both.  We can provide
medications for the families, implement school based programs or we can work on social determinants that predispose to
kids ending up in the ED whether it be transportation challenges to the pediatrician, smoking, home environments or lack
of education.

Communities can present other data that they want to collect to show success, but if those are not verifiable or granular
enough, then they shouldn't be part of the major portion of the grant report. This data could be supportive but not the
primary data point. 

I think there is a way to offer the applicants a menu of options that will  meet the needs of the legislation, the Office of
Minority Health, the Commission and still allow enough flexibility in the process so that applicants can address
individualized community needs.  

If you would like to discuss this further, I would be willing to make myself available.

Thank you for your time,
Rachel Mandel, MD MHA
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Pathways to Health Equity Program 

Call for Proposal 
Data & Program Evaluation Design Subcommittees 

Questions for Public Comment 
 
Written comments are due to the CHRC / HERC Advisory Committee by 
September 14, 2021 and may be submitted to: mdh.chrc@maryland.gov.  
 
Name:  Muriel Watkins  
Title: Executive Vice President (EVP) 
Organization: CrossCreek Strategies, LLC  
Email Address: murielwatkins@me.com 
 
Date: September 14, 2021  
 

Question 1 - Should Pathways applicants focus on specific chronic disease(s) or be 
permitted to focus on broader health disparities that exist, as defined in the 
Maryland Health Equity Resource Act?  

In support of the following comment:  
 
Ms. Spencer noted that opportunities beyond chronic disease exist, and that the 
Committee should not limit applicants.  
 
 
2.What sources of data do programs/applicants currently access? What data metrics 
currently reported by programs are most relevant for the future Pathways 
grantees? 
 
In support of the continued involvement of CRISP, Maryland’s state-designated 
Health Information Exchange, and other sources, such as the Community Health Needs 
Assessment, to provide Technical Assistance and access to publicly accessible data. 1 

 
3. What statewide measures should be used to demonstrate health disparities?  
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4. What measures should be used to establish a baseline to assess impact and 
monitor/evaluate performance of the Pathways grantees?  
 
The state of Maryland has a diverse population mix.  Demographics of Montgomery 
County Public Schools, for example, referenced students from more than 157 countries 
speaking 138 languages.  In informing residents about COVID-19 vaccinations, the state 
provided translations in languages to account for the population diversity.  Community 
Demographics will be an important focus for how a proposed project will specially serve 
vulnerable population groups? As an example, 
 

 Hispanic 
 Black/African-American 
 Asian 
 Native American or Native Alaskan 
 Native Hawaiian or Pacific Islander 
 Other specific Ethnic populations  
 English as Second Language (ESL) 
 Disabled 
 Low Income  
 Unemployed 
 Senior Citizen (55 and over) 
 Youth  
 Other  

 
 
5. What forms of Technical Assistance should the CHRC provide to potential 
applicants and grantees?  
 
A number of grant programs will establish an Expert Roster of consultants to provide 
technical assistance to grantees in up to 5 categories: 1) program development and 
implementation; 2) capacity building; 3) information technology management; 4) 
financial management; and 5) fundraising.  
 
Noting that promoting long-term financial sustainability of grant programs is a key 
priority of the Maryland Health Resource Commission, the CHRC has encouraged 
grantees to obtain additional, non-state funding.   The Pathways Proposal might include a 
matching funds requirement and/or award points for applications that identify additional / 
potential funding sources to match or sustain the project beyond the conclusion of the 
Pathways grant period. The following indicate other potential funding sources that could 
be leveraged to support the project.   
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Potential Funding Sources Committed Potential 
Department of Health and Human Services    
 Federal and State Designated Entity Grants  √  
 Health IT Program Funding   √ 
Financial Institution  √  
Commercial Bank  (Ex: Bank of America; Chase; 
M&T, etc.) 

  

Community Bank   √ 
Credit Union    
Major Non-Profit Partner or Funder(s)    
   
   
 
 
6. How should program evaluation focus on the effectiveness of the interventions on: 
(1) health outcomes of the population/community served; and (2) Social 
Determinants of Health (SDOH)/other barrier experience by the 
population/community served.  
 
The Pathways Grant Application will no doubt reference the current Grant Monitoring 
and Performance Measurement section, calling attention to the CHRC Grantee 
Milestones & Deliverables.  The application should encourage potential applicants to 
articulate project goals: the anticipated outcomes of the projects and how the project will 
measure success.  The following is an example: 
 

Anticipated 
Outcomes 

Measurements of Success Evaluation Tool 

Improved health 
outcomes and 
healthy behaviors 

75% of participants will present improved 
health readings in comparison to baseline 
readings 
 
75% of participants will self-report improved 
self-management habits and preventive care 
behaviors 

Medical Records/EMR  
 
Bi-lingual written or oral 
surveys upon project 
completion; Medical 
records/EMR  
 

Increased 
internet use 
among a 
vulnerable 
populations 
to access health 
information  

60% of participants will self-report that they 
have increased their use of internet at the end 
of the project in comparison to the assessment 
at the beginning of the project period; 
 
60% of participants will self-report that they 
know more about the Internet and its 
capabilities or feel more comfortable regarding 
its use in comparison to how they felt at the 

Bi-lingual written or oral 
surveys upon project 
completion 
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beginning of the project period. 
 
7.  Should Pathways applicants develop strategies to address non-medical Social 
Determinants of Health (SDOH)? If so, are there specific SDOH to highlight in the 
Call for Proposals?  
 
8.  How should applicants be required to demonstrate the genuine engagement of 
the community in the shared decision-making processes of the grant?  
 
 
9. What should be the review/selection criteria for the Pathways Call for Proposals? 
 
The Subcommittee has begun to identify components of the review and selection criteria.  
The following review/selection criteria might be helpful.    
 
Project Purpose | Project Goals: What are the goals for the project? 
Project Design: What strategies are required to meet the project goals? 
Management Plan and Partners:  
Regarding Partners, the role of each partner? Partners might include: Medical 
Provider(s); Institution of Higher Education; Small Business; Non-profit organization 
 
Evaluation: What are the outcome measures to evaluate program goals? 
Are there services or products that can be replicated? 
 
Budget and Budget Narrative: Grant applications typically require a standard budget 
and budget narrative format that is included in the Appendix.  The budget section in the 
text of the application provides the rationale and highlights of the budget.  
 
A page limit should be included to encourage applicants to address the review criteria in 
a limited number of pages.  The following is a guide that recommends a page limit for 
each section to ensure that each section of the applicant is addressed in line with the 
importance the Committee is placing on sections of the application.  
 
 

Evaluation Factors 
Evaluation 
Points / % 

Anticipated 
Page Limit 

Project Purpose 20% 4 
Quality of project design 25% 5 
Management Plan 15% 3 
Project Evaluation 15% 3 
Budget / Budget Narrative  10% 2 
  100% 20 

 
With respect to the EVALUATION, some federal grant programs encourage applicants to 
retain the services of an independent evaluator, often affiliated with a university and will 
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encourage the applicant to include sufficient funds in the budget to cover the cost of the 
evaluator.  Early decisions about how the goals of a project will be measured will be 
helpful to identifying and engaging the evaluator as a part of the application team 
involved in assisting with the draft of evaluation section. The qualifications and 
responsibilities of the evaluator are referenced in the grant application with a resume 
included in the appendix along with the resumes of the management team.   
 
 
 
 
 

 
1 Some years ago, the United Way for the Greater New Orleans Area and partners Tulane 
University and Xavier University received federal funding for The Greater New Orleans 
Community Data Center (GNOCDC) to create an online interactive information platform 
for local nonprofit organizations to identify neighborhood assets to improve local 
planning and decision-making.  Value-added: During Hurricane Katrina in 2005 the 
gnocdc.org website served as a resource for information for rescue operations and the 
website also provided demographic information for news organizations, including the 
New York Times and the Brookings Metropolitan Policy Program report, New Orleans 
After the Storm: Lessons from the Past, a Plan for the Future.  The website later served 
as a resource on the rebuilding of New Orleans.   
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Deborah Rivkin 
Vice President 
Government Affairs – Maryland  
  
CareFirst BlueCross BlueShield 
1501 S. Clinton Street, Suite 700 
Baltimore, MD 21224-5744 
Tel.   410-528-7054 
Fax   410-505-6651 
  

 

September 14, 2021 

 

The Honorable Edward Kasemeyer 

Chair, HERC Advisory Committee 

Community Health Resources Commission 

100 Community Place, Room 4.507 

Crownsville, MD 21032 

 

Sent via email: mdh.chrc@maryland.gov 

 

RE: Comments on Pathways to Health Equity Program and Data & Program Evaluation 

Design Subcommittees 

 

Dear Chair Kasemeyer: 

 

CareFirst BlueCross BlueShield appreciates the opportunity to provide comments to both the 

Pathways Call for Proposals/Design subcommittee and the Data & Program Evaluation 

subcommittee under the Health Equity Resource Communities Advisory Committee. 

 

CareFirst offers the following initial thoughts on the subcommittees’ questions for public 

comment: 

 

• Data –It is critical that the subcommittees leverage the right data in the right way to 

evaluate Pathway grantee proposals and measure program success. Innovative data 

analytics has given CareFirst never before seen insights into the community at-large. Using 

the CDC’s Social Vulnerability Index (SVI) as the foundation, CareFirst is able to identify 

pockets of vulnerable populations and deploy outreach and aid to these communities. The 

SVI uses U.S. Census data to determine the social vulnerability of each census tract by 

assigning a rank on 15 social factors. The SVI rank serves as an indicator for communities 

that are most likely to need support before, during and after an emergency event. By using 

SVI, CareFirst was able to assess populations by census tract –  a measurement even 

smaller than zip code. This allowed CareFirst to gain insights into pockets of vulnerable 

communities that otherwise would not have been identified at the zip code level.  CareFirst 

recommends that the subcommittees explore use of census tract level data to obtain a 

micro-level understanding of vulnerable communities within a zip code. 
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• Funding and CHRC Support – CareFirst urges the subcommittees to ensure that 

evaluation costs are not built into the grants awarded under this program.  It is CareFirst’s 

experience that 10-15% of grant costs are needed for evaluation. This should be considered 

in discussions about grant dollar amounts – evaluation costs should not be included in the 

grants awarded; rather, grants should go to vulnerable communities in their entirety. 

Further, CHRC should support applicants however it can, including creating a cohort for 

applicants and subsequent grantees who can lean on each other for some questions and 

support. 

 

• Community Feedback on Priorities - Community partnerships are essential to standing 

up the Pathways to Health Equity Program. Programs and proposals must work with and 

for the community partners, rather than make decisions to them. No one knows the health 

of individuals in a community better than those working the front lines.  We urge the 

subcommittees to establish a framework for proposal evaluation that reflects feedback and 

insights received from community partners.  

 

• Social Determinants of Health and Qualitative Data – Often, quantitative data is 

preferred in measuring the success of a program. However, qualitative data, specifically as 

it relates to social determents of health, is essential. The conditions in the environments 

where people are born, live, learn, work, play, and worship greatly impact things like access 

to affordable housing, quality education, public safety and local health services.  We urge 

the subcommittees to build qualitative metrics into program evaluation, to ensure that 

grantee projects are comprehensively reviewed for success. 

 

We want to thank you for this opportunity to provide our comments, and we look forward to 

continuing this important conversation. 

 

Sincerely, 

 
Deborah R. Rivkin 

 

Cc: Mark Luckner, Executive Director, Community Health Resources Commission 
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