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Health Equity Definition

CMS defines health equity as “the attainment of the highest level of 
health for all people, where everyone has a fair and just opportunity 
to attain their optimal health regardless of race, ethnicity, disability, 
sexual orientation, gender identity, socioeconomic status, geography, 
preferred language, and other factors that affect access to care and 
health outcomes”
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Source: CMS Framework for Health Equity | CMS

https://www.cms.gov/priorities/health-equity/minority-health/equity-programs/framework


Health-Related Social Needs & Social Determinants of 
Health 
• According to CMS, Health Related Social Needs (HRSN) are ”Individual-level, adverse social 

conditions that negatively affect an individual’s health or health care.”1 

• Social determinants of health (SDOH) are defined by CDC as the “Nonmedical factors that 
influence health outcomes. They are the conditions in which people are born, grow, work, live and 
age. And the wider set of forces and systems shaping the conditions of daily life.” 2

• While both concepts are related to the social factors that influence health outcomes, they differ 
in their scope. 

– Health-related social needs are more focused on the individual level and refer to specific circumstances 
that can impact a person’s health. 

– Social determinants of health are broader in scope and encompass a wide range of environmental 
factors that can impact the health of entire populations.
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1. A Guide to Using the Accountable Health Communities Health-Related Social Needs Screening Tool: Promising Practices and Key Insights (cms.gov)
2. Social Determinants of Health (SDOH) and PLACES Data | PLACES: Local Data for Better Health | CDC

https://www.cms.gov/priorities/innovation/media/document/ahcm-screeningtool-companion
https://www.cdc.gov/places/social-determinants-of-health-and-places-data/index.html


Looking at Quality Improvement Through a Health 
Equity Lens Worksheet (pages 1-3)
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HRSN Worksheet: How to Use with a Quality 
Improvement Activity (QIA) 

• Once you have chosen your clinical measure to improve, also known as 
a QIA, identify the patient population you will be working with. 

• Choose one patient from this QIA population and complete a screening 
for health-related social needs (HRSN) using the list provided or you can 
use the HRSN Screening Tool.

• Consider choosing the most impactful HRSN for the patient and begin 
working on interventions with them.

• “Save As” the worksheet on your computer every month to include in 
QAPI meetings and for documentation. 
• For example: “HRSN Worksheet-April”

• Print this worksheet and bring to your monthly QAPI meeting for the 
QIA discussion.
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https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf


QIA Scenario: Identify QIA Topic and Patient Population 

• The facility identifies hospitalizations and readmissions to focus on 
for the QIA. 

• Upon review of the QIA patient population, there are five patients 
in the facility that have had one or more hospitalizations or 
readmissions in the last three months. 

• You choose one patient from the five that has missed dialysis 
treatments and has been hospitalized three times in the last three 
months due to fluid overload.

• The QIA lead and IDT assign who is responsible for implementing 
the QIA. 
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QIA Scenario: Assigning QIA Roles 

• In this scenario, the Social Worker (SW) has been asked to 
complete the HRSN screening with the patient. 

–One person from the IDT can assess the patient and another can 
assist the patient with interventions. 

– It is important to determine who will be completing the 
worksheet each month. 

–This process can be done collaboratively, or certain tasks can be 
assigned based on what works best for the facility and patient.  
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QIA Scenario: HRSN Screening 

• The SW utilized the HRSN list that is on page 2 of the 3-page 
worksheet to identify a HRSN that may be impacting the 
patient from coming to regular treatments. 
–The SW could have also used the HRSN Assessment Tool to 

complete the screening 
• During the screening, the patient reports missing dialysis 

treatments, and other transplant evaluation related 
appointments due to transportation insecurity. 

• SW plans to meet with QIA Lead to discuss patient’s HRSN 
screening.
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https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf


QIA Scenario: Patient Discussion 

• At this point, if someone else is assisting patient, it is helpful to reinforce 
with patient that it is unknown what services are available, what they 
qualify for and if there are waitlists.

• Inform patient that everyone will do their best to help him, but there is 
no guarantee that there will be available services. 

• Let patient know that if there are no available resources, someone will be 
meeting with them to discuss next steps. 
– This is a great team approach. 

• After SW completed the assessment, SW spoke with her QIA Lead, and it 
was decided that the most impactful HRSN to work on with patient would 
be transportation insecurity. 
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QIA Scenario: QIA Follow-up 

• SW kept good documentation during the assessment on all 
steps/interventions taken, barriers experienced, such as any 
language barriers or lack of response from agencies, as this will 
need to be documented in the worksheet every month. 

• In this scenario, the QIA Lead and SW planned to meet monthly to 
complete the worksheet and talk about any future interventions. 

– The worksheet can be shared via email with the person who is assisting 
the patient and ask that they complete part of the worksheet and return 
to the QIA Lead or the QIA Lead can complete the worksheet themselves. 
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QIA Scenario: Patient Impact 

• The SW was able to find a paratransit program that the patient was eligible for and assisted them  
with the application. 
– Patient was counseled on how to use the agency’s services. 
– SW reinforced the importance of this service and requested that patient inform SW if there are any 

issues or concerns. 

• Patient stopped missing dialysis treatments, once services were in place. 
• Patient was evaluated for transplant, and his mood improved with therapy sessions. Patient’s 

blood pressures improved with regular dialysis treatments, and he reports “feeling great.” 
• SW met with patient each month to follow-up on services placed, address barriers and to talk 

about the impact the interventions have had on them.  
• Patient’s health and quality of life improved. 

– Patient went from missing treatments and being hospitalized several times in three months, to not 
missing any treatments and not having any hospitalizations, which impacted the facility’s 
hospitalization rate. 

– This is an excellent example of an impactful HRSN.
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HRSN Worksheet: How to Complete the Form
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• The Timeline for the QI Activity can be a 4-month PDSA cycle, or 
any other time frame chosen to make improvements. Include 
the date completed if sending to the QI Lead.

• The Metric or Area of Care to Improve/QIA Topic is your QIA, 
such as Hospitalizations or Transplant.

• List the HRSN you identified during the patient's assessment.
• Proposed Interventions are the steps you and your team intend 

to take to address the HRSN that was identified during the 
patient’s assessment .

• Monthly updates list the interventions that were completed 
each month while working with the patient.

• Discuss barriers experienced and your plan to address them and 
impacts the interventions had on the patient and the QIA in the 
appropriate boxes each month. If there are no new barriers 
identified or no new impact on the patient, note “none 
identified”.
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Thank you!

Susan Cooper, MSW, LCSW

Quality Improvement Manager, HSAG ESRD Networks
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