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Poll Question

What percent of your patients are regularly screened for
social determinants of health in North Carolina?
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26-50%
51-7/5%
76-100%
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1 ‘ Just one more statistic...

2 ‘ WhOo should be addressed?
3 ‘ HOW do you engage?

4 ‘ When are you successful?
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Non-Medical Needs Drive Outcomes and Cost

Patients’ lives
outside the clinic
drive vast majority
of health outcomes
and cost

Determinants

Access to care: §%

Genetics: 20%

Sociceconomic and
physical
environments:
.y

Healthy
behaviors:
37%

Interactions among
determinants:
15%

Housing, transit, air and water
quality

Tobacco use, diet, exercise,
AAOD, sexual activity

Education, employment, income,
community safety, etc

Source: Healthy People/Healthy Economy: An Initiative to Make Massachusetts the National Leader in Health and Wellness. 2015. Data from NEHI 2013. http://www.tbf.org/tbf/56/hphe/Health-Crisis.
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Non-Medical Needs Drive Outcomes and Cost

Patients’ lives
outside the clinic
drive vast majority
of health outcomes
and cost

Determinants

Access to care: 6%

Genetics: 20%

Socioeconomic and
physical
environments:

22%

Healthy
behaviors:
37%

Interactions among
determinants:
15%

National health expenditures:
$2.6 trillion

Medical services:
20%

Healthy behaviors: 9%
Other: 1%

Source: Healthy People/Healthy Economy: An Initiative to Make Massachusetts the National Leader in Health and Wellness. 2015. Data from NEHI 2013. http://www.tbf.org/tbf/56/hphe/Health-Crisis.
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Driver Diagram

Screen eligible patients for social health priorities

Screening and Assessment

Establish care pathways that support positive screens

- Offer tailored community resource referrals
Navigation and Resource

Connections Support patients in connecting to community resources

Ensure adequate staffing and equipment

4 N\ Social Needs Team Train providers and staff to support screening, referrals, and navigation

To successfully address Optimize clinic environment to address patients' social health
patients' social needs

by increasing access to Employ a social health information system

community resources

as a standard part of
quality care.

Data and Health Information

Document and report screening, referrals, navigation, and connections
Technology

Integrate social health data with clinical systems

Establish linkages with community resource providers

Community Partnerships Maintain community resource inventory

Collaborate to identify strengths, gaps and priorities

Ensure strategic and financial commitment to social needs

Leadership Engagement

Maintain systems for patient leadership and decision making
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Driver Diagram

4 )

To successfully
address patients'

social needs by .
increasing access to Screening and

community Assessment Establish care pathways that support positive screens
resources as a

standard part of
quality care.

- J

Screen eligible patients for social health priorities
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North Carolina’s SDOH Screening Tool

There are programs to help people with needs that can affect their health, but they aren’t reaching
everyone who may need them. Are there things you need help with?

Food

Within the past 12 months, did you worry that your food Yes / Mo
would run out before you got money to buy more? /

not last and you didn’t have money to get more?
-

Within the past 12 months, did the food you bought just /‘l"es Mo

Housing/utilities

Do you have housing? /\) o« Mo Yes

Are you worried about losing v~ housir, * Yes Mo

Within the past 12 mo m Yol mMS cu live with Yes Mo

been unable to get utilith  (heat, eleay Sity). en it was really needed?
£

Transportation
Within the past 12 months, by !
medical appointments, getting

ransportation kept you from Yes Mo
r medicines, non-medical mestings
or appointments, work, or from getting things that you need?

Interpersonal Safety
Do you feel physically and emotionally safe where you currently live? Mo Yes

Within the past 12 months, have you been hit, slapped, Yes Mo
kicked or otherwise physically hurt by someone?

Within the past 12 months, have you been humiliated or s Mo
emotionally abused in other ways by your partner or ex-partner?



1 ‘ Just one more statistic...

2 ‘ WHhO should be addressed?

3 ‘ HOW do you engage?

4 ‘ When are you successful?
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As you’re starting




Who to Screen: Removing Assumptions

Screening led to

Patient is well Patient financial
new context for
treatment

known to situation
physician changes
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Not just a Medicaid/Medicare problem
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1 ‘ Just one more statistic...

2 ‘ WHhO should be addressed?

3 ‘ HOW do you engage?

4 ‘ When are you successful?
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To screen or not to screen?

Reasons to screen Reasons not to screen

e Minimize bias * Developing the relationship is goal

e Understanding the communities needs * Capacity restraints

e Equity, everyone is screened * Equity, can’t screen ALL (not just sub-

population)




Screening vs. Intake

: Standard “
SC reeni ng . In the Iast. .12—months
guestions that has your Utility company
uncover ever turned off your
P rocess £ service for not paying
presence o your bill?”
need
“ Do you have any
Inta ke Eligibility children under the age of
2, over the age of 65 or
Frequency with a medical disability
rocess -
Seve”ty living in your home?”
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Poll Question

What level intervention (if any) should patients receive when
screening positive?

1. Screening for prevalence

2.
3.
4.

Patients receive resource guio
Patients receive resource guio

Patients receive resource guid
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e
e + 1.1 overview
e + 1:1 overview + follow-up
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Defining your Intervention
Will you provide referral and navigation after screening?

A
4 \
Screening Only
(G J
( )\
S Self-Service
2
ol g
g )
O
£ Tailored Referral Only
~ \_ )
)
<
+
)
Q

Case Management or
Navigation
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Description

Survey/screen for prevalence. No Intervention

Patient facing app, Kiosk, or printout

Screen and customized referral.
No follow-up

Follow-up once or twice

Weekly or bi-weekly follow-up

Consider:

1) Staff Capacity for
Navigation

1) Patient population
need for navigation




Intake and Assessment

Goal of Intake Process:

More in depth understanding of client’s goals, needs & eligibility than can occur during

screening process

Intake & Assessment

Screenlng During intake:

* Understand patient’s goals, assets and eligibility
e Benefits screening (SNAP, WIC, Medicaid, etc.)
e Develop coordinated care plan & provide referrals

Consider:

* Integrate rather than duplicate!

* Who is best suited to perform intake?
e SW? RN? CHW? Volunteers?

Referral

28



Implementing into your workflow

Patient
receives
screen

Medical Assistant
CHW
Volunteer
Research Asst
Home Visitor

Screen
collected &
data entered

Registration staff
Medical Assistants
Pre-Registration
Home Visitor

Patient
triaged

CHW
Volunteer
MSW
RN
Home Visitor

Live- during visit
Phone- after visit

Urgent needs with
immediate response

@ Intervention

Consent &
Enrollment



1 ‘ Just one more statistic...

2 ‘ WHhO should be addressed?

3 ‘ HOW do you engage?

4 ‘ When are you successful?
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Questions

For the organization, when is an intervention successful?

For the client/patient, when is an intervention successful?

© 2016 Health Leads Inc.
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http://healthaffairs.org/blog/2017/01/26/

M easu ri N g S UCCeSS defining-success-in-resolving-health-related-social-needs/

=¥ Health Leads Reach

< C (O  © www.healthleadsreach.org & v 0O A~ 3

20-REACH> :

Patient: John Appleseed ..
Clear definition of success '

IOf Food [ ] for each social need

.| Housing | ] Track success by resource
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When positive, doesn’t always mean action for provider

When parent screened positive, % declined assistance
with finding resources

> Would you like help to get GED? No- 52%
> Would you like help finding employment? No- 45%
> Would you like help finding childcare? No- 20%

> Would you like help with accessing enough food for your family? No- 14%

> You are at risk of becoming homeless, would you like help? No- 12%
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unintended
conseguences



Thank you

Mary Carl, mpH

Principal of West Coast Partnerships

Jennifer Valenzuela, Licsw, mpH

Principal of Program
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