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Learning Objectives

Describe the Evolution of a 20-year- Measure and Identify barriers to Apply best practices in establishing
old conversation on the topic of improved health outcomes partnerships with stakeholders and
improving value in healthcare determine actionable next steps



“Value” 3
20 Year old
conversation
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“Value-Based Care” is 25 yrs Old
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WAITS

1999 2007



Source: Commonwealth Fund

How are we doing 25 vears later? e

SPENDING HEALTH OUTCOMES

The U.S. Spends More on Health Care Than Any The U.S. Has the Lowest Life Expectancy
Other Country

Years

Percent (%) of GDF, adjusted for differences in cost of living Legend shoiws 2017 data

Legend shows 2018 data*
OECD average: 80.7

OECD average: 8.8%
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Socioeconomic Factors
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Healthy People 2030

“Create social, physical, and
economic environments
that promote attaining the
full potential for health and
well-being for all.”

Social Drivers of Health

Health Care
Access and
Quality

Education
Access and
Quality

. Eﬁ Neighborhood

and Built
Environment

Economic
Stability

Social and
Community Context



What are Social Drivers of Health?

The non-medical
factors that influence
health outcomes

They are the
conditions in which
people are born, grow,
work, live, and age

They are the wider set
of forces and systems
that shape the
conditions of daily life

J




End Goal:
Getting it Right
Every Patient Every Time

Variation in the Risk of
Readmission Among Hospitals:
The Relative Contribution of
Patient, Hospital and Inpatient
Provider Characteristics

J Gen Intern Med

Unknown
272%

Patient characterigtics

562%

Provider
72% ' 08%
Hospital characteristics

1.3%

INoise
7.3%




Why Does it Matter in
Value-Based Care?



Health Disparities are Driven by Social and Economic Inequities

MNeighborhood
and Physical Education
Environment

Economic
Stability

Community, Safety,
& Social Context

Racism and Discrimination
Employment Housing Literacy Social integration
Income Transportation Language Support systems
Expenses Parks Early childhood Community
Debt Playgrounds education engagement
Medical bills Walkability

Support Zip code/
geography

Vocational Stress

training Exposure to
Higher education violence/trauma
Policing/justice

policy

Health and Well-Being:
, Health Care Expenditures, Health Status, Functional Limitations




Zip Code Matters
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Short Distances to Large Gaps in Health -
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Chronic Disease and Environment

Covic-19 health risk

Lower

&

Much of Colorado has a lower™
relative risk for severe Covid-19
iliness, but more than 20 percent of
the adult population is estimated to
be obese.

Alabama has a high
burden of chronic heaith
conditions. In many
counties, more than 40
percent of adults are
estimated to be obese.

Higher

\West Virginia has not

S yetseenzsignificant
\ outbreak, but it has

one of the most
megically vulnerable
populations.

38% OF US DEATHS ARE ATTRIBUTABLE TO 4
BEHAVIORS:

SMOKING
POOR DIET
PHYSICAL INACTIVITY
ALCOHOL USE.

$730.4 BILLION

SOURCE: THE LANCET Health-care spending attributable to modifiable risk factors in the USA: an economic attribution analysis 2020
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Rural America’s
Disproportionate Share of
Chronic Disease

Over 45 million Americans live in
poverty.

Closely associated with high rates of

diabetes, inflammatory disease, low

birth weights, obeséty, mental illness
an

lifespans 10 to 15 years lower
than those of wealthy Americans

Map Source: https://www.povertyusa.org/data



https://www.povertyusa.org/data

Low Wages and Longevity

Total sample

1.0+
Low-wage earning
Never
0.8- Intermittent
Sustained
0.6
1 38%

—
I
1

increase in
excess death
and

0 . . . . , , - elevated mortality
0 2 4 6 8 10 12 14 risk

Follow-up time, y

o
[t
I

Predicted survival probability

Source: JAMA February 21, 2023 History of Low Hourly Wage and All-Cause Mortality Among Middle-aged Workers
16



Affordability is an Access Issue

17

Adults Who Cited Cost as a Reason for Skipping
Prescriptions or Doses, 2016

40%

35%

30%

25%

Data: 2016 Commonwealth Fund International Health Policy Survey of Adults in 11 Countries.

33% Patients
in US Can’t
Afford
Their
Medications



Black Medicare beneficiaries are more likely than white beneficiaries to be
admitted to a hospital or to seek care in an emergency department for
conditions typically manageable through good primary care.

‘ n e q u i ty ,S Per 1,000 Medicare beneficiaries

All

Impact

80

e Achieving Racial and 70
Ethnic Equity in U.S.
Health Care: Scorecard |
Commonwealth Fund 50
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Admissions for ambulatory care-sensitive conditions

O

i
L3

Black

e
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Avoidable emergency department visits

O

Black White

MNotes: Dots represent states. Missing dots for a particular group indicates that there are insufficient data for that state. Race data only available for Black and white populations—ethnicity is
unknown.

Data: Centers for Medicare and Medicaid Services, 2019 Limited Data Set (LDS) 5% sample. Analysis by Westat.


https://www.commonwealthfund.org/publications/scorecard/2021/nov/achieving-racial-ethnic-equity-us-health-care-state-performance
https://www.commonwealthfund.org/publications/scorecard/2021/nov/achieving-racial-ethnic-equity-us-health-care-state-performance
https://www.commonwealthfund.org/publications/scorecard/2021/nov/achieving-racial-ethnic-equity-us-health-care-state-performance
https://www.commonwealthfund.org/publications/scorecard/2021/nov/achieving-racial-ethnic-equity-us-health-care-state-performance

Burden by
Racial & Ethnic Minority Groups

Black/African American O $310B §9Q%

Hispanic/Latino O $948 21 %

American Indian/ o
Alaska Native 38 $268 @7

Native Hawaiian/ o
Pacific Islander ¢ $12B 3"

$sB D%

Burden by Economic Components
and Racial & Ethnic Minority Groups

Excess Premature Deaths $293B

IR IR 65
I

Asian

Lost Labor Market Productivity
$81B

KRN 15"
T

All other ethnicities

Excess Medical Care Costs
$77B

ERER 177

All other ethnicities




The Solution Will Take the Work of Many Hands

“While COVID has been the driving force behind high rates of excess
deaths across the U.S., states with historically strong health systems

Value-Based Care

generally had lower rates than states with weaker health systems.”

Commonwealth Fund

2022
20



Teams Double Physician Capacity and Improve Access

Panel Size
2500

2000l

1500
1000
0

Provider Centric Lightly Delegated Moderately Delegated Highly Delegated Model

W Series 1

21



Clinical support ( Social suppob

[ e, — 1

o o
M

Community health worker

Social worker

Expanding

Location Primary care, hospital Patient home

B eyo n d a Role = Provide strengths-based = Perform home visits, safety

counseling, community assessments, food insecurity
* ) referrals and legal services assessments, home
| ra It I O n a to patient and family cleaning arrangements
* Receive referrals from « |dentify unmet social needs,
. population health nurses, connect w ith community

| e a r ' I I S triage complex cases to resources, and communicate

CHW for additional findings to the care team

support

Essential

Patient acuity




Delegating Work to “Top of License” to Achieve Triple Aim

I
Top 5%
Care
Transitions
High Risk High Need
Patients
Chronic Disease gap

Management

Receptionist



The Work of Many Hands Lightens the Chronic Disease Load

" ™

1 P4
Where should I refer the patient:
{
( PHARMACIST ( DiaBETES EDUCATOR ) I T LBl 8 SociAL WORKER )
\ / » Diaueoes -_ e j
Uncontrolled diabetes Management Education » Chroni Management Social Determinants of
Continuous glucose monitor & Support (ADA accredited) +  Managing new dia Health
(CGM) support *  Healthy Eating/Being Active * Additiona L) 5 Medicaidfeconomic
Monitoring/Reducing Risks g provider vi assistance
Uncontrolled blood «  Taking Medications . Healtheare financial
pressure *  Problem Solving/Health Coping ¢ gein assistance
: . T
Medication support Diabetes Prevention H?;E;::Egnse;us
Side effects Education (CDC accredited) : Domestic violence and
Starting new med . . * Telephone check-ins for frail hi ki
Why they take med * Medical Nutrition patients Rg:;;l‘:gﬁ;ﬂ:?ﬂf::i:;rﬂs
How they take med Therapy I
Reduce number of meds «  Chronic Kidney Disease * Diabetes survival skills rESOUTOEs/SUppo
Can't afford meds *  Diabetes Nutrition Therapy Medicare enrollment
Mon-compliant with meds * Weight Loss (BMI under 40) * RN Coach Support
Bubble packs/med sets ) ?32%*;_"_’;_‘;;’""’” * Meeting s Transitions to Assisted
. e Feedl - .
Food Intolerances L“"ng'"'ong Term Care
Anticoagulation (INR *  Gastrointestinal diseases Medical POA/Advance
Check) . . A 5
Gestational Diabetes + Transitions from hospital Directives
Osteoporosis Education discharge VA benefits
COPD * Insulin Pump Education & . . )
Trainin ‘ Remote Patient Green card assistance
f 9 Monitoring of BP device
Heart failure
: > Continuous Pump » Behavioral Health Frequent ED use
High cholesterol Education & Training S P epression
Tob . - Personal B \ /
obacco cessation e
Br arl\ PHYSICIAN
y 7 NETWORK

24



Quality and Value: Promoting Team-Based Care

Diabetes Center of Excellence

Pharmacy Impact

Care Management Outreach

Average of A1C (%) by Incident Number
10

9.50

Average of A1C (%)

Incident Number

Unique Patients: 100

Encounters: 375

25

BPN Diabetes: Alc Control

40%

35%

Favorable
30%
25%

20% \\\—s—._‘
15% 54%
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BPN Controlling High Blood Pressure

80%

———

- & 77%
. r._.—/'-
70%
Favorable

65%

60%

R T T R - T I - I
o F & FF P S
RSN S S B o AR

UNIQUE ENCOUNTERS
2023

1741

SOCIAL WORK ONGOING NURSE
CARE
MANAGEMENT




Complex Care dyad relies on CHW to extend RN reach across rural service area

RN

I

CHW

‘

‘

:

°® ®
Location Hospital Patient’s home PCP office Telephone Patient’s home
Role + RN and CHW » Bothattendthe + RN attends first <« CHW touches + CHW performs
meet patient initial home wisit PCP visit one-to-  base with patient  additional home
during admission  to perform two weeks post- weekly to check visits as needed
to enroll and clinical and discharge on progress and to address
build rapport social needs « CHW may attend cement patient patient’s non-
assessments education clinical needs

additional

» Team debriefs appointments for + CHW facilitates
andcreates care  social and tele-visit with RN
plans with emotional over aniPad
defined next support toassess
steps clinical status

Community Health Worker Programs
Reduce Unnecessary Utilization...and Financial Losses

Advisory Board




Where Do
You Start?




Precision
&

Control

Societal Factors That Influence Health: A Framework
for Hospitals

SYSTEMIC
/

@ _Topps.
AT T

PERSON

SYSTEMIC CAUSES
The fundamental causes of
the social inequities that

lead to poor health.

SOCIAL NEEDS
Individuals’ non-medical,
social or economic
circumstances that
hinder their ability to
stay healthy and/or
recover from illness.

SOCIAL
DETERMINANTS
OF HEALTH

Underlying social & economic

conditions that influence
people's ability to be

healthy.

Societal Factors That Influence Health | AHA



https://www.aha.org/societalfactors

You Have Already Started Down the SDOH Path

“Empowering community E
members in decision-making (o) E
Frores ey
at the health system level Build
mirrors a fundamental tenet of SZJ - o

Develop

o.\‘!ut:ticln Plan COMMUNITY
HEALTH SR
Z ASSESSMENT Profile

")

the person-centered care
model, which places the

preferences of patients and
families at the center of all i
care decisions.”

—

Document and
Communicate Prioritize

Center for Healthcare Strategies Results o Needs and

Assets

Shifting the Power Balance: Creating Health System Accountability through Trusted Community Partnerships (chcs.org)
Community Health Assessment Toolkit | ACHI (healthycommunities.org)



https://www.chcs.org/media/Shifting-the-Power-Balance-Creating-Health-System-Accountability-through-Trusted-Community-Partnerships_032323.pdf
https://www.healthycommunities.org/resources/community-health-assessment-toolkit

Community Health Needs Assessments — ACA 2011

Effective relationship building and partnerships

Planning and
provision of
/ Mediated by: Inclusion of voices; Community engagement; Trust; tackling power pe::m
structures health services
Formulation Data within
leadership team collection/ communities lmproved
Identification
- _g |  of meeds, > D'n:::w .| Recommendations/ L Planning of = Dissemination s ~ I”P‘lllﬁ‘m
= § 'E assets and interpretation action plans programmes of findings ; health
1EE prioritisation
g

Adopt a
population
health approach

(



Have You Made Good Use of the CHNA?

99% Reported on IRS 990 form 60% had a published CHNA and a
that they had completed corresponding strategy online

Source: JAMA US Nonprofit Hospitals’ Community Health Needs Assessments and Implementation Strategies in the Era of the Patient Protection and Affordable
Care Act | Health Policy | JAMA Network Open | JAMA Network



https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2783452
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2783452

Do you have a
CHNA Team
that meets
regularly?

Table 1. CHNA and Implementation Strategy Documentation Elements as Required by the Internal Revenue Service

Documentation

Requirements

CHNA

Implementation strategy

A definition of the community served by the hospital facility and a description of how
the community was determined

A description of the process and methods used to conduct the CHNA

A description of how the hospital facility solicited and took into account input received
from persons who represent the broad interests of the community it serves

A description of the medically underserved, low-income, or minority populations being
represented by organizations or individuals that provided input

A prioritized description of the significant health needs of the community identified
through the CHNA

A description of resources potentially available to address the significant health needs
identified through the CHNA

An evaluation of impact of any actions that

were taken to address the significant health

The actions the hospital will take to address each health need identified in the CHNA
The associated resources devoted to and the anticipated impact of each action taken

Description of the planned collaborations between the hospital and other institutions
to address the health need




How Are You Doing?

What was done with your CHNA?

Provider & Staff education?
Board education?
Community education?

Routine Board Agenda?

How have you established a Task Force
to Implement a Strategy?

Educate Stakeholders
Evaluate Capabilities
Compile Community Resources
Identified community partnerships

Seek Funding Sources



Improving Awareness is the First Step

CME COURSE Save to My Courses

Equity in Medical Health Care

Health care in America is beset by wide disparities and inequities. Learn
how to promote and enhance equity in all health care fields while earning

CME credits at your own pace.

CME 19.75 Credits



https://edhub.ama-assn.org/course/324

Community Engagement Spectrum

Qi‘ ©)

> Flel

lg N =

hll R
Participants have Community members serve as Ongoing participants in the

one-time or short-term co-leaders of the CHA; they are process act as sources of

involvement through involved in a CHA governing feeback or community liasons;

surveys, focus council and in all planning they are involved in priortizing

needs and planning
improvement strategies.

groups, etc. and decision-making.

Inspiring and Igniting Ownership Drives Change



https://www.healthycommunities.org/resources/community-health-assessment-toolkit

The Health
Equity
Roadmap

A national initiative to drive
BRRrovement |n health care outcomes

American HOSpita| * The Health Equity Roadmap | Equity (aha.org)

Association


https://equity.aha.org/

THE SPECTRUM OF COMMUNITY ENGAGEMENT TO OWNERSHIP

STANCE
TOWARDS
COMMUNITY

COMMUNITY
ENGAGEMENT
GOALS

MESSAGE TO
COMMUNITY

ACTIVITIES

RESOURCE
ALLOCATION
RATIOS

b »» kb INCREASED EFFICIENCY IN DECIZION-MAKING AND SOLUTIONS IMPLEMENTATION ® b » ek p EQUITY

Marginallzation

Deny access 1o
decizion-making
processes

Your voice, needs
& interests do not
muatter

Closed door
meeting
Misinformation
Systematic
Disenfranchisement

Voter suppression

100%
Systems Admin

Preparatlion or
Placatlon

Provide the
COMMURNIty with
relevant information

We will keep you
informed

Fact sheets
Open Houses
Presentations
Billooards

Videos

T0-90%
Systems Admin

10-30%
Promaotions and
Publicity

Limited Volce or
Tokenlzatlon

Gather input from
the community

Public Comment
Focus Groups
Community Forums

Surveys

60-80%
Systems Admin

20-40%
Consultation
Activities

Enzure community
neads and assets
are integrated into
process & inform
planning

You are making
us think, fand
therefore act)
differently about
the issue

Community
arganizing &
advocacy
Interactive
workshops

Polling
Community forums

Open Planning
Forums with Citizen
Polling

50-60%
Systems Admin

40-50%
Community
Involverment

Delegated
Power

Ensurna community
Capacity to play a
leadership role in
decision-making and
the implementation
of decisions.

Your leadership

and expertise are
critical to how we
address the issue

MOU's with
Community-based
organizations
Citizen advisory
CommMmittees
Collaborative Data
Analysis

Co-Design and
Co-Implementation
of Solutions

Collaborative
Decision-Making

20-50%
Systems Admin

50-T0%
Community
Partners

{:’ Eocilitating
Power

DEFERTO

Community
Ownership

Foster democratic
participation and equity
through community-
driven decision-
making; Bridge divide
Dpetween community &
governance

It's time to unfock
collective power
and capacity for
transformative
sofutions

Community-driven
planning and
governance

Consenszus building
Participatory action
research

Participatory budgeting

Cooperative models

80-100%

Community partners
and community-driven
processes ideally
Eenerate new value and
resources that can be
invested in solutions




Who Do you
Need on
vour SDOH
Task Force?

Persons with lived
experience

Community Health
Workers

Community
Ambassadors

Community Based
Organizations
{e:10)

Community Health
Centers

Public Health

Patient and Family
Advisory
Committee

Community
Coalitions or
Intermediary

Food Banks

Economic
Development

Foundation




Societal Factors That Influence Health: A Framework
for Hospitals

SYSTEMIC
2 "

COMMUNITY

Patient
Centered

mnl\m

ik
SYSTEMIC CAUSES
The fundamental causes of
the social inequities that SOCIAL NEEDS |
Individuals’ non-medical,
social or economic

circumstances that
hinder their ability to

lead to poor health.

&

Personalized Dﬁriﬂ.&'ﬁh\ms oty i
OF HEALTH

Underlying social & economic

conditions that influence
people's ability to be

healthy.

Societal Factors That Influence Health | AHA



https://www.aha.org/societalfactors

® Participants

'

Source: Centers for Medicare & Me J

CMS Accountable Health
Communities Model

e Testing whether systematically identifying and
addressing the health-related social needs of
Medicare and Medicaid beneficiaries’ through
screening, referral, and community navigation
services will impact health care costs and
reduce health care utilization

* 28 organizations participating
e 2017-2023 Pilot



CMS Accountable Health Communities Model

SCREENING REFERRAL NAVIGATION  ALIGNMENT




CMS Screening Tool - KISS

A pod s A &b

HOUSING FOOD INSECURITY  TRANSPORTATION UTILITY HELP INTERPERSONAL
INSTABILITY PROBLEMS NEEDS SAFETY

The AHC Health-Related Social Needs Screening Tool (cms.gov)



https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf

Farly Results

The AHC Model focuses e o
on five core HRSNs: @ X ® ::5 » 8 /o
edicare :
Assistance m Reduction
Housing 6 AR Tran sportation Track
instability s ¥ problems
® Vedicasid 3%
Food Utility Reduction
insecurity difficulties )
Avoidable

ED visits | @ FFS o
Medicare 9 A)
’ Reduction

Interpersonal
violence




CMS Accountable Health Communities Model

SCREENING REFERRAL NAVIGATION  ALIGNMENT



SDOH-
Screening
anda
Intervention




Chart Review @ Rooming Care Mgmt @ Wrap-Up

Rooming

Chief Complaint Vitals Goals History SDOH Allergies Home Medications

Social Determinants of Health

& Responsible *7 Create Note [C] Show Last Filed Value [_| Show Details [_] Show

Physical Activity
On average, how many days per week do you engage in moderate to strenuous exercise (like a brisk walk)?

1day 2days 3days 4days 5days 6days 7 days Patientrefused O

On average, how many minutes do you engage in exercise at this level?

Omin 10min 20min 30min 40min 50min 60min 70min 80min 90 min 100 min 110min 120 min 130 min 140 min 150+ min Patient refused [

Financial Resource Strain

How hard is it for you to pay for the very basics like food, housing, medical care, and heating?

Very hard Hard Somewhat hard  Not very hard Not hard at all ~ Patient refused O

Housing Stability

S . In the last 12 months, was there a time when you were not able to pay the mortgage or rent on time?
C re e n I n g Yes No Patient refused O
f S D O In the last 12 months, how many places have you lived?
or H D

In the last 12 months, was there a time when you did not have a steady place to sleep or slept in a shelter (including now)?

Yes No Patient refused O

Transportation Needs

In the past 12 months, has lack of transportation kept you from medical appointments or from getting medications?
Yes No Patient refused O

In the past 12 months, has lack of transportation kept you from meetings, work, or from getting things needed for daily living?

Yes No Patient refused O

Food Insecurity

Within the past 12 months, you worried that your food would run out before you got the money to buy more

Never true Sometimes true Often true Patient refused By




SDOH-
Screening and
Intervention

Process

Screening

e |[dentify a screening tool that works for you
e Screen all patients at least once per year at their annual
visit or more often

e Additional screenings for high-risk patients with frequent
ER visits or identified as not following care plan

Action for patients screening positive

e |[dentify barriers and needs
e Provide resources if low risk
e Refer to social work
e Additional referrals if needed:
e Care team (pharmacy, care navigation)
e Community based organization
e Mental health
e Other

47



Referral — Navigation — Alignment

e Is the patient engaging? e Who is our population?
e What driver is the patient referred e Who are your community partners ?
?
for e Do we have what we need to meet the
e What did the follow up look like? goals?
e Action (closing the loop), whole e Any workflow changes needed?

team involvement
e \Was there a successful outcome?

48



creenin
/-Codes:

If you can’t
measure It you
can’t manage it

IMPROVING THE COLLECTION OF

Social Determinants of Health (SDOH)

Data with ICD-10-CM Z Codes

L_ ) What Are Z Codes?

SDOH-related Z codes range from ICD-10-CM
categories 255-265 and are used to document
SDOH data (e.g., housing, food insscurity, lack

of transportation)

Z codas refer o factors influsncing
health status or reasons for contact
with health services that are not
Classiflable slsswhere as dizseases,
injuries, or external causes

Using Z Codes for SDOH

SDOH information can be collected before,
during, or after a health care encounter through
structured health risk assessments and
screening foole

These codes should be assigned only when the
documentation specifies that the patient has an
associated problem or risk factor that influences
the patient's health

Coding profeesionals may utiize documentation
of social information from social workars,
community health workers, case managers, or
nurses, If their documentation is included in the
official medical record

go.cms.gov/OMH

For Questions Contact: T

What Are SDOH &
Why Collect Them?

1

- A E R

SDOH are the conditions in the environment Caollecting SDOH can improve equity in health care delivery
where pecple are bomn, live, leam, work, play, and resesarch by:
worship, and age that affect a wide range of

health, functioning, and | |
quality-of-life cutcomes Empowering providers Identifying community and
e and risks' 1o identify and address | population needs
L
— The World Health heaith disparities (e.g., care Monitoring SDOH

Organization (WHO) ceardination and referrals) ‘ Intervention effectivensss for

estimates that SDOH Supporting quality patient outcomes

accounts for 30-55% of measuremant © Utilizing diata to acvocate for

health outcomes® Supporting planning and updating and creating new
impiementation of social policies

needs interventions

SDOH information can be collected through
parzon-provider interaction or self-reported, as
leng as it is signed-off on and incorporated into
the medical record by a clinician or provider

It is important to screen for ‘ |
\$

/= ICD-10-CM Z Codes Update

New SDOH Z codes may become sffective each April 1

SDOH information at sach ‘ and October 1. New codes ars announced prior to their

health care encounter to
understand circumstances
that may have changed in
the patient's status a ]

VIEW JOURNEY MAP "

1 Healfy People 2030 World Health Organization

v
effective date on CDC website
Use the CDC MNational Center for Health Statistics [CD-10-
| CM Browser tool to search for all the current Z codes.
Join the public process for SDOH code development
and approval through the 1CD-10-Ci Coordination and
Maintenance Committee
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IMPROVING THE COLLECTION OF

Social Determinants of Health (SDOH) data with ICD-10-CM Z Codes

Exhibit 1. Recent SDOH Z Code Categories and New Codes

Z55 - Problems related to education and literacy
® 755.5 — Less than a high school diploma (Added, Oct. 1, 2021)

EED}» 255.6 - Problems related to health literacy

Z56 - Problems related to employment and unemployment

Z57 - Occupational exposure to risk factors

Z58 - Problems related to physical environment (Added, Oct. 1, 2021)
*  758.6 — Inadequate drinking-water supply (Added, Oct. 1, 2021)

* 759.812 — Housing instability, housed, homelessness in past 12 months
(Added, Oct. 1, 2021)

* 759.819 — Housing instability, housed unspecified (Added, Oct. 1, 2021)
® 759.82 — Transportation insecurity (Added, Oct. 1, 2022)
® 759.86 — Financial insecurity (Added, Oct. 1, 2022)
® 759.87 — Material hardship due to limited financial resources, not elsewhere classified

(Added, Oct. 1, 2022; Revised, April 1, 2023)

® 759.89 — Other problems related to housing and economic circumstances (Added,

Oct. 1, 2021)
Z60 - Problems related to social environment
Z62 - Problems related to upbringing
*  762.2 — Upbringing away from parents
m e 762.23 — Child in custody of non-parental relative (Added, Oct. 1, 2023)
EET « 762.24 — Child in custody of non-relative guardian (Added, Oct. 1, 2023)
® 7B2.8 — Other specified problems related to upbringing (Updated)
® 762.81 — Personal history of abuse in childhood
m s 762.814 — Personal history of child financial abuse
m * 762.815 — Personal history of intimate partner abuse in childhood
* 762.82 — Parent-child conflict
=T » 762.823 — Parent-step child conflict (Added, Oct. 1, 2023)
® 762.83 — Non-parental relative or guardian-child conflict (Added Oct. 1, 2023)
=T » 762.831 — Non-parental relative-child conflict (Added Oct. 1, 2023)
m * 762.832 — Non-relative guardian-child conflict (Added Oct. 1, 2023)
EED} - 762.833 — Group home staff-child conflict (Added Oct. 1, 2023)
»  7652.89 — Other specified problems related to upbringing
=T - 762.892 — Runaway [from current living environment] (Added Oct. 1, 2023)
Z63 - Other problems related to primary support group, including family circumstances
Z64 - Problems related to certain psychosocial circumstance
Z65 - Problems related to other psychosocial circumstances

= - 258.8 - Other problems related to physical environment
m s 758.81 — Basic services unavailable in physical environment
m * 758.89 — Other problems related to physical environment
Z59 - Problems related to housing and economic circumstances
® 759.0 — Homelessness (Updated)
® 759.00 — Homelessness unspecified (Added, Oct. 1, 2021)
® 759.01 — Sheltered homelessness (Added, Oct. 1, 2021)
* 759.02 — Unsheltered homelessness (Added, Oct. 1, 2021)
® 759.1 — Inadequate Housing (Updated)
=3 - 259.10 - Inadequate housing, unspecified
EEF - 259.11 — Inadequate housing environmental temperature
EED - 259.12 - Inadequate housing utilities
m * 759.19 — Other inadequate housing
s 759.4 — Lack of adequate food (Updated)
s 759.41 — Food insecurity (Added, Oct. 1, 2021)
* 759.48 — Other specified lack of adequate food (Added, Oct. 1, 2021)
® 759.8 — Other problems related to housing and economic circumstances (Updated)
* 759.81 — Housing instability, housed (Added, Oct. 1, 2021)

* 759.811 — Housing instability, housed, with risk of homelessness (Added,
Oct. 1, 2021)

go.cms.gov/OMH




Why Utilize Z Codes?

01 02 03 04

Demonstrate patient Assist patients Empower providers Enhance
complexity to payers address barriers to to identify and understanding of
care address health patient needs across
disparities the continuum

eQutpatient
eHospital
eSpecialties
ePost-acute care
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Implementing Z Codes at your Practice

Educate — Educate the importance of showing the whole patient picture
Start small—A team of two can move the needle forward

* Move it to the next step: provider buy in and clinical staff

* Then: Involve whole team

Follow up — what questions are there and how can we do better as a team to
implement

Track data—highlight that utilizing Z Codes makes a positive impact on supporting
reimbursement by demonstrating complexity of patients
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Patient Story

Medical Only Information

History of missed or Is knowledgeable about
cancelled disease but never
appears to make

appointments
PP needed changes

History of admission
for hyperglycemia

Al1Cranging 9-11

Homelessness
¥ Social Determinants of Health &

§ Tobacco Use #
Aug 31, 2023: High Risk

Financial Resource Strain &
Aug 12, 2023: High Risk

Aug 12, 2023: Unmet Transportation Needs

Stress &

o
a Transportation Needs &

Aug 12, 2023: Stress Concern Present

g Intimate Partner Violence #
Aug 12, 2023: At Risk

m Housing Stability &
Aug 12, 2023: High Risk
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<

«

8 months age

Expand All Collapse All

6? Alcohol Use &
Aug 12, 2023: Not At Risk

ﬂ Food Insecurity &
Aug 12, 2023: Food Insecurity Present

Physical Activity

Aug 12, 2023: Insufficiently Active

Social Connections &

Aug 12, 2023: Unknown
@) Jun 19, 2023: Socially Isolated

e

oA Depression &

Jun 15, 2023: At risk
Q Utilities &

Not on file

<

<«

<

<

<
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Volunteer Time Off — VTO?

28% of employers allow employees
to take paid time off to volunteer.
Healthcare is the lowest!

VTO can be a powerful differentiator

that helps your company stand out
from your competition.

Do you pay employees to volunteer
time for your community at your
organization?

Source: Society for Human Resource Management’s (SHRM) 2023 Employee Benefits Survey



https://shrm-res.cloudinary.com/image/upload/v1685728116/Employee%20Benefits/CPR-222434-Employee-Benefits-Executive-Summary-FINAL-for-PUBLICATION.pdf

Key Elements for an Effectual SDOH Process

* Multidisciplinary teams:

* Hospital leadership, business development staff, physicians, community referral partners, case
managers, and social workers.

» Access to data to establish the links between social drivers of health and patient outcomes.

« EHR-based resources and social needs screening tools.

« Shrink the Goal - Identifying the social drivers of highest risk patients and investing in a system to track
those patients.

* Relationships with community partners and hospitals

« Team Additional care navigators

Source: Improving and Promoting Social Determinants of Health at a System Level - ScienceDirect

Source: Enhancing Support for Patients’ Social Needs to Reduce Hospital Readmissions and Improve Health Outcomes | PSNet (ahrqg.gov)
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https://www.sciencedirect.com/science/article/pii/S1553725022001234?via%3Dihub#tbl0002
https://psnet.ahrq.gov/innovation/enhancing-support-patients-social-needs-reduce-hospital-readmissions-and-improve-health#2

Lessons Learned—SDOH in Primary Care

Success Tips for Implementation

Closed loop process
Verbiage for staff in asking the questions
Know available resources
Team based approach
Focused needs and Focused population

Start with what you can do and build from there

Supporting Staff

When there’s not much you can do

Ensuring adequate time to care for patients with
Health Related Social Needs

Equip staff with resources and training
Partner with CBO and/or other care managers

Involve in decisions affecting the program
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Action: To-Do-List

O

-

EDUCATION HOSPITAL TASK SCREENING TOOL SDOH IN EMR HIGH-RISK
FORCE (Z-CODES) (SHRINK THE GOAL)
INVEST IN TEAM TO INVENTORY IDENTIFY AND COMMUNITY TASK
EXPAND REACH COMMUNITY SECURE COMMUNITY  FORCE AS PART OF
(CHW, LCSW) RESOURCES PARTNERS COMMUNITY HEALTH

NEEDS ASSESSMENT



Kubler-Ross

Change Curve

Feeling

Commitment Celebrate &
Denial Learning how to work in

rowt \ Reinforce
the new situation; feeling
Disbelief, looking for more positive
evidepce that it isn’t true Develop
‘ Anger Capability

Recognition that things
are different; sometimes

frustrated

Exploring

Initial engagement with
the new situation
Bargaining

Making deals, trying to

get back to a normal Despair

state
Low mood; lackingin
energy

Decision Point: Stay in despair or move to commitment



Small Improvements Make Big Differences

over Time

o The Power of Tiny Gains
It’s easy to

overestimate the 1% better every day (01 "= 5118
importance of one 1% worse every day 047" = 0108
defining moment, and
underestimate the value
of making small
improvements on a daily gserng
basis.” ¥

James Clear — Atomic Habits






Resources:

e Camden Coalition
* inspire-nine-dimensions.pdf (camdenhealth-website-media.nyc3.digitaloceanspaces.com)

* American Hospital Association —
* The Health Equity Roadmap | Equity (aha.org)
* HEAL overview | AHA

e CMS — Accountable Health Communities Model
* Accountable Health Communities Model | CMS
e The AHC Health-Related Social Needs Screening Tool (cms.gov)

* The Better Care Playbook
« Community Engagement Interventions to Improve Health Equity | Playbook (bettercareplaybook.org)

* Center for Healthcare Strategies

* Shifting the Power Balance: Creating Health System Accountability through Trusted Community
Partnerships (chcs.org)



https://camdenhealth-website-media.nyc3.digitaloceanspaces.com/wp-content/uploads/2024/02/26181910/inspire-nine-dimensions.pdf
https://equity.aha.org/
https://www.aha.org/heal
https://www.cms.gov/priorities/innovation/innovation-models/ahcm
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://bettercareplaybook.org/collections/community-engagement-interventions-improve-health-equity
https://www.chcs.org/media/Shifting-the-Power-Balance-Creating-Health-System-Accountability-through-Trusted-Community-Partnerships_032323.pdf
https://www.chcs.org/media/Shifting-the-Power-Balance-Creating-Health-System-Accountability-through-Trusted-Community-Partnerships_032323.pdf

Resources:

Social Determinants of Health Literature Summaries - Healthy People 2030 |

health.gov

Reports - Gravity Project (thegravityproject.net)

Community Health Assessment Toolkit | ACHI (healthycommunities.org)

Foundations of Health Equity Self-Guided Training Plan Domains and

Competencies | Health Equity

CDC

How to improve screening for social determinants of health | American Medical

Association (ama-assn.org)

* Investing in the Power of Teams to Address Social Needs | AHA

e Community Health Worker Integration with and Effectiveness in Health Care and

Public Health in the United States | Annual Reviews



https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries#block-sdohinfographics
https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries#block-sdohinfographics
https://thegravityproject.net/reports/
https://www.healthycommunities.org/resources/community-health-assessment-toolkit
https://www.cdc.gov/healthequity/training/competencies/index.html#c5
https://www.cdc.gov/healthequity/training/competencies/index.html#c5
https://www.ama-assn.org/delivering-care/patient-support-advocacy/how-improve-screening-social-determinants-health
https://www.ama-assn.org/delivering-care/patient-support-advocacy/how-improve-screening-social-determinants-health
https://www.aha.org/webinar-recordings/2021-06-25-investing-power-teams-address-social-needs
https://www.annualreviews.org/content/journals/10.1146/annurev-publhealth-071521-031648
https://www.annualreviews.org/content/journals/10.1146/annurev-publhealth-071521-031648

AHA Health
Equity Roadmap

The Health Equity Roadmap | Equity (aha.org)

The Continuum

Hospitals and health systems can be in any of the following positions along the continuum.

Exploring @

Exploring the values
and resources needed
to publicly commit to
embarking upon a
journey toward health
equity.

Committing

Committing the
resources fo listen,
learn, train and
implement policies
and practices that
establish equity as the
standard practice.

Immersing @

Immersing the
leadership and system
into accountability for
implementing policies,
procedures and cultural
structures that support
diversity, equity and
inclusion.

Affirming

Affirming a just,
equitable system
culture with
continuous equity
self-assessments of
policies and practices
that remove structural
barriers to equity.

Transforming @

Transforming beyond
the system toward
supporting a
sustainable and
equitable ecosystem
of health care within
the community.


https://equity.aha.org/

Can Enhance Your Quality Improvement Initiatives

Health Care Administrators
Understand how SDOH data oan be gathered

and traoked using Z oodes.

» Select an SDOH screening tool.

* [dentify workflows that minimize staff burden.

* Provide training to support data collection.

* Invest in EHRs that facilitate data collection and coding.
» Decide what Z code data to use and monitor.

Develop a plan to use SDOH Z code data to:

» Enhance patient care.

* Improve care coordination and referrals.

« Support quality measurement.

« [dentify community/population needs.

« Support planning and implementation of social
needs interventions.

« Monitor SDOH intervention effectiveness.

f"‘.—l

Health Care Team

Use a SDOH soreening tool.

* Follow best practices for collecting SDOH data
in a sensitive and HIPAA-compliant manner.

« Consistently document standardized SDOH
data in the EHR.

* Refer individuals to social service organizations
and appropriate support services through local,
state, and national resources.

Z55 - Problems related to education and literacy
Z56 - Problems related to emplyment
and unemployment

Z57 - Occupational exposure to risk factors

Z59 - Problems related to housing and
eoconomic drcumstances

Z60 - Problems related to sodial environment

Q
O
O
O
N

Categories

g

Coding Professionals

Follow the ICD-10-CM ooding guldelines.’

* Use the CDC National Center for Health
Statistics ICD-10-CM Browser tool to search for
ICD-10-CM codes and information on code usage.*
» Coding team managers should review
codes for consistency and quality.
» Assign all relevant SDOH Z codes to support
quality improvement initiatives.

Z62 ~ Problems related to upbringing

Z63 - Other problems related to primary support
group, including family crcumstancas

Z64 - Problems related to cartain psychasocial
drcumstances

Z65 - Problems related to other psychesodial
drcumstances

This list is subject to revisions and additions to improve alignment with SDOH data elements.

I eme.gov/medicare/icd-10/2021-icd-10<m
4 cdecgov/nehs/icd/icd10cm. htm

Revision Date: February 2021

go.cms.gov/omh



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.

The Social Determinants of Health (SDOH)
Data Journey to Better Outcomes

O
-

”

Collect Document Map SDOH Use SDOH Report SDOH

SDOH Data SDOH Data Data to Z Codes Z Code Data Z Code Data Findings

Any member of a person's oare Data are recorded In a person's Asslistanoe Is avallable from the Data analysls oan help Improve SDOH data oan be added to key

team oan oolleot SDOH data paper or eleotronio health ICD-10-CM Offlolal Quidelines for quality, oare ooordination, reports for executive leadership

during any encounter. record (EHR). Coding and Reporting.’ and experienoe of oare. and Boards of Directors to mform

* Includes providers, social workers, . SDOH data may be documented - Coding, billing, and EHR systems « Identify individuals’ social risk value-based care opportunities.
community health workers, case in the problem or diagnosis list, help coders assign standardized factors and unmet needs. » Findings can be shared with social
managers, patient navigators, patient or client history, or codes (e.g., Z codes). sy sl oare Sl serticas service organizations, providers, health
and nurses. provider notes.  Coders can assign SDOH Z codes follow-up, and discharge planning';. plans, and consumer/patient advisory

* Can be collected at intake » Care teams may collect more based on self-reported data and/or - Trigger reforsals  social services boands K |denhfy unmet needs.
through health risk assessments,  detailed SDOH data than current information documented in an ot il - A Disparities Impact Statement can
screening tools, person-provider Z codes allow. These data should individual's health care record by g O ide be used to identify opportunities
interaction, and individual be retained. any member of the care team.” : = solgal i :)me:‘izgtti)om S for advancing health equity.
self-reporting. + Efforts are ongoing to close Z code 9 '

gaps and standardize SDOH data. o ,
A . A (’—EM§ (

Teme.gov/medicare/icd-10/2021-icd-10<m
? aha.ora/sy stem/files/2018-04 /valuc-initistive-icd-10 <~ ode-social-determi nants -of-hoalth.pdf

For Questlons: Contact the CMS Health Equity Technlcal Assistance Program



IMPROVING THE COLLECTION OF

Social Determinants of Health (SDOH)

Data with ICD-10-CM Z Codes

d! What Are Z Codes?

SDOH-related 7 codes range from ICD-10-CM
categories Z55-Z65 and are used to document
SDCOH data (e.g., housing, food insecurity, lack
of transportation)

Z codes refer to factors influencing
health status or reasons for contact
with health services that are not
classifiable elsewhere as diseases,
injuries, or external causes

Using Z Codes for SDOH

A

o0

SDOH information can be collected before,
during, or after a health care encounter through
structured health risk assessments and
screening tools

@ These codes should be assigned only when the
documentation specifies that the patient has an
associated problem or risk factor that influences
the patient’s health

@ Coding professionals may utilize documentation
of social information from social workers,
community health workers, case managers, or
nurses, if their documentation is included in the
official medical record

go.cms.gov/OMH

“TANV

What Are SDOH &
Why Collect Them?

SDOH are the conditions in the environment
where people are born, live, learn, work, play,
worship, and age that affect a wide range of
health, functioning, and
? quality-of-life outcomes
N 3 and risks'
Sy,

— The World Health
Organization (WHQO)
estimates that SDOH
accounts for 30-55% of
health outcomes?

SDOH information can be collected through
person-provider interaction or self-reported, as
long as it is signed-off on and incorporated into
the medical record by a clinician or provider

It is important to screen for ,‘
SDOH information at each

health care encounter to

understand circumstances

that may have changed in

the patient’s status a .
VIEW JOURNEY MAP ‘

" Healthy People 2030  * World Health QOrganization

For Questions Contact: The CMS Health Equity Technical Assistance Program | 1CD-10-CM Official Guidelines for Coding and Beporting FY 2024

i
A & m—

Collecting SDOH can improve equity in health care delivery
and research by:

Empowering providers Identifying community and

to identify and address | population needs
health disparities (e.g., care Monitoring SDOH
coordination and referrals) intervention effectiveness for
Supporting quality patient outcomes

‘ measurement Utilizing data to advocate for

Supporting planning and updating and creating new
implementation of social palicies
needs interventions

ICD-10-CM Z Codes Update

MNew SDOH Z codes may become effective each April 1
and October 1. New codes are announced prior to their
effective date on CDC website

Use the CDC MNational Center for Health Statistics ICD-10-
CM Browser tool to search for all the current Z codes.
Join the public process for SDOH code development

and approval through the ICD-10-CM Coordination and
Maintenance Cormmittee




Qg Camden
90 Coalition

Shrink the
Goal —
Camden

Coaltion Blueprint for Complex Care

Building the complex care field




Camden
Coalition

Blueprint-for-Complex-
Care UPDATED 030119-
2.pdf (camdenhealth.org)
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https://camdenhealth.org/wp-content/uploads/2019/03/Blueprint-for-Complex-Care_UPDATED_030119-2.pdf
https://camdenhealth.org/wp-content/uploads/2019/03/Blueprint-for-Complex-Care_UPDATED_030119-2.pdf
https://camdenhealth.org/wp-content/uploads/2019/03/Blueprint-for-Complex-Care_UPDATED_030119-2.pdf

Shrinking the Goal

1. Clinical and

A individuals Individuals
functional NPT, Non-elderly e w/ major Frail Individuals
groups complex adults w/ chruniIcJ complex older w/ advancing

needs disabilities chronic adults illness

conditions conditions

Behavior health factors

2. Behavioral _

and social

assessment Social risk factors
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