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OBJECTH

Use ADI to visualize your community’s level
of social need.

Examine the various social need screening
tools available to collect patient-level social
determinants of health (SDOH) data.

Discuss how to use Z Codes to document
SDOH in the medical record.

Review HSAG tools and resources for
addressing health equity.
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Acute ADE ED Care Transitions

Acute Opioids

ED Opioids

Care Transitions

Work with your department leadership team to complete the following assessment. Each item relates to care transition elements that should be in place for a program to improve care transitions within your facility.
This Care Transitions Implementation Assessment is supported by published evidence and best practices including, but not limited to, The Joint Commission (TJC), National Quality Forum (NQF), Project RED (Re-
Engineered Discharge from the Agency for Healthcare Research and Quality [AHRQ]), Project BOOST (Better Outcomes to Optimize Safe Transitions from the Society of Hospital Medicine), and the Care
Transitions Model ([CTM@&] also known as the Coleman Model). Select the level of implementation status on the right for each assessment item.

To understand the rationale and references for each question, click here.

A. Medication Management ~
- . - . . Not Plan to Plan to In place less than | In place 6 months
1. Yt?ur faull_ty has a phar.m:—?cy r:epresentatlve verifying the patient's pre-admission (current) implementedino | implement/no start  implement/start 6 months or more
medication list upon admission. plan date set date set
Previous Answer as of: Not Answered
@] O O O O
2. For high-risk medications (anticoagulants, opioids, and diabetic agents), your facility utilizes Not Plan to Plan to In place less than | In place 6 months
pharmacists to educate patients, verifying patient comprehension using an evidence-based implemented/no | implement/no start | implement/start 6 months or more
methodology. ¥ plan date set date set
Previous Answer as of: Not Answered 0 e} e} 0 0
3. Your facility has a process in place to ensure patients can both access and afford prescribed Not Plan to Plan to In place less than | In place 6 months
medications prior to discharge (e.g., Meds-to-Beds, home delivery of meds, for affordability implemented/no | implement/no start | implement/start 6 months or more
verification). ' plan date set date set
Previous Answer as of- Not Answered @) O O e 0
B. Discharge Planning v
C. Care Continuum v
'
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Care Coordination

I 0 | A
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Hospital Care

Coordination Toolkit
I

Nursing Home Care
Coordination Toolkit

1Y N s
& /. Care Coordination Resources

Care coordination is a key priority for the Centers for Medicare & Medicaid (CMS) to improve quality and achieve safer and more
effective care. However, gaps in care, such as poor communication and ineffective discharge processes, remain a challenge.To address
these gaps, HSAG provides evidence-based tools, strategies, resources, and training needed to improve care coordination.
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the QIIP
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é Care Coordination Assessments

Download PDF versions:

« Acute Care Transitions
Assessment

« ED Care Transitions
Assessment

« SNF Care Transitions
Assessment

Care Coordination
Quickinars
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www.hsag.com/cc-resources

) Care Coordination

Hospital Care Coordination
Toolkit

Emergency Preparedness
Infection Prevention
Opioid Stewardship

QIO Events
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e Healthy People 2030 describes SDOH as the
“conditions in the environments where people
are born, live, learn, work, play, worship, and age
that affect a wide range of health, functioning,
and quality-of-life outcomes and risks.”

’.&/—.‘—i‘ -"7.' -‘

6 Healthy People 2023. Social Determinants of Health. Available at HSAG"“ EE
https://health.gov/healthypeople/priority-areas/social-determinants-health. - el



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

e SDOH can be grouped into 5 primary categories:
— Economic issues
— Education access and quality
— Healthcare access and quality
— Neighborhood and built environment
— Social and community context

e SDOH contribute significantly to health outcomes.

— 80%—90% of modifiable contributors to health outcomes
are social factors.

e SDOH contribute to health disparities and inequities.

— Social factors can contribute to poor health outcomes and
lower life expectancies.

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

Healthy People 2023. Social Determinants of Health. Available at HSAG"‘“ e
HINESDRY EEDLP



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

Consider The Impact of Health Disparities

Health disparities can lead to poor patient outcomes and significant excess financial cost.

Social determinants of health include: Health Outcome Contributors
economic stability, education access and quality, 4 7\
healthcare access and quality, neighborhood and (&O

built environment, and social and community contexts.!
-90% 10%-20%

social medical
determinants care’
Yet, an estimated 95% of
health expenditures are on

medical costs.?

1in 10 Americans ‘ ‘

with the inability to h es
afford healthcare, Health disparities have

healthy food Q amounted to $93 billion
and housing’l @ in excess medical
. cost annually.®

Dual Eligible Individuals

1.5 times higher T 70% higher 18% higher avoidable
hospital utilization D, use of high-risk drugs .I hospital readmissions

as opposed to non-dual eligible individuals®

T4

Patient outcomes and
hospital finances are
significantly impacted by
health disparities.

Health outcomes are
greatly impacted by
social determinants.

You cannot
improve outcomes
without addressing

heath disparities.

g www.hsag.com/globalassets/hgic/hqic-healthequity-bizcase.pdf HSAG""“M
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“An ADI is a multidimensional evaluation of a region’s socioeconomic conditions,

which have been linked to outcomes.” - maroko, et. al.

Neighborhood Atlas®

Created by Health Resources & Services
Administration (HRSA)

Through University of Wisconsin

In existence for 30 plus years | ERET. - ‘ﬁ’m §
Uses census block groups to define E prwalf o} U B W@e "
“neighborhoods” 'Q
Identifies most “disadvantaged
neighborhoods”
Factors in:

v Income v" Employment

v’ Education ¥ Housing

Maroko AR, Doan TM, et al. Integrating Social Determinants of Health With Treatment and Prevention: A New Tool to Assess Local Area

Deprivation. Prev Chronic Dis . 2016. 13: 160221. HSAG ““m
https://www.cdc.gov/pcd/issues/2016/16 0221.htm#:~:text=An%20area%20deprivation%20index%20(ADI)%20is%20a%20multidimensional%2
Oevaluation%200f,outcomes%20at%20various%20geographic%20levels.



https://www.cdc.gov/pcd/issues/2016/16_0221.htm:%7E:text=An%20area%20deprivation%20index%20(ADI)%20is%20a%20multidimensional%20evaluation%20of,outcomes%20at%20various%20geographic%20levels

Montreals

All map data relies on US Census Bureau geographies (
Please select a state to view ADI data.

select a state

least most
disadvantaged disadvantaged
block groups block groups

5 6 7 8 9 10

LOS ANGE!

San Diego!

Chihuahua=

MONTERREY*
Nassaus

10 Neighborhood Atlas. Available at: https://www.neighborhoodatlas.medicine.wisc.edu/mapping HSA %mﬁ



https://www.neighborhoodatlas.medicine.wisc.edu/mapping

e Screening for individual social needs is important, too.
Dependent on patient circumstances

Can be impacted by community factors

Social needs are fluid, so regular screening can be helpful
e Multiple options for screening tools are available:
PRAPARE tool (https://prapare.org/)

11

CMS tool (https://innovation.cms.gov/files/worksheets/ahcm-
screeningtool.pdf)

HSAG Social Work Assessment
(https://www.hsag.com/globalassets/hqic/hgic_socialworkasses
sment.pdf)

Screening tool comparison (https://sirenetwork.ucsf.edu/tools-
resources/resources/screening-tools-comparison)

PRAPARE = Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences HSA g
CMS = The Centers for Medicare & Medicaid Services o,


https://prapare.org/
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://www.hsag.com/globalassets/hqic/hqic_socialworkassessment.pdf
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison

PRAPARE Social Needs Screening Tool

* Standardized risk-assessment tool
for SDOH

* Evidence-based

* Well-established

* (Questionnaire PRAPARE

e Z code mapping tool 0o s

* Implementation and Action Tool Kit

IMPLEMENTATION
AND ACTION TOOLKIT

MARCH 2019

WY morssssocumener) g AppCHO Hgeonca

) Oregos ary
Care Asswcla(iwn

National Association of
Community Health Centers

National Association of Community Health Centers, Inc. (NACHC). Association of Asian Pacific . N
12 Community Health Organizations (AAPCHO). Oregon Primary Care Association. PRAPARE. HSAG. .
Available at https://prapare.org/.



https://prapare.org/

Using PRAPARE to Collect SDOH Data

Thursday, July 22, 2021, 2:00 p.m. to 3:00 p.m. ET.
11:00 a.m. Pacific | 12 noon Mountain | 1:00 p.m. Central

Access the Recording

The Health Services Advisory Group (HSAG) Hospital Quality Improvement Contract (HQIC) Offers an overview on how to use the protocol
for responding to and assessing patients' assets, risks, and experiences (PRAPARE) assessment tool to collect and document data on the

social determinants of health (SDOH).

Objectives

« Discover how PRAPARE enables hospitals to better understand patient complexity, address social risks, and demonstrate value.
« Identify workflows, tips, and strategies for effectively implementing PRAPARE.
« Explore examples of how PRAPARE has led to changes at the patient, organization, and community levels.

* Direct link: https://www.hsag.com/en/hqgic/hqgic-events/2021/july-2021/using-
prapare-to-collect-sdoh-data/?date=7/1/2021.

HSAG. Using PRAPARE to Collect SDOH Data. July 22, 2021. Available at webpage: https://www.hsag.com/hqic/hgic- :
events/2021/july-2021/using-prapare-to-collect-sdoh-data/. HSAG e
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https://www.hsag.com/en/hqic/hqic-events/2021/july-2021/using-prapare-to-collect-sdoh-data/?date=7/1/2021
https://www.hsag.com/hqic/hqic-events/2021/july-2021/using-prapare-to-collect-sdoh-data/

Phn

HSAG has X843 oy
I . I @ HQIC
developed a Socia T s
Work Assessment == o
that includes S e ——
e Oves ONe
. [} Agency: Is the patient eligible for services?
screening C]UEStIOnS e R
Froquency: OYes ONo
L, P -giver in the bome? OYes ONo
for common e e
Docs the patient have a sccurity system and'or lifeline alen OYes ONe
° Ase there asy bome enviroament issues that coald affect the paticat’s health? "
social needs. —_—_—————
Docs the patis disability? DOYes ONo
If yes, have accommodations been made for the disshiliny? OYes ONo
Docs the pati ire durable modacation equipment (DME) in the b Ov¥es ONo
Is the DME equipment in the home™ OYes ONo
DA o Db ot Sent Bl Ovaso
Dermr B O R S ) BOmyes 1 Rl Watler
Idemtify the DME provider: -
Is the paticnt managing scli-carc at home’? |oves ONe
Are there pets i the home? |OYes ONe
e e
HSAG. Social Work Assessment. Available at
14 https://www.hsag.com/globalassets/hgic/hgic_socialworkassessment.pdf
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https://www.hsag.com/globalassets/hqic/hqic_socialworkassessment.pdf

USING Z CODES:

SDOH Data

Any member of a person's care  Data are recorded in a person's
paper or electronic health

team can collect SDOH data
during any encounter.

« Includes providers, social workers,

community health workers, case
managers, patient navigators,
and nurses.

« Can be collected at intake
through health risk assessments,
screening tools, person-provider
interaction, and individual
self-reporting.

« SDOH data may be documented
in the problem or diagnosis list,

« Care teams may collect more
detailed SDOH data than current
Z codes allow. These data should

- Efforts are ongoing to close Z code
gaps and standardize SDOH data.

Siteele] Map SDOH
Data to Z Codes
Assistance is available from the
1€D-10-CM Official Guidelines for
Coding and Reporting.

« Coding, billing, and EHR systems
help coders assign standardized
codes (e.g., Z codes).

- Coders can assign SDOH Z codes
based on seif-reported data and/or
information documented in an
individual's health care record by
any member of the care team.”

For Questions: Contact the CMS Health Equity Technical Assistance Program

15

What are  SDOH-related Z codes ranging from Z55-Z65 are the

ICD-10-CM encounter reason codes used to document SDOH
data (e.g., housing, food insecurity, transportation, etc.).
SDOH are the conditions in the environments where people
are born, live, learn, work, play, and age.

SEeE Use SDOH

Z Code Data

Data analysis can help improve

quality, care coordination,

and experience of care.

~ |dentify individuals’ social risk
factors and unmet needs.

~ Inform health care and services,
follow-up, and discharge planning.

~ Trigger referrals to social services
that meet individuals' needs.

« Track referrals between providers
and social service organizations.

SDOH data can be added to key
reports for executive leadership
and Boards of Directors to inform
value-based care opportunities.

« Findings can be shared with social

service organizations, providers, health
plans, and consumer/patient advisory

boards to identify unmet needs.

- A Disparities Impact Statement can
be used to identify opportunities
for advancing health equity.

B e /P2 o

SIGel Report SDOH
Z Code Data Findings

= International Classification of Diseases, 10th Edition

CMS. Using Z Codes: The Social Determinants of Health (SDOH) Data Journey to Better
Outcomes. Available at https://www.cms.gov/files/document/zcodes-infographic.pdf.

Z codes are a group of ICD-10
codes used to report factors
influencing health status.

Assist in capturing social needs of
patients, such as SDOH.

Can be used to enhance
discharge planning.

Can be used to stratify outcomes
based on SDOH.

—
HSA IU.ITIM
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https://www.cms.gov/files/document/zcodes-infographic.pdf

SDOH ICD-10 Z Codes

SDOH Descriotion Number of
ICD-10 Z-Codes P Sub-Codes

Z55 Problems related to education and literacy 7
Z56 Problems related to employment and unemployment 12
Z57 Occupational exposure to risk factors 12
Z59 Problems related to housing and economic circumstances 10
Z60 Problems related to social environment 7
262 Problems related to upbringing 24
763 Other problems related to primary support group, 14
including family circumstances
264 Problems related to certain psychosocial circumstances 3
/65 Problems related to other psychosocial circumstances 8
TR Gt oo A S A HSAG



https://www.cms.gov/files/document/zcodes-infographic.pdf

e HSAG developed a
SDOH toolkit for
hospitals in rural
and high-
deprivation areas.

— Focuses on
common SDOH

Provides strategies,
tools, and resources
to assist hospitals in
addressing
community-level
drivers, as well

as individual

social needs

—
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Impacting Social Determinants of Health That Affect Your Patients e e
A Toolkit for Hospitals in Rural and High-Deprivation Areas et e
of heatth { which economic education, access, bult and e
sociocultural contexts. These SDOM can have a significant impact o quality of d can contribute to health disparities and inequities." In P | 4l 12
particular, peogle in rural and high- areas J can probi Taging et
disease and igh ¥ Decame of Lhis, tospitals in narsl of theie
patients and work on applying solutions 1o sddress the SDOH in thew patient populations.” =
Topic 1: SDOH Data Collection i CEE
Rationale: 50-50 perceat of health SOOM, while only 10-20 percent ac This statistic i
applicable in rural and high-deprivation areas whare patient J if tpale’ eontrol which impact the patients’ Jeizs:
health. ! Recause of this, hospitals tify and fior patient SDOM, and the firet ttop of this is collecting data on
patient SDOM. T
1. Use the Ares AD i [y * ADI Home and Mapping Tool—biigs:/we.
Tevel, s 3w
miore il = Uniizing ADI for Risk Prediction—
Ight be affecting & simpler way ™ :
your 10.1161/IAHA 120.020465
and quality measures.  measure, whi
2. Usea SDOH data SDOH contribute significantly 10 patient oulcomes, 30 Coliecting * PRAPARE" SDOH Data Collection Toui—
cellection tool to these data aliows for m doata
identify patient-level soclal risk factors patients may have. . oM
sacial risk lactors. Lm.goe/Micy fmoekihogts/shom-screeninglool pet
= SDOH Data Collection Tool Comparison Resource—
hitps:ffsirenetwork ucsf eduftools-
3. Document SDOH : - oM52 " T o)
2 Codes i 1 i n addition, Tlesfdocument/reodes infographic pdf
oy g Codes sliows of
hese codes.
~PRAPARE - Fre—r—
Page | 10712

HSAG. Impacting Social Determinants of Health That Affect Your Patients. Available at

17

https://www.hsag.com/globalassets/hgic/hgic_sdoh toolkit 508.pdf
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https://www.hsag.com/globalassets/hqic/hqic_sdoh_toolkit_508.pdf

e Patientsin rural
areas often
have lower
health literacy.

e Education
tools, such as
Zone Tools, can
help patients
understand and
manage their
own care.

Zone Tools

These downloadable tools were created to assist patients in managing a number of common health conditions.
Better sei- )ent can lead 10 imp overall health and help reduce the chances of Nospital readmission.
The tools include: Green Zone—All Clear, Yellow Zone—Caution; and Red Zone—Medical Alert

This information is intended for educational purposes only. Health Services Advisory Group (HSAG) does not
or that this is 1o any specific patient's care or treatment. T]

does not constitute medical advice from a physician and is not to be used as

from a or other

Zone Tools

Asthma: English | Spanish
Blood Thinner: English | Spanish
COPD: English | Spanish
COVID-19: English | Spanish
Diabetes: English | Spanish
Heart Disease: English | Spanish
Heart Failure: English | Spanish
Hip (Total): English | Spanish
Knee (Total): English | Spanish
Medications: English | Spanish
Pneumonia: English | Spanish
Sepsis: English | Spanish
Stroke: English | Spanish

urinary: English | Spanisn

al

a1 Al
wiedical /
red Zone miedl

e S

oy
L o
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Recordings, slides, and
resource links are posted
for on-demand access
after every session.

1. Health Equity, Hospitals, and CMS Reporting -

2 Engaglng e G 20 I IHT 0 e QT b W TLY

7. Culturally Competent Data Training oA

7. Culturally Competent Data Training
Thursday, April 13, 2023 | 1 p.m. ET| 12 noon CT| 11 a.m. MT| 10 a.m. PT

Objectives:

and social driver data.

reporting REaL data and social driver data.

« ldentify points of data collection throughout the hospital process.

« |dentify the importance of culturally competent training for accuracy of REaL

» Discuss the importance of crucial conversations in engaging patients in

5 e s gy~ o o s on
& oo s v vt v S s D~
ECrrT L T e
& e sy vt R e sty e
D

13. Community Engagement—Health Equity =

19 www.hsag.com/health-equity-quickinars

——
HSA
e R

IU.I]IIIM‘.'IE




Our Next Care Coordination Quickinar

Health Literacy, Part 2
Tuesday, May 2, 2023 | 11 a.m. PT

bit.ly/cc-quickinars2

20 www.hsag.com/cc-quickinars HSAG s
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We want this call to be meaningful
to you, so we need your input.

At the end of the webinar, you
will be asked one question to
determine if this call equipped
your organization to begin
implementing care coordination
practices.

e
22 HSAG!
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Thank you!

Lindsay Holland Michelle Pastrano
818.813.2665 818.265.4648
lholland@hsag.com mpastrano@hsag.com

Josh Hazelton
480.479.5907
jhazelton@hsag.com
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4 Quality Improvement i
‘ ~ Organizations HSA : el

Sharing Knowledge, Improving Health Care,
CENTERS FOR MEDICARE & MEDICAID SERVICES

This material was prepared by Health Services Advisory Group (HSAG), a Quality Innovation Network-Quality Improvement
Organization (QIN-QIO) under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S.
Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official

views or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of

that product or entity by CMS or HHS. Publication No. QN-12SOW-XC-03242023-01
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