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The Patient’s Health
Iceberg

The tip of the iceberg only gives us
only 1/4™ of the patient’s story!

What we do not see is everything
below “water”:
* Living environment conditions
* Support systems
Cultural beliefs
Income struggles
Social status
Employment status and conditions
Life stressors
Education level
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Food for Thought...

Medication Adherence & Social Determinants of Health

1. Economic Instability Forces Difficult Decisions
e Simple but TRUE= Patients can't adhere to a medication regimen without their medications.
* Food vs. Heat. vs. Money vs. Gas vs. Rent vs. Medications= Which do they pick?
* Arecent study estimated 2.3 million seniors and 15.5 million adults were unable to pay for at least one
prescribed medication in their household.
* 10% of participants reported skipping dosages in the prior 12 months as a way of saving medicine and money.

2. Housing Insecurity Introduces Challenges
 What happens to medication adherence when someone is forced to move because they can’t afford their housing or
must pick between having housing and their medications?
This can disrupt:
* Patient's medication regimen routine and stopping important medications
* Where the patient is receiving healthcare services and prescriptions
* Who is assisting with medication management
* Where the patient is filling and refilling prescriptions
 Whether the patient can get where they need to in order to fill and refill prescriptions
* |s the patient staying at a shelter? What are the rules for medications there?
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SDOH Success Stories
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SDOH Screening Questionnaire

Completed 1 of 3 ways:

1. MTH Patient Entered Questionnaire
2. iPad - Office Waiting Room

3. Rooming Staff - Exam Room

e Patient does NOT need MTH account
to answer on the iPad in office.
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Housing Stability
Do you struggle to pay the rent or mortgage on time?

Yes No Patient refused |

Last year, How many different places did you live?

D

Is your current living situation unsteady? (l.e. Staying with others, in a hotel, in a shelter, living outside: on the street, on a
beach, in a car, abandoned building, bus, train station or in a park?)

Yes No Patient refused |

Food

In past 12 months, have you worried that your foed would run out before you got money to buy more.

m Sometimes true | Never true |

Transportation

In the past 12 months, has lack of transportation kept you from medical appointments or from getting medications?

Yes [NLl O

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

B o

Community Resources

Would you like to speak with someone who can help you with resources?
N | ¥ D
*1 Create Note

14 Restore + Close ® Cancel + Previous ¥ Next




Provider BPA Important Notes- Positive BPA

Positive Screen BPA

t 1
Quality and Compliance (1)
ou

Social Determinants of Health Screening Completed
The patient screened positive for social determinants of health within the past 2 weeks
Social needs identified can be found in Social Determinants of Health section
Action:
1. Place the order to alert the Community Health Workers to follow up with the patient on their Positive SDOH Screening
2. Accept the preselected LOS Code
3. If Applicable, Select the appropriate diagnosis code
Sponsored by the THMG Quality Department
“ Do Not Order 111 Ambulatory referral to Community Health Workers
“ DoNotOrder | £7 PR SCRN ND POS ND PROV OF REC

Add Visit Diagnosis Food insecurity O Search

Add Visit Diagnosis Lack of housing O Search

Add Visit Diagnosis Low income O Search

Add Visit Diagnosis Extreme poverty O Search
Acknowledge Reason
Other options... v

+" Accept (2)
+" Close 1+ Previous 1 Next

*Positive BPA only disappears once the CHW Order and/or
positive order is SIGNED
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Negative Screen BPA

Quality and Compliance (1)

Qun
Social Determinants of Health Screening Completed

The patient screened Negative for social determinants of health within the past 2 weeks

Action:
1. Accept the preselected LOS Code & Visit Diagnosis
2 Click on the Negative SDOH Screening Documentation Button

Spensored by the THMG Quality Department

m Do NotOrder 13y SDOH Negative Screening G3920
Do Mot Document [ Negative SDOH Screening Collapse

&
OTHER
Negative SDOH Screen
Negative SDOH Screening 0
Add Visit Diagnosis Do Not Add Encounter for screening involving social determinants of health (SDoH) O Search
+" Close 1+ Previous

1§ Next




Provider BPA Important Notes- Positive BPA

SDOH Positive Screen BPA

(9 BestPractice Advisories Collapse All £ ¢+

Quality and Compliance (1)
Qu -

Social Determinants of Health Screening Completed

ACk n OWI edge Rea so n : The patient screened positive for social determinants of health within the past 2 weeks.
. Social needs identified can be found in Social Determinants of Health section
Only to be used if- Action
. . 1. Place the order to alert the Community Health Workers to follow up with the patient on their Positive SDCH Screening
° Pat|ent was screened N the 2. Accept the preselected LOS Code

3 If Applicable, Select the appropriate diagnosis code

last 7 d ays OR Sponsared by the THMG Quality Department
._ “ Do Not Order 1.1 Ambulatory referral to Community Health Workers
» Refused assistance/referral to BETII  oovcioer o Positve SDOH Screen GO919
CH W Add Visit Diagnosis Food insecurity O Search
Add Visit Diagnosis Lack of housing © Search
Add Visit Diagnosis Low income © Search
Add Visit Diagnosis Extreme poverty O Search

Acknowledge Reason -

Patient declines

Referral previously placed (within 7 days)
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Storyboard/History Activity View

[ — ]
< Snapshot  Synopsis @Chart R.} | History Roo... E" Plan @Wra... Advan. ... o

i\ History @ %
2) Review Social Determinants

MO”y Weas|ey Medical

Female, 62 y.o., 2/20/1960 Sgical
MRN: 3006227 LEoly ¥ Social Determinants of Health & Expand All C
LCT:E: :‘rlor ‘(HQ:CNP i) SPECIALTY ————— Tobacco Use & ﬁf Alcohol Use &
s - Tk Birlh Aug 26 2021: Medium Risk v Jun 8 2021: Not on file
Obstetrics == Financial Resource Strain & ﬂ Food Insecurity &
None & Sep 15 2021: Not on file ¥ May 17 2021: Food Insecurity Present
E sesl H Transportation MNeeds & 3'.. Physical Activity #
Allergies: No Known Allergies Substance & Sexual Dec 16 2021: Unmet Transportation Needs ¥ Sep 15 2021: Not on file
Vaping Stress & 2e Social Connections &
CSA on file?: No Caffeine History Q Sep 15 2021: Not on file v P Sep 15 2021: Not on file
gcos\glis)-WVaccme: Overdue for Socioeconomic ¥r Intimate Partner Violence & \i« Depression &
Social Documentation " Sep 15 2021: Not on file ¥ Apr 12 2021: High Risk
4/12 OFFICE VISIT Social Documentation Housing/Living Conditions #
Weight: 67 kg (147 Ib 11.3 02) Confidential History Jan 21 2022: Medium Risk ¥
=365 days
SDOH
Height: 1.525 m (5" 0.04") B S +" Close 1 Previous
365 days I Social Determinants
SINCE YOUR LAST VISIT
9p No visits
& No results
CARE GAPS
@ Breast Cancer Screening
@ Hepatitis C Screening
@ COPD PFT
@ COPD CAT Score Yearly
© 8 more care gaps
FAMILY/INTERNAL COMMON
PROBLEMS (2)
Diabetes (HCC)
Pre-existing type 1 diabetes
mellitus in pregnancy in first
trimester
Other problems (10)
Registries (14)
* SOCIAL DETERMINANTS o~
s < >

Concern present

= TOWER HEALTH Start Review - --I-ADDORDER &= = ADD DX (0)
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Additional Departments Screening for SDOH

* The SDOH screening can be done by anyone who has access to
the SDOH Wheel/Navigators. Population Health & Community
Health workers can screen patients in addition to the practices.

* The BPA for SDOH captures when the SDOH assessment has
recently been completed within the last 2 weeks.

* Due to this workflow, providers should be aware they could see
the SDOH BPA in their patient's OV encounter, even if the patient
was not screened at their practice that day.

* It IS required for the provider to address this BPA and drop the
appropriate G-codes and diagnosis.
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What is the Community Connection Program (CCP)?

 The CCP conducts SDOH screenings to identify health-related social needs (Food, Housing, Transportation, Utilities, and
Safety) that may be impacting our patients’ ability to receive high-quality, equitable care. Through screening, referral, and

navigation services, patients are connected to over 25+ local community-based organizations, as well as to appropriate care
services to meet their needs.

* CCP Staff:

* 4 FTEs Certified Community Health Workers that are skilled in working with vulnerable/at-risk patients to provide social services and
care coordination support to assist with need resolution

* 15 Trained college interns onboarded as Patient Screeners per year who conduct SDOH screenings in various clinical settings

* WellSky SCC is a web-based software search tool for Community Resource Inventory that allows users to engage in a
closed-loop referral system with over 25 local community-based organizations who are actively receiving referrals.

* Integrates with Epic for a seamless experience
* Clinical-Community Linkage

* The CCP aligns both the hospital-based Health Equity Council (HEC) and the community-based Health Equity Community

Collaborative (HECC) to collaborate & provide support to SDOH and health equity driven initiatives to reduce health disparities in the
community
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* Once need(s) are identified from the SDOH screening, users are able to utilize
WellSky to search for referrals and resources to provide in real-time for patients

‘ We I I S k ¢ A Community Resource Summary (CRS) is automatically generated by WellSky and
® made available within the patient's chart in the Media tab

-

AHC Navigation Case

CCP SCREENNG e
Housing/Living C

CCP Social Nee
Healthify Link

PERSONAL INTERVIEW —
Establishing Car
ConsentSocial S
Transportation

Food

Housing/Utilties

Safety

Problem List

8 |[Housing/Living Conditions #|

+ New Reading
No data found

@ CCP Social Needs Screening #

«# Create Note (5 See All Notes L Refresh

No notes of this type filed

o Healthify Link

Healthify &

i Establishing Care Team #

< New Reading

No data found

Reading Hospital
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* Alternatively, using the “Healthify Link” feature allows users access to the
platform to tailor the CRS based off the patients’ needs

For access to the WellSky SCC Network, contact Juliet Simplicio Juliet.crespo2 @towerhealth.org 12
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Additional Helpful Information

* If you have a patient with a concern that is outside of the AMW population, please feel free to refer them
to the Community Health Workers!

* This program will help ANY patient, any insurance or without insurance.
e Route the Chart- Community Health Worker Referral Pool
e Epic Secure Chat- Community Wellness — RDG

* Documentation- Providers can document in their progress note that the patient screened positive,
negative, or declined to screen. They can also add the diagnoses from the BPA to the visit diagnoses and
the problem list.

*Goal for Primary Care:

1. Screen the patient, understand the patient’s needs, and understand how this could be impacting their
health. Change medications to more cost-effective options, offer virtual care, etc.

2. Refer them as needed and let the Community Health Workers guide the patient from there.
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Questions?

Feel free to email us if you have questions:
Denise.Duchan@towerhealth.org
Marnita.Hartline@towerhealth.org
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