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About You

Summary of Registration Data

Participant Geographic Distribution Cha”enges
* Alot of times patient just won't tell you what is really

going on in their life. That makes it very challenging for us

to help.
Strategies
1 * Obtaining the information from the physician notes

* Translators

* Appropriate literacy levels

* Engaging patients at every encounter
* Providing consistent surveys

Expectations

* Learn new strategies

*  Where to send people for help

* Learn whatare the most pressing SDOH
* Practical uses and procedures

Powered by Bing
GeoNames, Microsoft, TomTom
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Using that
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That Information ( Y Improve care
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Setting the Stage: " What is SDOH?

Case Study







Social Determinants of Health

The Social Determinants of Health
are the conditions that impact our
health and well-being because
where we live, work, learn, and

play impact our health more than
the medical care we receive.

Neighborhood
and Built
Environment

Health and
Health Care

Social and
Community




Impacts of Housing
on Health

Health Outcomes
Quality of Life {50%)

Tobacco Use

Health Behaviors Diet & Exercise

(30%6)
Alcohol & Drug Use

Sexual Activity

Clinical Care Access to Care

Quality of Care

Health Factors Education

Employment
Social and
Economic Factors Income

(4056)
Family & Social Support

Community Safety

Physical Air & Water Quality
Environrment

Policies and Programs (10%8) Housing & Transit

Covurity Haghth Rankings mod=1 & 2014 LWPHI




Poll

* What are the social determinants of health impacting Lucy? (Choose
all that apply.)
* A. access to healthy food
* B. access to health care services
 C. access to transportation
* D. safe environment
E. other (add to chat)



Introduction to HITEQ

The HITEQ Center is a HRSA-funded National Training and Technical
Assistance Partner (NTTAPs) that collaborates with HRSA partners
including Health Center Controlled Networks, Primary Care
Associations and other NTTAPs to engage health centers in the
optimization of health IT to address key health center needs through:

* A national website with health center-focused resources, toolkits,
training, and a calendar or related events.

* Learning collaboratives, remote trainings, and on-demand
technical assistance on key content areas.

A
J.
g

Westat

www.HITEQcenter.org | hiteqinfo@jsi.com | @HITEQcenter

HITEQ Topic Areas

Access to comprehensive care using
health IT and telehealth

Privacy and security
Advancing interoperability
Electronic patient engagement
Readiness for value based care

Using health IT and telehealth to improve
Clinical quality and Health equity

Using health IT or telehealthto address
emerging issues: behavioral health, HIV

prevention, and emergency preparedness


http://www.hiteqcenter.org/
mailto:hiteqinfo@jsi.com
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Our

Objectives

After participating in this session, attendees (that’s you!) will

be able to:

=> Describe how SDOH data can be used to advance
population health, particularly for vulnerable and special

populations.

o 4 Describe how to use SDOH data to tailor services for

more timely, patient-centered care.

= Describe the advantages and challenges of sharing
SDOH data with partner organizations to provide

comprehensive and holistic care.
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Gathering Information about Social Factors
® SDoH Screening

® Other relevant information

C O n'l'e n‘l' fo r Making Sense of That Information

® Aligning across purposes and requirements

® Risk Stratification

Today

Using that Information to Support and Improve care

® Allocating resources
® Possible interventions

® Monitoring



WWW . HITEQCENTER.ORG

SECTION 1

Gathering
Information about

Social Factors
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Long collected information, typically including
EVALUATION, AND QUALITY CENTER

ZIP code, age, sex, gender, race, ethnicity,
language, etc.

Gathering

Screening tool such as PRAPARE, Accountable

Information

Health Communities Screening Tools, Upstream
Risks Screening Tool, or some amalgamation.

about Social

Other information that the health center may

Factors from

have like any visit documentation noting SDoH,;
(

Pdi‘lenfs indication of lack of access such as use of

transport vouchers; or lack of technology such

as no cell on file or no portal access.
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Poll: Where is your health center with

collecting social need information?

1. Yes, we are collecting all of the information mentioned, and are actively

using that information across the patient population.
2. Yes, we are collecting all of the information mentioned.

3. We collect demographics, but are just getting a broader social

screening approach in place.

4. We’'re not very far along on this yet, we are just considering how to

approach it.
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Each patient’s social needs and
related risks are likely to change

over fime.
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SECTION 2

Making Sense of
That Information
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Social need screening is used in many

health center initiatives.

PCMH Care Value Based Community

Management Reporting Payment Partnerships

Risk stratification is too!




Risk
Stratification

Definition: Using information about
patients to assign a risk status or risk score
on an ongoing basis. Typically algorithmic,

can also include clinician judgement.

Purpose: Used to optimize care, align
practice with value-based care
approaches

¢

Identify patients
and related
data.

Assign patients
into risk groups.

Establish risk
stratification plan.

Tailor care
pathways to
groups.
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SECTION 3

Using that Information
to Support and
Improve care




Risk Stratification
Incorporates Key
Information to
Identify Groups
Clinical, social, and

behavioral factors, combined

with utilization and costs.

Clinfcal Risk

i

18, Catastrophic illness

High-Cost
Patients

4% 54 chronic conditions

I i
/ !
I i

Rising-Risk
Patients

20% 2<4 chmonic conditions

\ 25% One chronic condition
At-Risk
Patlents 45y, Atriskfor developing
\ ® achronic condition
|
i
Mo angoing
Healthy 35% physical
Fatlents haalth needs
\
1
Socilal Risk Bahavioral Risk



Risk Profiles

Drive Care

Priorities

Maximizing limited resources
while also meeting all patients
where they are is critical to high
value care. Risk stratification

drives these insights.

Characteristics

* Super-utilizers

» Poly-chronic, frail,
elderly, urban poor

* Frequent hospitalizations,
emergency visits

¢ Psychosocial and
socioeconomic barriers

* Costs make up
45 - 50 percent

¢ Limited and stable
chronic conditions
o At risk for procedures
* Costs make up
30 - 40 percent

4

» Healthy
* Minar health issues
* Costs make up

10 - 20 percent

Population/Risk

5%
High Risk

35% — 40%
Medium Risk

Low Risk

High-lmpact Care Priorities

4

* Care coordinators
(RNs or social workers)

* Address psychosocial
and non-clinical barriers

* Community resources
navigation

¢ Intensive transition
planning

* Frequent one-on-one
interaction

* Reduce practice variation

e Systematic care and
evidence-base medicine

* Team-based,
coordinated care

» Scalable care team

* Practice at top of license

¢ Focused coordination
and prevention

* Movement toward virtual,
mobile, anytime access

» Convenience is critical
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Key: Can only respond to
identified risk, so good
information and access to
that information is key!

= There may be an algorithm built into your EHR or health IT system;
need to ensure that is mapped/ pulling correctly to the relevant
information so its accurately representing patients.

> Care design across clinic designed with risk groups in mind. For
example, timing of follow up or referral to care management.

= Actionable policies on how to use risk score at the point of care.

2 Multidisciplinary care teams including patient engagement/

outreach beyond the walls of clinic.




Thank you!

WEBSITE

www.HITEQcenter.org

EMAIL ADDRESS

HITEQinfo@)jsi.com
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The confents are those of the author(s) and do not necessarily represent the official views of, nor an endorsement, by HRSA,
HHS, or the U.S. Government. For more information, please visit HRSA.gov.




Q&A

Please unmute or add questions to the chat.

National Center for Health in Public Housing




Please fill out Evaluation Poll!

National Center for Health in Public Housing
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