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National Center for Health in Public Housing

(NCHPH)

The National Center for Health in Public Housing (NCHPH) is
supported by the Health Resources and Services Administration
(HRSA) of the U.S. Department of Health and Human Services
(HHS) under grant number U30CS09734, a National Training and
Technical Assistance Partner (NTTAP) for $2,006,400 and is 100%
financed by this grant. This information or content and
conclusions are those of the author and should not be construed
as the official position or policy of, nor should any endorsements
be inferred by HRSA, HHS or the U.S. Government.

The mission of the National Center for Health in Public Housing
(NCHPH) is to strengthen the capacity of federally funded Public
Housing Primary Care (PHPC) health centers and other health
center grantees by providing training and a range of technical
assistance.
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Health Centers Close to Public Housing

Health Centers In or Inmediately Accessible to Public Housing

* 1,373 Federally Qualified —

Health Centers (FQHC) = 30 million o | AR Y
patients o Ul
* 458 FQHCs In or Immediately ) ' | )

Accessible to Public Housing = 5.7 o
million patients '

* 108 Public Housing Primary I S
Care (PHPC) = 911,683 patients R T

Source: 2021 Health Center Data

Source: Health Centers in or Immediately Accessible to Public Housing Map
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https://namgt.maps.arcgis.com/apps/webappviewer/index.html?id=4e1aeda0b50c445bbc21677902957b4c
https://data.hrsa.gov/tools/data-reporting/program-data/national/table?tableName=Full&year=2021
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Session content objectives

1. Present and discuss the SDOH as an epidemiological framework.
2. Review research regarding the implementation of SDOH policies/protocols.
3.Examine the implications of this framework on clinical and practice.

4.Examine frameworks for implementation of SDOH policies/protocols.




The SDOH: Conceptual Overview
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Link to resource: Healthy People 2030



https://health.gov/healthypeople/priority-areas/social-determinants-health

* Please take 3 minutes consider the following question:

* “How has addressing the SDOH at your institution
positively impacted the working lives of you and your
staff/colleagues?”

* Please write or type your response.
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Social Determinants of Health

Economic Neighbnrh_nnd Cnmmun_ity Health Care
Stability and_Physn::aI and Social System
Environment Context
Hunger Social Health
integration coverage
Access fo
healthy Support Provider
options systems availability
Community Provider
engagement linguistic and
S cultural
Discrimination competency

Stress Quality of care

KFF

HEHRY J HAISER
FAMILY FOURDATION

Link to resource



https://www.kff.org/racial-equity-and-health-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/
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https://noahhelps.org/sdoh/

e Case Study:

e Mrs. Torres is a 45 y/o female who presents to her Primary Care office with
complaints of chest pain, fatigue and general malaise. Vitals indicate a heart rate of
75 bpm, BP of 170/85. Physical exam is unremarkable aside from slight shaking of
the hands and feet while sitting.

 When interviewed, Mrs. Torres reports that she often feels short of breath, dizzy
and experiences pain in the center of her chest. She reports these symptoms occur
2-3 times per week for the past 6 months.

* She has a PMH significant for: Depression, T2DM and hypertension.
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e Case Study:

e Mrs. Torres is a 45 y/o female who presents to her Primary Care office with
complaints of chest pain, fatigue and general malaise. Vitals indicate a heart rate
of 75 bpm, BP of 170/85. Physical exam is unremarkable aside from slight shaking
of the hands and feet while sitting. Labs have been drawn and are pending.

* When interviewed, Mrs. Torres reports that she often feels short of breath, dizzy
and experiences pain in the center of her chest. She reports these symptoms occur
2-3 times per week for the past 6 months.

* She has a PMH significant for: Depression, T2DM and hypertension.
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e Case Study:

* Mrs. Torres is experiencing symptoms concerning for anxiety and
PTSD. When questioned further regarding stressors in her life. Mrs.
Torres mentions the following:

* She and her husband get limited hours at their jobs. As a result, they
are behind on bills.

* Her family (Mrs. Torres, her husband and children M: 4y/o, F: 7 y/o)
have been threatened with eviction on several occasions; and are
concerned that may happen again soon.
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* Questions: Please take 3 minutes to consider the following.
 How do the stressors in Mrs. Torres’s life impact her physical symptoms?

* What are some ways that Mrs. Torres and her family can be networked
to resources which can reduce her anxiety and improve her overall
wellbeing?

 What are the implications of not networking Mrs. Torres to services?
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WHO Conceptual Framework

7@\ World Health
L%~ Organization

| )
m ! Y |

Human Rights

-
\_ o
1 Policy Choices
\_ ( More h
equitable
A CONCEPTUAL FRAMEW outcomes

ACTION ON THE SOCIAL DETERMINANTS
OF HEALTH

Social beterminants of Health Discussion Paper 2

DEBATES, POLICY & PRACTICE, CASE STUDIES Nc h P .

National Center for Health in Public Housing

Link to Resource: WHO Conceptual Framework



https://www.who.int/publications/i/item/9789241500852

Annals of Internal Medicine*

LATEST ISSUES INTHECLINIC JOURNALCLUB MULTIMEDIA CME/MOC AUTHORS/SUBMIT

Position Papers | 17 April 2018

Addressing Social Determinants to
Improve Patient Care and Promote
Health Equity: An American College of
Physicians Position Paper ==

Hilary Daniel, BS &, Sue S. Bornstein, MD, and Gregory C. Kane, MD, ... View all authors +

Author, Article, and Disclosure Information

https://doi.org/10.7326/M17-2441

= Sections [ Abstract PDOF M Tools « Share

Link: To Publication

ACP Policy Recommendations:

1. Increased efforts to evaluate and implement
public policy recommendations.

2. The SDOH be integrated into medical
education at all levels.

3. Increased use of interprofessional and
collaborative models that encourage a team-
based approach to patient care.

4. Investment in SDOH-focused programs.
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https://physiciansfoundation.org/wp-content/uploads/2022/03/SDOH-Survey-Report.pdf
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Link: To Publication

ACP Policy Recommendations:

Increased SDOH research.

Integration of health considerations into
community planning.

Best practices for using EHR’s to improve
individual and population heath.

Adjusting quality payment models and
performance measurement assessments to
reflect increased risk associated with caring for
disadvantaged populations.

Increased screening and collection of SDOH
data to aid in health impact assessments and

support. L
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https://physiciansfoundation.org/wp-content/uploads/2022/03/SDOH-Survey-Report.pdf

THE Takeaways:
PHYSICIANS
Y NDATION

* 6in 10 physicians have little
to no time to address the
SDOH in the exam room.

* 89% indicated lack of staff to

address the SDOH.
MERICA'S e 8in .10 phys.|C|ans bellgve
PH YSICIANS not integrating SDOH into
e care contributes to burnout.
 6in 10 report burnout when

addressing SDOH.
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https://physiciansfoundation.org/wp-content/uploads/2022/03/SDOH-Survey-Report.pdf

How 6 Organizations Developed Tools and Processes for Social Determinants of

Health Screening in Primary Care Ta keaanS:

An Overview

Kate LaForge, MPH,® Rachel Gold, PhD, MPH, Erika Cottrell, PhD, MPP, Arwen E. Bunce, MA, Michelle 1. Institutions have wide

Proser, PhD, MPP, Celine Hollombe, MPH, Katie Dambrun, MPH, Deborah J. Cohen, PhD, and Khaya D.

Clark, PhD, MA breadth to improve on

» Author information » Copyright and License information  Disclaimer eX|St| ng tOOIS_
Abstract Go to: » 2 CUStOm|Zab|||ty Of tOOlS tO

Little is known about how health care organizations are developing tools for | OCd I S D O H concerns IS key

identifying/addressing patients' social determinants of health (SDH). We describe the processes to p ro g ram St ren gt h
recently used by 6 organizations to develop SDH screening tools for ambulatory care and the

barriers they faced during those efforts. Common processes included reviewing literature and 3 . O rga N | zat | ona I Cu |t ure |S a

consulting primary care staff. The organizations prioritized avoiding redundant data collection,

integrating SDH screening into existing workflows, and addressing diverse clinic needs. This key com p one nt Of
article provides suggestions for others hoping to develop similar tools/strategies for identifying . . .
patients' SDH needs in ambulatory care settings, with recommendations for further research. p rom Otl n g S D O H p O I ICI€eS.

Keywords: ambulatory care, community health centers, data collection, electronic health records,

patient-reported outcome measures, primary care, screening, social determinants of health N‘ ” h F\” N

Link: To Publication
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5705433/

WellRx Pilot, University of New Mexico [
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Link: To Publication



https://pubmed.ncbi.nlm.nih.gov/27170801/

4 ) Model 1: Integration of CHW and Social-Services
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standardized
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g ) 4
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. As§essment pe.rformed referrals, Patient seen by
using standardized tool. ) . .
* Tool results added to Integrates results social services
patient’s file or entered into care
directly into EHR. 8 J < >

e Patient educated

regarding resources and * Using form data, physician . Patien’F consu!ted
3CCess. integrates data into regarding available
patient care. resources they qualify for.
* Physician approves * Patient assisted in
referral to social services. resource application
process.

Link: To Publication



https://physiciansfoundation.org/wp-content/uploads/2022/03/SDOH-Survey-Report.pdf

BRIEF | OCTOBER 2017

C l l S Center for
) Health Care Strategies, Inc.

Screening for Social Determinants of Health in Populations
with Complex Needs: Implementation Considerations

By Caitlin Thomas-Henkel and Meryl Schulman, Center for Health Care Strategies

IN BRIEF

‘With the recognition that social determinants of health (SDOH) can account for up to 40 percent of individual health outcomes,*
particularly among low-income populations, their providers are increasingly focused on strategies to address patients” unmet
social needs (e.g., food insecurity, housing, transportation, etc.). This brief examines how organizations participating in
Transforming Complex Care (TCC), a multi-site national initiative funded by the Robert Wood Johnson Foundation, are assessing
and addressing SDOH for populations with complex needs. It reviews key considerations for organizations seeking to use SDOH
data to improve patient care, including: (1) selecting and implementing SDOH assessment tools; (2] collecting patient-level
information related to SDOH; (3) creating workflows to track and address patient needs; and (4) identifying social service
resources and tracking referrals,

services, and much more on health care.? This is true despite evidence that social

determinants of health (SDOH) — including income, educational attainment, employment

status, and access to food and housing — affect an array of health outcomes,” particularly
among low-income populations.® Individuals with unmet social needs are more likely to be frequent
emergency department (ED) users, have repeat ‘no-shows’ to medical appointments, and have
poorer glycemic and cholesterol control than those able to meet their needs.®

C ompared to other industrialized nations, the United States spends much less on social

Link: To Publication

Takeaways:

Screening tools should be adapted to meet
the following:

 (Capacity to address specific SDOH needs.

* Availability of local resources and referral
networks.

* Ease of use within clinical setting
(workflow).

* Ability of tool to capture needs the
organization can realistically address.

National Center for Health in Public Housing



https://www.chcs.org/media/SDOH-Complex-Care-Screening-Brief-102617.pdf

Please contact us if you are interested in any of the following:

* Improving access to legal services through person-centered delivery models.
* Integrating the SDOH into health center management and workflow.
* The impact of the SDOH on FQHC workforce retention.

Dr. Kevin Lombardi MD, MPH
Manager of Health Research, Advocacy and Promotion
The National Center for Health in Public Housing

Kevin.Lombardi@namgt.com

National Center for Health in Public Housing



I Next Session Reminder

* Session 2: Next Wednesday, June 7th at 1:00 pm
EDT.

* Use the same registration link for today’s session.

* Registration link:

https://us06web.zoom.us/meeting/register/tZwodeyprT
wsH9Sn6Dcc5wdbH2AcaZ9udsno#/registration

24


https://us06web.zoom.us/meeting/register/tZwodeyprTwsH9Sn6Dcc5wd6H2AcaZ9u4sno#/registration
https://us06web.zoom.us/meeting/register/tZwodeyprTwsH9Sn6Dcc5wd6H2AcaZ9u4sno#/registration
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Contact us

Robert Burns
Program Director
Bobburns@namgt.com

Kevin Lombardi, M.D., M.P.H.
Manager of Policy, Research, and
Health Promotion
Kevin.lombardi@namgt.com

Chantel Moore, M.A.
Manager of Communications
Cmoore@namgt.com

Jose Leon, M.D.
Manager of Clinical Quality
jose.leon@namgt.com

Fide Pineda Sandoval, C.H.E.S.
Training & Technical Assistance
Manager

Fide@namgt.com

Please contact our team for Training
and Technical Support
703-812-8822
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Thank youl!
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