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Four Main Aspects of Assessment Intervention Design

Whom to assess

What to assess

What questions to ask

How to implement the assessment » When and Where
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Motivation To Address
Structural Drivers of Health
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Motivation To Address Structural Drivers of Health
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Neighborhood Community
E;t‘;'l‘)';’l":';c and Physical Education Food and Social "";y':;:':"’
Environment Context
» Employment » Housing + Literacy » Hunger « Social « Health coverage
* Income » Transportation « Language » Access to Integration » Provider
- Expenses . Safety . Early childhood healthy options « Support systems availability
. Debt . Parks education . g:rr;m::g‘ : * Provider bias
: . » Vocational gag = Provider cultural
» Medical bills « Playgrounds i oo g PRSI
training « Discrimination and linguistic
» Support « Walkability + Higher competency
education * Quality of care
Health Outcomes
Mortality Morbidity Life Health Care Health Status Functional
Expectancy Expenditures Limitations
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Socioeconomic Factors

T@ e

50% can
be traced
back to your
Education  Job Status Famﬂy/SocuaI Income Commumty zip code!
Support Safety

Physical Environment

Health Behaviors

V) @ QY

Tobacco Use Diet & Alcohol Use Sexual
Exercise Activity
Only 20%
include those
Health Care moments in

a healthcare

environment
Access to Care

- Quality of Care

Source: Institute for Clinical Systems Improvement, Going Beyond Clinical Walls: Solving Complex Problems (October 2014)
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COVID-19 & SOCIAL
DETERMINANTS
OF HEALTH

Not everyone has been affected
equally by the pandemic. The
social determinants of health affect
not only who gets sick (pink) but
everyone in the community during
this unprecedented time.

The pandemic is exacerbating the
impact of these inequities,
particularly for communities who
are already under-resourced and
experiencing barriers.

FOOD SECURITY

Challenges going to the grocery
store (single parent families with no
child care, seniors living alone)

HOUSING
Space to adequately isolate
Paying rent & threat of eviction

" § . Exposure to extreme heat
Ability to afford food (fixed income

seniors, families on ODSP) Lack of quiet places to study/work

ENVIRONMENT
& SAFETY

Higher risk of exposure
due to job type

INCOME &
JOB SECURITY

Fear of losing one's job

Loss of income from taking time off
Need for PPE (especially

masks) and training CERB supports ending

Cost of additional expenses like
WiFi & technology

ACCESS TO
HEALTHCARE

Distrust of the healthcare
system

SOCIAL ISOLATION

Mental well-being during
isolation

fach
COVID-19+

Increased stress and anxiety
Need for additional mental
health supports during
isolation

Grief and loss (disproportionate
# of deaths in this community)

Isolated from social supports
Lack of support for people who can help with childcare

who are undocumented Loss of in-person community

services

CULTURE TRANSPORTATION
& LANGUAGE .

Testing sites are too far for people
Access to public health without a vehicle
information in spoken language Fear of taking transit, crowded buses
Influence of cultural practices Physical mobility barriers
& customs HEALTH
Cultural and religious centres ggm#%m%

closed or reduced capacity

LAB




Care Seeker Archetypes
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The self" Relia nlll “I don't need no kudos for taking care of myself.

& Prideful

Current Behavior

+ Reluctant to use services
or admit need, other than
those that relate to being
a provider
Proud to share information
with others on useful
resources they know about

© 2022 American Medical Association. All rights reserved.

Nobody's gonna take care of me but me.”

Demographics Service
Male Engagement

Typically in his 20's or a
senior Willingness
Father or grandfather

Aspiration Barriers

Be a capable provider and Unwilling to admit needing help; social stigma
offer value to others and expectations attached to accessing services

Priorities Access

Transportation + Remote access

Education + Places that are not out of the way, such as
Employment employment offices or LinkNYC
Technology Dislike personified messaging and guidance
Food

merean Coloe o of Provenive Modiin AMAE 175 ros " Physicians’ powerful ally in patient care
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“LGBTQ youth don't want them to experience more
Th e H ard '1'0 N frauma or discrimination. So sometimes they actually

Reac h end up not following through with medical care.”

Demographics Service
Engagement

+ Comprised of 2 main groups:

. .J ]B’ LGBTQ youth in 20's, isolated

seniors in 60's+ Willingness
Typically male, but often
female

Aspiration Barriers
Current Behavior
Find accessible, inclusive resources Poor accessibility due to lack of relevant services in

+ Isolated and difficult to that meet their needs the area, reduced mobility, or inclusiveness of
bring in to seek services services

+ Skeptical about whether
they will have a positive Priorities Access
experience and outcome
using services

Dental & vision + Varying levels of digital literacy depending on
Exercise & physical fitness age

Employment + Most reachable through remote access

Mental health + Value word of mouth because they know the
Food & nutrition service will be accessible and inclusive for them

© 2022 American Medical Association. Al rights reserved. m AMA% 175 YEARS ‘ PhySiCiaHS' powerfIII aIIy in patient care
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The Support
Seeker

Current Behavior

o

Accesses multiple services
already and proactive about
seeking what they need
Eager to access additional
services that help improve
quality of life

Desires improved
streamlining in navigating
their multiple services

© 2022 American Medical Association. All rights reserved.

“I wanted to find somewhere | could access two
resources because | have a lot of different
appointments. | want to kill two birds with one stone.”

Demographics

A senior or someone with a
disability

Typically female, but often
male

Often unemployed

Aspiration

Find additional resources to ease
management of multiple and
complex needs, improve quality
of life

Priorities

Food & nutrition
Housing

Mental health

Dental & vision
Medical & healthcare

Service
Engagement

Willingness

Barriers

No specific barriers, but may need to streamline
use of multiple services

Access

Can be reached at other services used
Lowest overall comfort with technology
Prefers an ATM-style, familiar-looking kiosk
Prefers to have (direct) guidance

1B M AMAE 175 rus . Physicians’ powerful ally in patient care
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H “I'm a people person, so | fry to find out what's going
The com mun Iiy on in our community that can help benefit us and
Chqmp|°n how we can be heard.

Demographics Service
Engagement

Female

Could be from 20s through
50s, but not likely younger or
older

Likely to be employed ‘ ®

Willingness

Current Behavior Aspiration Barriers

Ensure access to high-quality Lack of available resources, issues with accessibility
resources for all members of their or inclusiveness of resources (for others)
community

+ Mainly consider services in
light of others’ needs and
use, and have fewer needs
of their own Priorities Access
Highly involved in
community organizations . HOUSing . ?ubli? SpaceS al‘ld SeNice_S, Such as SCthO|S,
and interact frequently with . Food & nutrition libraries, and centers as kiosk access points
neighbors - Employment

View health holistically E’,‘,?ﬁli‘i e& gggﬁf:t'i j;ness
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“l go to a a methadone program over here. But other

than that | don't ices to stay healthy,
The queiqker an that | don't use any services to stay healthy

because I'm too busy taking care of my kids.”

Demographics Service
Engagement
Female

9 Has children and is often a |
single parent Willingness
Mid-30’s to early 40's ‘ ®

Aspiration Barriers

Ease

Current Behavior

Address basic needs for themselves Given wide range of urgent needs, lacks the

and family members time and energy to find and access all services
needed

Would like to access
services particularly on
behalf of family members
Overwhelmed by Priorities Access
everything they must do

De-prioritize resources
that could promote their

1. Mental health + Has lower comfort with technology and

2. Education frequently needs assistance from family
own we”-being n favor Of 3. M9d|ca| & healthcare members

4

5

Housing Likely to learn about or use a resource

putting out fires for others
Food & nutrition finder while accessing other services

© 2022 American Medical Association. Al rights reserved. mege . PE“&"“W — AM A% 175 YEARS ‘ Physi(iaIIS' powerflﬂ a“y in patient care
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Who will be assessed?

Universal Assessment Organizations can Individuals facing barriersto  The American Academy
assess an entire patient or member population for ~ care, often caused by SDOH  of Pediatrics
unmet social needs with a universal screening factors, may not have recommends universal
tool, administered at the point of care. regular encounters with SDOH screening for of
healthcare and would be all pediatric patients to
missed in assessment. help connect families
with local resources.
Hot Spotting Organizations can identify a Organizations may invest in Summer meals for
community, defined by zip code or local zoning, to  community level children were offered
assess for unmet social needs. Community-level  interventions without during ED visits to
population health metrics from Census and knowing if their own patients  connect families with the
clinical data, can identify “hot spots™— or members will benefit. U.S. Department of
communities with high levels of social risk or poor Agriculture’s Summer
health outcomes. Food Service Program
(SFSP).
AlC[PIM
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Who will be assessed?

Predictive Modeling and Machine The highest-performing Kaiser Permanente of
Learning Organizations can use predictive models often provide fewer Colorado used
modeling and machine learning to analyze cost interpretable results. Because electronic health record
utilization and other data to identify candidates for ~these approaches are (EHR) and utilization
designed to work at the data to predict need in a

screening. May first administer a low-resource
intensive, high-sensitivity social needs screening
to identify potential cases, then follow up with
high-risk cases to confirm social needs using a
more resource-intensive, high-specificity
assessment.

population level, it may not be Medicare population.
clear which factors are

flagging specific individuals

as high risk.

NEEN
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Who will be assessed?

Group-Based Risk ldentification People outside of selected Type 2 diabetics are
Organizations may use retrospective analysis of ~ groups may have social risks  often a focus of SDOH
claims and patient record data to identify a and not all members of screening due to the
population for SDOH assessment based on selected groups may be at impact of food insecurity
membership in a group known to have social risk. on disease progression.

needs. For example, selection criteria might
include case management program enroliment,
insurance type, area of residence, or other
characteristics associated with high social needs
(e.g. veteran status; English as a second
language; live alone).

NEEN
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Workflow Considerations
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Screening Method

Peninsula
Community

18 © 2022 American Medical Association. All rights reserved.
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Frequency of Administration

« Each guestion or data element may have unigue timing or collection frequency.

» Considerations:

What proportion of your patient population already attends recurring visits?
* How often does a patient’s status change for the question?

 How often would the answer need to be collected for it to be considered
accurate, and when would it be considered out of date?

» Information about topics with immediate effects (e.g., safe home environment)
may need to be asked more often than other questions (e.g., education level)
that will change less often or with fewer immediate, potentially harmful results.

NEEN

American College of Preventive Medicine AMA% 175mes | Physicians’ powerful ally in patient care

19 © 2022 American Medical Association. All rights reserved.



Ease of Access Via Personnel And Tech Hardware

Familiarity Ease of Approach

Familiarity and intuitiveness attracted Ability to easily walk up to the kiosk and
people to their preferred station. initiate use, without needing staff members.
Accessibility Semi-Public Lobby Location

Easy and comfortable to get to the kiosk High-traffic, easily accessible location

and to see and navigate information on reduces barriers to approach, balanced with
the screen. privacy.

Privacy Tools for Next Steps

Protection from other visitors being able Printer, pen and paper, and phone

to see the participant’s screen. Physical available at kiosk to take or request more
separation of kiosk from waiting area. information.

NEEN

American College of Preventive Medicine AMA% 175 s | Physicians’ powerful ally in patient care

20 © 2022 American Medical Association. All rights reserved.



Staff Roles

Operations System Adoption
Resource BliEcinn 5 o Workflow & Y b
Matching & y ini K
g Relationship Resource Identification Training & Uptake

Eligibility

Verification Maintenance

Finance Screening and Referral

Contracting

Legal
Review of
Procurement
, Data
Exchange &
Consent

AEEN
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Coordination &
Care Management

Procurement

21



€ ©, | @
I need help finding What should i At present, does your pracice have the resources [ Who should help? ]
bl e happen next? need help needed to respond to client’s short-term needs?
with. .. N J
and . . Public Health Departments
Yes — Filluble/Not Needed No — Missing/Needed
and
& Internal Departments
2 -
What tools Which I.\r.e
personnel additional
can lend
support? e suppors Other Clinical Partners
support? available?

At present, does your practice have the resources
to respond to client’s long-term/complex needs?
° J (BO/FBO Partners

What type of follow ] .
. Yes — Fillable/Not Needed No — Missing/Needed
up is needed?

Preventive Medicine

. — Short Programs
@ What if the client’s needs are complex? ] Term
How should Long
Term

our approach
change?

Complex . . " "
© 2022 American Medical Association. All rights reserved. AMA% 175 YEARS ’ PhYSI(IanS' powerflll a"! in Eatlent Cal'e
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Individual Administration (In-Person)

Intake (OneCity Intervention) (1hr)
*All partners will complete screening activities prior to DSMP session 3.

Enrollment (15 min)

Recruitment
(1 month prior at 2 hrs per week)
1. Clinician referral.
2. Phone outreach.

Eligibility Screen
(10 min)
1. Provide DSMP program overview.
2. Screen community member for
program eligibility (DM & 18yrs +).

3. Canvassing.
4. Host outreach event.

If Eligible
1. Identify an open workshop cycle
(start date & time).
2. Add community member to
waitlist

Less Than 30 Days
If a DSMP workshop has open slots &
is starting in 30 days or less, proceed
to intake.

Consent
(5 min)
1. Provide overview of releases.

NOTES

*Dark shaded boxes indicate optional
recommendations to enhance
program delivery.

* Partners may decide to add a
Session 0 for administrative purposes.

*All partners will complete screening
activities prior to DSMP Session 3.

* Pre/Post Activities below may be

2. Obtain signatures for:

- NowPow information
storage/referral

- IRB evaluation participation.

Screen & Refer to SDOH Resources
(15 min)
1. Administer SDOH screening tool.
2. Use SDOH screening tool to
generate a custom eRx resource list
for community member via NowPow.
3. Provide eRx resource list to

community member (print, text,
*Demonstration project participation email).
is optional.

*Community members who decline to
have their personal information
stored in NowPow should still be
offered a printed eRx resource list.

*Community member refusal to
participate in the demonstration
project should not limit their ability to

receive services. *

Registration
(20 min)
1. Administer intake questionnaire. 2.

individual community member
consultations (30 min) or group
activities such as a fitness class (1
hour).

Provide class schedule.

Session 1 (Program Start)
(2.5 hrs)

1. Education: Overview &
Monitoring.
2. Take attendance & submit
report to (SMRC). >
3.Distribute assignments &
goal setting.

1.Education:
Hypo/Hyperglycemia &
Introduction to Nutrition

Session 2
(2.5 hrs)

Session 3

(2.5 hrs)
1. Education: Nutrition
2. Take attendance & submit
report to (SMRC).

DSMP Delivery (15 hrs)

Session 4

(2.5 hrs)
1. Education: Medication &
Complications of Diabetes
2. Take attendance & submit

2. Take attendance & submit | 3.Distribute assignments & Hpt  report to (SMRC).

report to (SMRC).
3.Distribute assignments &
goal setting.

goal setting

goal setting

3.Distribute assignments &

Session 6 (Program Completion)
(2.5 hrs)
1. Education: Grocery
Store/Supermarket Tour
2. Take attendance & submit
Jp{ reportto (SMRC). H report to (SMRC).

Session 5

(2.5 hrs)
1. Education: Everyday Tips for
Staying Healthy
2. Take attendance & submit

3. Completion recognition
ceremony

4. Discuss 6 month follow-up plan.
5. Distribute workshop participant
satisfaction survey.

3.Distribute assignments &
goal setting

T TR T T (TR TR

Follow-Up
(Month 6)
1. Administer repeated measures evaluation tool.

2. Offer to provide community member with a referral(s) to local resources.

A

Reporting
(Week 9)

1. Compile participant attendance records.

2. Submit workshop attendance records to DOHMH.




Individual Administration (By-Phone)

Recruitment
(1 month prior at 2 hrs per week)
1. Clinician referral.
2. Phone outreach.
3. Canvassing.
4. Host outreach event.

Enrollment (20 min)

Intake (45 min)

If Eligible
1. Identify an open workshop cycle (start
date & time).
2. Add community member to waitlist.

Less Than 30 Days
If a DSMP workshop has open slots &
is starting in 30 days or less, proceed
to intake.

v

Eligibility Screen
(10 min)
1. Provide DSMP program overview.
2. Screen community member for
program eligibility (DM & 18yrs +).

Registration Part 1
(10 min)
1. Administer part 1 of intake
questionnaire.
2. Provide class schedule.

Registration Part 2
(10 min)
1. Administer part 2 of intake questionnaire.
2. Provide class schedule.

h 4

—

Screen & Refer to SDOH Resources
(15 min)

1. Administer SDOH screening tool.
2. Use SDOH screening tool to generate a
custom eRx resource list for community
member via NowPow.
3. Provide eRx resource list to community
member (print, text, email).

Consent
(5 min)
1. Provide overview of releases.
2. Obtain signatures.
- NowPow consent to share
information.
- IRB informed consent.
- HIPAA.
- Photo release.

*Demonstration project participation
is optional.

*Community member refusal to
participate in the demonstration
project should not limit their ability to
receive services.

*Community members who decline to have
their personal information stored in NowPow
should still be offered a printed eRx resource
list.

*If data entry is not done at the time the phone
intake, the SDOH eRx should be sent to the
community member via text or email as soon
as possible. Also consider providing a paper
copy to community member in-person during

Session 1 (Program Start)
(2.5 hrs)
1. Education: Overview & Monitoring.
2. Take attendance & inputin QTAC
Compass portal.
3.Distribute assignments & goal
setting.

session 1.
DSMP Delivery (15 hrs)
Session 2 Session 3 Session 4 Session 5 Session 6 (Program Completion)
(2.5 hrs) (2.5 hrs) (2.5 hrs) (2.5 hrs) (2.5 hrs)

1.Education: Hypo/Hyperglycemia &
Introduction to Nutrition

2. Take attendance & submit report to
(SMRC).

3.Distribute assignments & goal
setting.

1. Education: Nutrition

2. Take attendance & submit report to
(SMRC).

3.Distribute assignments & goal
setting

1. Education: Medication &
Complications of Diabetes

2. Take attendance & submit report to
(SMRC).

3.Distribute assignments & goal
setting

1. Education: Everyday Tips for
Staying Healthy
2. Take attendance & submit report to

1. Education: Grocery
Store/Supermarket Tour
2. Take attendance & submit report to

(SMRC). (SMRC).
3.Distribute assignments & goal 3.Distribute assignments & goal setting
setting 4. Discuss 6 month follow-up plan.

5. Distribute workshop participant
satisfaction survey.

Follow-Up
(Month 6)
1. Administer repeated measures evaluation tool.
2. Offer to provide community member with a referral(s) to local resources.

v

Reporting
(Week 9)

A

1. Compile participant attendance records.
2. Submit workshop attendance records to DOHMH.




Group Co-Facilitated Administration (In-Person) [ *ptional recommendations to enhance program delivery. |

Il (15 min)
Eligibility Screen If Eligible
Recruitment (10 min) 1. Identify an open workshop cycle (start date & Less Than 30 Days
(1 month prior at 2 hrs per week) 1. Provide DSMP program overview. —> time). > If a DSMP workshop has open slots & is starting in 30 days or less, proceed to intake.
1. Clinician referral. L 2. Screen community member for 2. Add community member to waitlist.
2. Phone outreach. program eligibility (DM & 18yrs +).
3. Canvassing.
4. Host outreach event.
Consent Session 0 (Intake) (2.5 hrs)
(5 min) Registration Screen & Refer to SDOH R
1. Provide overview of releases. cels ra' ° creen eter to . esources
. (20 min) (15 min)
2. Obtain signatures. . . 1. Administer 1. Administer SDOH screening tool.
- ND‘A_’POW consent to share information. intake 2. Use SDOH screening tool to generate a custom eRx resource list for community member via NowPow.
B :-I‘?Il;:;ormed consent. P questionnaire. P 3. Provide eRx resource list to community member (print, text, email).
B . 2. Provide
-*Photo releas.e. X L . class schedule. *Community members who decline to have their personal information stored in NowPow should still be offered a printed
‘Demonstration project participation is optional. eRx resource list.
*Communlt)_/ meml?er refusal to p "_’T’?"’ ate. n t_h.e . *SDOH eRx(s) should be sent to the community members via text or email as soon as possible. Following session 0. Also
demonstration project should not limit their ability to receive . - . . . .
N consider providing a paper copy to each community member in-person during session 1.
__services: T
Session 1 (Program Start) Session 2 Session 3 Session 4 Session 5 Session 6 (Program Completion)
(2.5 hrs) (2.5 hrs) (2.5 hrs) (2.5 hrs) (2.5 hrs) (2.5 hrs)
1. Education: Overview & Monitoring. 1.Education: Hypo/Hyperglycemia & 1. Education: Nutrition 1. Education: Medication & 1. Education: Everyday Tips for 1. Education: Grocery
2. Take attendance & submit report to Introduction to Nutrition 2. Take attendance & submit report to Complications of Diabetes Staying Healthy Store/Supermarket Tour
(SMRC). | 2. Take attendance & submit reportto =  (SMRC). Lpp1 2. Take attendance & submitreportto | 2. Take attendance & submitreportto | 2. Take attendance & submit report to
3.Distribute assignments & goal (SMRC). 3.Distribute assignments & goal (SMRC). (SMRC). (SMRC).
setting. 3.Distribute assignments & goal setting 3.Distribute assignments & goal 3.Distribute assignments & goal 3.Distribute assignments & goal
setting. setting setting setting
4. Discuss 6 month follow-up plan.
5. Distribute workshop participant
h 4
Follow-Up Reporting
(Month 6) P (Week 9)
1. Administer repeated measures evaluation tool. o 1. Compile participant attendance records.
2. Offer to provide community member with a referral(s) to local resources. 2. Submit workshop attendance records to DOHMH.




Referral Prioritization

Provide comprehensive list of all resources needed based on assessment

}

Ask patient to prioritize actions and set goals accordingly. Be mindful that
your primary concerns may not align with your patients’ priorities.

We talked about many parts of your life. | am going to read the list we made
together. Tell me which items you most want my help with today.

Make a follow-up plan for goals set and initiating action on outstanding
referral connection needs

NEEN
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. Identify methods to understand the unique health

. Formulate a plan to help your practice begin

Steps Forward EdHub Training Module

Learning Objectives /l]?~ ‘

1.

Define social determinants of health, social
needs, and their impact on individual health

needs of your community and ways to engage =
community members to improve overall health

addressing social determinants of health

Explain the different tools available to screen -

. : : o0
patients, including how and when and to use
these tools, and connecting patients to T me

appropriate resources https://edhub.ama-assn.org/steps-
forward/module/2702762
NEEN
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Assessment Structure
& Efficacy
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What Will Be Assessed?

« Strengths-based assessment

» Focuses on measuring a patient’s positive or protective factors that help them take actions
toward improved health (e.g., relationships, methods for dealing with stress, ability to access
resources). more often used in behavioral health.

* Needs-based

* Needs-based assessment gauges individuals’ immediate unmet needs based on their
preferences and priorities.

« To focus more practically on connecting individuals to services that may improve their health.

* Risk-based assessment

* Risk-based assessment captures individual characteristics associated with poor health
outcomes. Poverty, minoritized race, ethnicity, sexual orientation or gender identity and primary
language other than English are all examples of characteristics associated with higher risk for

poor health.
AEEN
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Need Identification And Volume
Safety net institutions tend to identify

 higher patient volume of needs
* more complex needs

W }M « greater comorbidity of needs

MATTH E Wi 7 M because of the populations they serve
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What Questions Will Be Asked?

« The USPSTF has not made recommendations on SDOH assessment for transportation, food insecurity,
safety, housing, financial situation, education and social connections

» Organizations often use existing SDOH screener questionnaires based on their areas of interest, their
service capabilities or on the perceived needs of their population

« If housing insecurity is a major issue in the population served, a question about recent experience
with homelessness might be appropriate; if housing insecurity is less prevalent, a question about
the risk of potential homelessness might be more relevant.

 If specific resources (subsidized housing, homeless shelters, rent assistance, homelessness
prevention programs) are not available, asking if those resources would be helpful does not help
the individual in need, although such questions may be useful in making a case for programmatic

funding.
» The tools are likely to change over time. In the context of the COVID-19 pandemic, new attention has

focused on screening for broadband access, digital literacy, and experiences of racism and
discrimination.

NEEN
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GUESTION YES | NO

ﬁ Are you worred that in the next 2 montte, you may net have a sofe or stable place 1o live? _-"'.L\,:-'x :-"N'\.

[risk of eviction, bes ng kicked out, homelessness] LN

o | Are you woried tot the place you are living now is moking you sick? [has mold, bugs,/ (N

rodents, waler I=aks, nod emough 'I:CIll LS N

’ In the pazt 3 months, has te elactric, gas, oil or water company threarened to shur off “f\ N

- services to your home? L P

- In the last 12 manths, did you woery thal your feod could run out before you got meney 1o AN
. buy more? AN

n the last 3 months, has ladk of rransportation kept yeu fram medical oppeintments or .ﬂ\,". «’N' x

a getting your medications? e M

[ ] In the last 3 months, did you hove to skip buying medications er geing re docror's “f N y

€Y}  appointments to save money? WA AL

u' ['o you need help getting child care or care for an eldery or sick adulr? v (N

) Do you need begal help® (child Afomiy s=rvices, immigrotion, housing discriminatian, _-';\{"\ _-"N ‘~.

domassic issues, stz | LY,

ﬁ #re oo finding it so hard o get along with a pariner, spouse, or family members that it (N
is cousing you strass? LR

. Dioes amyone in your life hurt you, threaten you, frighten you or make you feel unsafe? _f’[;,'“- N

AlC[PM]
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Screening Tool Comparison Domains

« Number of social needs Adults
questions

* Number of non-social needs https://sirenetwork.ucsf.edu/tools-
questions resources/resources/screening-

 Patient or clinic population tools-comparison

« Reading Level
 Reported Completion Time Pediatrics
 Additional Languages
. gad https://sirenetwork.ucsf.edu/tools-
Scoring resources/resources/screening-
+ Cost tools-comparison/peds

NEEN
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State of the Science on Social
Screening in Healthcare
Settings
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e

« The dual goals of this report are

to synthesize and disseminate
recent research and surface key
knowledge gaps that should be
addressed to meaningfully inform
efforts to implement and scale
screening practices in the US
healthcare system.

https://sirenetwork.ucsf.edu/sites/
default/files/2022-
06/final%20SCREEN%20State-
of-Science-Report%5B55%5D. pdf

AMA% 175 veas ' Physicians’ powerful ally in patient care


https://sirenetwork.ucsf.edu/sites/default/files/2022-06/final%20SCREEN%20State-of-Science-Report%5B55%5D.pdf

Which Screening Tools Work Best?

» Very limited testing of the
psychometric and pragmatic validity of
different social screening tools has « Ease of use
been done to date and no two

- * Patient engagement approach
reported studies have followed the gag PP

exact same methods thus far » Allocating sufficient time
 |dentifying a private location
« No study has explicitly explored « Creating a safe environment
psychometric and pragmatic validity  Feasibility of workflow in mobile
differences by language settings and community environments
« Enhancing linguistic and cultural
« Results of studies exploring congruence to reduce communication
differences in screening acceptability issues (CHWs)
by race, ethnicity, and gender have
varied AICIPIM!
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Insufficient time and workflow
disruption

Provider discomfort with screening

Patient discomfort/negative impacts
on provider-patient relationship

This included concerns that topics
raised may cause patients to feel
shame or stigma and damage patient-
provider relationships

Insufficient knowledge or resources to
adequately address identified needs

NEEN

Armerican College of Preventive Medicine

Address Concerns Through Appropriate Staffing

« Continue and expand use of

Community Health Worker staffing
models in as direct hires and through
community partnerships.

Provide training but also acknowledge
the benefit of integrating staff with
varied lived experiences, and those
specially trained in interpersonal
engagement, outreach, crisis
management, and social service
navigation skills from other care
sectors.

AMA% 175 | Physicians’ powerful ally in patient care



Referrals Management

N
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A Variety of Referral Platforms Have Emerged

« While there are many different approaches, these tools rely on the
same core principle - empowering care professionals, or, in some
cases, patients themselves, to connect needs to relevant, well-
matched community resources.

« The most sophisticated market tools support directory maintenance,
bi-directional referral tracking, cross provider communication within

the platform, reporting, network analysis and electronic health record
Integration.

AlCIPIM!

American College of Preventive Medicine AMA% 175 vewes " Physicians’ powerful ally in patient care
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Availability of Platforms Varies By Geographic Region

\(J UNITE US
*Capable

" Aunt —

42 BERTHRA

ONNECTING PEOPLE AND PROGRAMS

T

|_ @O‘ h one degree r
Leads’
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Resource Referral
Directory Management

saljijeuondung
Jeuojuassy

Care coordination
& comprehensive
care management

Systems Integrated social
Integration needs screening
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Privacy Auto-suggested Reporting
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Healthcare Deserts, County by County

Counties where most people lack adequate access to pharmacies, primary care providers, hospitals, hospital beds, trauma centers, and/or low-cost health centers.

Number of healthcare deserts
12 B3 B4 B Be

S

Note: Pharmacy, hospital, trauma center, and low-cost health center deserts could not be calculated for the following counties due to missing data: Oglala Lakota, South
Dakota; Shannon, South Dakota; Wade Hampton, Alaska; Kusilvak Census Area, Alaska; and Bedford, Virginia.

Saurce: GoodRx GoodR




Services Services in Average # | Services | Services with
Zip Code of users in affordable fee
served Spanish structure

Dental, Vision, and Hearing
Dental care
Eye care 59,505
Health Care
Primary care 7,438
Health screening 4,577
Urgent health care 59,505
Health Care Supplies
Pharmacy services 6,612
Breast pumps 830
Mental Health
Individual counseling 12,359
Youth counseling 6,661
Immigrant Support
Immigration advocacy and legal
services 10,610
English as a second language (ESL)
classes 14,047
Child Care and Parenting
After-school program 2,733
Camp or summer program 4,556
Parenting skills classes 13,667

OFRP WO ON DM OO 01
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Community Resource Referral
Platforms: A Guide for Health Care
Organizations

Yuri Cartier, MPH
Caroline Fichtenberg, PhD
Laura Gottlieb, MD, MPH

April 16,2019

ioned by the Episcopal Health Foundation, Methodist Healthcare Ministries o
exas, Inc., and St. David's Foundation.

M
43 © 2022 American Medical Association. All rights reserved. HEE.

American College of Preventive
physicians dedicated 1

This guide was developed to help
safety net health care
organizations understand the
landscape of community resource
referral platforms and learn from
the experience of early platform
adopters.

https://sirenetwork.ucsf.edu/sites/
default/files/wysiwyg/Community-
Resource-Referral-Platforms-
Guide.pdf

AMA% 175mws | Physicians’ powerful ally in patient care
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Data Collection & Billing

N
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Standardize Data Source & Tools For Impactful Use

 Patient-level health care data:

« Patient-generated: Patients report on SDOH, social risk factors or social needs to inform medical
or social care decisions. Information may be gathered through formal assessment or individuals
may incidentally disclose a social need (e.g., transportation issues that caused a missed
appointment). Such data may be documented in the EHR, in case management or in other
systems.

« EHR and claims data: Health plans collect and integrate EHR and claims data from hospitals,
clinical practices and other health care organizations to create a comprehensive view of an
individual’s health care across settings.

* Neighborhood-level data: Organizations use zip code as a proxy to understand patients’ likely SDOH
and social risks based on their neighborhoods.

* Person-level non-health care data: Organizations are using data about patients from large non-
healthcare data sources (e.g., housing, financial, criminal) to make inferences about social risks and

social needs.
AlC[PIv
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The Social Determinants of Health (SDOH)

Data Journey to Better Outcomes

Collect
SDOH Data

Any member of a person's oare
team oan oolleot SDOH data
during any encounter.

« Indudes providers, social workers,
community health workers, case
managers, patient navigators,
and nurses.

« Can be collected at intake
through health risk assessments,
screening tools, person-provider
interaction, and individual
self-reporting.

Document
SDOH Data

Data are recorded in a person's
paper or eleotronio health
reoord (EHR).

+ SDOH data may be documented
in the problem or diagnosis list,
patient or client history, or
provider notes.

+ Care teams may collect more
detailed SDOH data than current
Z codes allow. These data should
be retained.

» Efforts are ongoing to close Z code

Ss el Map SDOH
Data to Z Codes
Assistanoe is available from the
ICD-10-CM Offioial Quidelines for
Coding and Reporting.’

* Coding, billing, and EHR systems
help coders assign standardized
codes (e.9., Z codes).

» Coders can assign SDOH Z codes
basad on self-reported data and/or
information documented in an
individual's health care record by
any member of the care team.”

What are SDOH-related Z codes ranging from Z55-Z65 are the
ICD-10-CM encounter reason codes used to document SDOH
data (e.g., housing, food Insecurity, transportation, etc.).

SDOH are the conditions In the environments where people
are born, live, learn, work, play, and age.

Sz ek Use SDOH

Z Code Data

Data analysis oan help improve

quality, care ooordination,

and experienoce of oare.

- Identify individuals' social risk
factors and unmet needs.

« Inform health care and services,
follow-up, and discharge planning.

- Trigger referrals to social services
that meet individuals' needs.

- Track referrals between providers
and social service organizations.

J_.

2

Report SDOH
Z Code Data Findings

SDOH data oan be added to key

reports for executive leadership

and Boards of Directors to inform

value-based care opportunities.

* Findings can be shared with social
service organizations, providers, health
plans, and consumes/patient advisory
boards to identify unmet needs.

« A Disparities Impact Statement can

be used to identify opportunities
for advancing health equity.

gaps and standardize SDOH data. 7 ,vl qy

For Questions: Contact the CMS Health Equity Technlcal Assistance Program

Ycrms. gov'medicare/ ked-10,/2021-lcd-10-cm

33ha.crg/systam,Mies/2018- 04/ valua-nitiative -lcd-10- cods -social-datsrminants-of-haalth.pdr



Can Enhance Your Quality Improvement Initiatives

Ca

Health Care Administrators Health Care Team Coding Professionals
Understand how SDOH data oan be gathered Use a SDOH soreening tool. Follow the ICD-10-CM ooding guidelines.®
and traoked using Z oodes. - Follow best practices for collecting SDOH data - Use the CDC National Center for Health
- Select an SDOH screening tool. in a sensitive and HIPAA-compliant manner. Statistics ICD-10-CM Browser tool to search for
+ Identify workflows that minimize staff burden. « Consistently document standardized SDOH ICD-10-CM codes and information on code usage.*
* Provide training to suppart data collection. fiata i tho B Sopenloomaila o
+ Invest in EHRs that facilitate data collection and coding. * Refer mdviQuals to social service organizations codes for consistency quality.
Dok Wik Z £ikle dai By a0 Wt T and appropriate support services through local, + Assign all relevant SDOH Z codes to support
: state, and national resources. quality improvement initiatives.
Develop a plan to use SDOH Z code data to:
* Enhance patient care. ) 8 Z55 - Problems related 1 sducation and iteracy 262 - Problams relted to upbringing
* Improve care coordination and referrals. O -g Z56 - Problems related to employment ZGS-Oﬂup.mNmrdn?dt.)plim:yappm
o and unsmployment Qgroup, including family crcumetances
* Support quality measurement. ®1 &) Z57 - Occupational exposurs to risk fastors Z64 - Problems related to certain psychosocid
* Identify community/population needs. (Od @ 250 - Problems related 1o housing and circumstances
: 5 3 ic ci Z65 - Problams relatad to other i
: wmpm and impiementation of social : V] G 260 - Proterne el socl vt e
needs interventions. B T - - . . .
« Monitor SDOH in ion effecti & q/ q This list is subject to revisions and dmons to improve alignment with SDOH data elements.
I el e N 202k 30590 Revision Date: February 2021 go.cms.gov/omh

*cde.gav/nchs/icd/icdi0cm.htm
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