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% Social Determinants of Health
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40-60% of health outcomes
driven by patient's SDOH

Source: Institute for Clinical Systems Improvement Going Beyond Clinical Walls.
Solving Complex Problems (October 2014). The Bridgespan Group

3




CMS, NCQA & JCAHO
SDOH Requirements




g CMS SDOH Measures

CMS mandated that hospitals reporting to the Inpatient Quality
Reporting (IQR) program submit 2 SDOH measures.

2024 (Required)
SDOH=Social Drivers of Health

SDOH-1 Measure: Reporting the number of patients 18+ who
were admitted to your hospital and screened for SDOH

SDOH-2 Measure: Reporting the number of patients 18+ who
were admitted to the hospital, screened for SDOH, and identified
as having 1 or more social risk factors.

*Measure 2 will be separated into 5 rates for each of the domains



% CMS Requirements of SDOH Screening

Recommend using the The AHC Health-Related Social Needs
Screening Tool (cms.gov) (Not Required). However, must focus on
the following 5 domains:

»Food Insecurity
»Housing Instability
»Transportation Needs
> Utility Difficulties
»Interpersonal Safety



https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf

g NCQA & HEDIS

NCQA (National Committee for Quality Assurance) & HEDIS (Healthcare Effectiveness Data and Information Set)

-Measures set out to help healthcare providers and payers to understand their current performance.

Effective 2023 Measure: Social Need Screening and Intervention (SNS-E):

» The SNS measure looks at six indicators, one each for screening and intervention across three social
needs. It measures the percentage of members who, during the measurement period, were:

1) Screened via a pre-specified
instrument at least once for unmet needs
related to

* Food.

* Housing.

» Transportation.
2) Members who screen positive receive a
corresponding intervention.

Intervention indicators assess the percentage of
members who screened positive and received a
corresponding intervention within 30 days of the positive
screen.

* Assessment.

« Assistance.

« Coordination.

« Counseling.

« Education.

« Evaluation of eligibility.

* Provision.

* Referral.




g JCAHO Standards

JCAHO (Joint Commission on Accreditation of Healthcare Organizations)

 Effective January 1, 2023, new requirements to reduce health care disparities will
apply to ambulatory care, behavioral health care and human services, critical
access hospitals and hospital accreditation programs.

« Requirement: 1)Assess the patient’s health-related social needs (HRSN) and 2)Provides
information about community resources and support services.

« Examples of patient’s health related social needs may include the following:
=  Access to transportation
= Difficulty paying for prescriptions or medical bills
=  Education and literacy
»  Food Insecurity
= Housing Insecurity

*Needs may be identified for a representative sample or for the entire population

r3 disparities july2022-6-20-2022.pdf (jointcommission.orq)



https://www.jointcommission.org/-/media/tjc/documents/standards/r3-reports/r3_disparities_july2022-6-20-2022.pdf

CRISP Process




% ldentifying Social Needs

Problem: Social needs data are siloed
and care teams have an incomplete
picture of a person’s needs when trying
to achieve optimal health.

Goal: Capture all relevant social needs
data and share it with appropriate
members of the care team.

e« Social needs assessments from
various sources.

« SDOH conditions (Z-codes)

HIE InContext

GILBERT GRAPE

© © o)

Male Jan 1, 1984 Probable

o 4145 Earl C Adkins Dr. River, WV 26000

a0

o Infection Control Aleris VIEW
4

e Next of Kin VIEW

CONDITIONS

REFERRAL HISTORY

ASSESSMENTS

Assessments
o m =
Date ~ Source Description
2021-03-19 JHHREL AHC Screening
2021-03-19 JHHREL CMS Screening
o] 2020-02-15 JHHREL AHC Screening
2020-02-15 JHHREL CMS Screening

Rows per page: 25 « 1-4 of 4 >

10




% Displaying Social Needs Data at the Point of Care
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% Direct Entry Screening Tool

plications & Reports

Reports & Applications

banel Processor Direct Entry Screening Tool

Name: GILBERT GRAPE Gender. male DoB: 1984-01-01 Phone: home: 78689007666

Available Questionnaires: [ show Date v

Meritus SDOH Screening Questionnaire

The Accountable Health Communitie:

Name Value Units
Clinical Information Staging

Search Programs

MyDirectives for Clinicians ¢ >

— Housing Instability/Homelessness

The Accountable Health Communities Health-Related Social Needs — What is your living situation today? Select one

Screening Tool

— Think about the place you live. Do you have problems with any of Select one
the following? CHOOSE ALL THAT APPLY

Maryland MOM Social Determinants of Health Screening
— Food Insecurity

— Within the past 12 months, you worried that your foed would run out Select one
before you got money to buy more.

N X — Within the past 12 months, the food you bought just didn't last and Select one
Snapshot Staging you didn't have money to get more.

— Transportation Insecurity

InContext L In the past 12 months, has lack of reliable transportation kept you Select one
from medical appointments, meetings, work or from getting to things

needed for daily living?

— Inadequate Housin
Reports Role Manager q g

L In the past 12 months has the electric, gas, oil, or water company Select one
threatened to shut off services in your home?

— Interpersonal Violence

How often does anyone, including family and friends, physically hurt  Select one
you?

How often does anyone, including family and friends, insult or talk Select one

Ao o von?
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& Onboarding Screening/Assessment

 Each question is mapped to an SDOH category based on the gravity
project/CMS Requirements:
O Food Insecurity
Housing Instability/Homelessness
Inadequate Housing
Transportation Needs
Financial Insecurity
Demographics (Unemployment/Education/Veterans)
Social Isolation
Stress
Neighborhood Safety
Interpersonal Safety
Behavioral Health
Utility Difficulties
Other

O Each answer to a question will be connected to if a need is identified or
not. If a need is identified it will trigger the orange flag.

coooooooooon



Population Reporting




% Key Metrics - Assessments
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Population Level Reporting
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% Population Level Reporting

SDOHDomain
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Baltimore City Health Department (BCHD)

Vision
An equitable, just and well Baltimore where everyone has
the opportunity to be healthy and to thrive.
Mission

To protect health, eliminate disparities, and enhance the
wellbeing of everyone in our community through
education, coordination, advocacy, and direct
service delivery.

Data-Driven Integrity Innovation Collaborative Empowerment

® v =@




® Identify and address Baltimore City's most
pressing health priorities through the
Community Health Needs Assessment and
Community Health Improvement Plan

® Foster shared leadership among
healthcare, government, community
organizations and community members

® Support a diversity of perspectives,
collaboration and pooling of resources

Brandon M. Scott
ayor, Baltimore Ci H BALTIMORE
}\;Izu}(l)m’aBE;enuga,CJ\tJyD, MPH, MBA = CITY HEALTH
| DEPARTMENT

Commissioner of Health, Baltimore City




E
TH LHIC Priorities

The LHIC is currently working to improve health through shared leadership, collaboration,
and pooling of community resources and insights.

0 & %

Diabetes Care Coordination Social Determinants of
Health
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Why Social Needs Screening:
Community Needs Assessment: Snapshot of
Baltimore City



The "Why"

1. Addressing Health requires whole person
approach

2. Wellness/ Health requires individual,
community, and system interventions

3. No ONE institution, system, entity is
ENOUGH.

al

119¢

Health Behaviors

Socioeconomic Factors

o\
SOHDE -
to your

Education Job Status  Family Social Income Community zip code!
Support Safety
o - | § |
Physical Enviroment Rl
| § |

Tobacco Use Diet & Alcohol Use Sexual
Excercise Activity

Health Care

Access to Care

Quality of Care

a healthcare
enviroment.

Only 20%
include those
moments in

Source: Institute for Clinical Systems Improvement, Going Beyond Clinical Walls: Solving Complex Problems (October 2014)
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| BALTIMORE
|8ITY HEALTH

EPARTMENT Community Health Needs Assessment
(CHNA)

t

Identifies key health needs and barriers to health
through systematic data collection and analysis

= 58

Occurs every Collaborative Engages diverse
3-5 years process between voices
city and hospitals




L
ENT Community Survey Results:
Top perceived health needs in their communities

44% Addiction or substance use
43% Diabetes or high blood sugar
43% High blood pressure

40% Mental health

27% Overweight/obesity

27% Chronic pain and arthritis

***Respondents were asked to identify top 5, so values sum to more than 100%




NT Key Leader Survey Results:

Top perceived health needs of the city

67% Mental health/suicide
64% Housing
61% Food security

55% Gun violence prevention

52% Substance use/alcohol use

52% Access to care

***Respondents were asked to identify top 5, so values sum to more than 100%




Community Survey Results:
Top perceived social needs for their

communities
27% Can't afford healthy food

23% Gun violence

23% No or limited access to health
Insurance

23% Lack of job opportunities
22% Poor neighborhood safety

22% Housing problems/ homelessness

***Respondents were asked to identify top 5, so values sum to more than 100%




NT Key Leader Survey Results:

Top percelved social needs of the city

79% Access to affordable housing
73% Reducing crime/violence
70% Access to healthy foods

58% Access to jobs/employment
42% Affordable childcare

***Respondents were asked to identify top 5, so values sum to more than 100%




L
TMENT Community Survey Results:
Top perceived barriers to health care access in
the community

57% Cost — too expensive or can't pay
41% Don't have health insurance

30% Lack of transportation

28% Long wait times or unavailability of
appointments

26% Not able to take time off work or
afraid of losing job

***Respondents were able to submit more than one response, so values sum to more than 100%




TRAENT Focus Groups: Key Findings

Housing & Healthcare: Healthcare:
Homelessness Access Quality

Education Food Insecurity Mental Health

Transportation
& Transit




Baltimore City has a history of racist policies that
continue to impact the communities we serve

Baltimore City AHC beneficiaries by CSA, Oct. 2018 — Oct. 2020

ikesville

talley State pet®

- <@ Park @

; 7
Fa !
{ | Overlea
i |
Rosedale
Lochearn I "GN @000 S
[126)
P =
1 I
wn i |
| @
ty Blud |
|
I
1
|
- E (—
@ : [150]
il
Highlandtown ] 4
o,
1 oty
|
o5 |
|
BB rd Ave
e unaa
[ ; Dundalk
e\t e :
|
% 1
25
4 =~ 110 rbutus :
|
I
1
¢ |
59 !
g 1
(i} |
1 |
Fatapsco , ¢ 1
I
|

Link to map



https://blogs.library.jhu.edu/2017/09/the-baltimore-redlining-map-ranking-neighborhoods/

————

BALTIMOR
EITY

HEAL i :
Y HeaLld Upstream, Downstream and Midstream Intervention

Social needs screening can improve the data on social
determinants of health and therefore support policy

makers, public health, and service delivery leaders to dbing _
target resources and services more effectively to the Th= o RETTE
communities most in need. >

STRATEGIES

COMMUNITY TACTICS
Improve . IMPACT Laws, policies, and regulations

Community g that create community conditions
Conditions I A supporting health for all people

________________________________________________________________________________________________

Addressing community-wide social
factors influencing health

Addressing

. . A ngm . . Individuals’ ¢ IDSTRE 5 ‘ k Connecting individuals with
Social Needs Screening is critical junction el VNEIGHB_%ICQ:I_-Il_QOD | RS
between individual health and systems IS \ " reai o cominiy bz
SOI utions_ supporting social needs

o

Providing ) 4 \\ [ = . Medical
direct medical ) interventions
or clinical care [

services ‘ N Y INDIVIDUAL
/. IMPACT

Graphic adapted from de Beaumont Foundation and Trust for America’s Health. (January 2019)
“Social Determinants and Social Needs: Moving Beyond Midstream”

https://www.healthyhighpoint.org/our-focus/our-upstream-approach/
33




Shared Problems Require Shared Solutions

NO Shared
Language +
Standards

chmal Ngeds CBO -
creening Capacity g

Lack of
Infrastructure

Duplicate
Work
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$BALTIMORE
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CITY HEALTH

iBALT'MORE Improving Health Equity for Populations
DEPARTMENT At Risk for Diabetes




Community Health Improvement Plan

(CHIP)

Multi-year community-driven plan to improve the health of our
community. The LHIC will begin the CHIP process in May 2024

N

Organize & Engage Develop & Establish
Partners Implement Accountability
Strategies for
Action




I BALTIMORE
| BEPARTMENT ow to Get Involved
Ways to Get Involved Ready to Join the LHIC?

v Become a member of
the BCHD LHIC

v Participate in the CHIP

v Attend an LHIC
Quarterly Meeting

O( BAL ~
8 B don M. Scott
KUR) i, ey HEA T
¢ ‘ _::%::_ M Thuoma Emenuga, MD, MPH, MBA | C I TY H E A LT H
% Commissioner of Health, Baltimore City | D E PA RT M E N T



Thank you!

Elise Bowman
Elise.Bowman@baltimorecity.gov

Michelle Nnorom
Michelle.Nnorom@crisphealth.org
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LT .
' DEPARTMENT Community Survey Results: Respondents

2,282 respondents

72% identified as women

© 0000 48% Black or African American

18% Hispanic/Latinx
38% ages 60+

33% ages 40-59
29% ages 18-39




NT Key Leader Surve

Online tool in English
Conducted Sept-Nov 2023
33 respondents
* 48% non-profit organization

* 18% healthcare provider

* 12% faith-based organization

v
v
v
v

* 9% community development
corporation

* 9% other
* 3% local government

“*Percentages do not sum to 100% due to rounding




% Onboarding Process: SDOH Screening

Organization sends CRISP assessment/screening
questions (including all possible responses)

Organization/CRISP work together to ensure all
questions are categorized and pinpoints need
identified answers

CRISP builds the screening tool and then sends

organization .CSV file to prep

Organization/CRISP test data through SFTP site

GO LIVE




&2 Technical Process

1. Screening is mapped and built on the CRISP side

2. CRISP will send csv specs to organization to ensure file
Ingestion

3. SFTP site will be set-up (if needed)
4. Test csv files sent from organization to CRISP

5. Optional: Screening added to Direct Entry Screening Tool in
CRISP

6. Optional: Upload of all previously completed screenings
7. Daily/Weekly auto-sending of screenings to CRISP
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