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Universal SDOH Assessment

TRANSPORTATION NEEDS
D 4 QO Has a lack of transportation kept you from medical
appointments, meetings, work, or from getting things needed
for daily living?

FINANCIAL RESOURCES STRAIN/ EMPLOYMENT
O Sometimes people find that their income does not quite cover
their living costs. In the last 12 months, has this happened to
you?

=

O Whatis your current work situation?

HEALTH LITERACY
O How often do you need to have someone help you when you
read instructions, pampbhlets, or other written material from
your doctor or pharmacist?
Q | know how to find helpful health resources on the Internet.

FOOD INSECURITY
QO Within the past 12 months we worried whether our food would
run out before we got the money to buy more.
O Within the past 12 months the food we bought just didn't last
and we didn't have money to get more.

B

PHQ-9: REQUIRED IN PRIMARY CARE
Q Over the last 2 weeks, how often have you been bothered by
the following problems: Little interest in doing things?
Feeling
Q Over the last 2 weeks, how often have you been bothered by
the following problems? Feeling down, depressed or
hopeless?

SAFETY

O Do you feel physically and emotionally safe where you currently
live?

HOUSING STABILITY
O Inthe past 12 months has the electric, gas, oil, or water company
threatened to shut off services in your home?
O Are you worried about losing your housing?

ACCESS

Q In the past year, have you been unable to get medicine or any
health care when it was really needed?

Q In the past year, have you been unable to get clothing when it
was really needed?

Q In the past year, have you been unable to get childcare when it
was really needed?

O Do you have access to any of the following devices?

SOCIAL CONNECTIONS

How often do you feel isolated from others?

ALCOHOL & SUBSTANCE USE-

O Females: In the past year, have you had more than 7 drinks

in one week?

O Males greater than 65 years of age: In the past year,
have you had more than 7 drink in one week?

QO Males less than or equal to 65 years of age: in the past
year, have you had more than 14 drink in one week?

Q In the past year, have you used any drugs other than
those prescribed by your doctor?



PCIl Care Team SDOH Workflow
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Care Team Intervention Documentation=Green
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****Steps 1, 2 and 3 all need to be completed to get credit****



Care Team Intervention Documentation

Every positive
domain requires a
documented
intervention within
30 days of screen

Example:

Pt is positive for food
insufficiency, housing,
safety and financial.
An intervention, even
if the same, must be
documented in each
of these categories.

AHN
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Care Team Intervention Documentation

AHN

What should | select if
my patient is SDOH
positive but does not
want a referral to the

Regional Social Worker?

Each SDOH domain drop down offers a combination
of the following options:

Referral to community resource network program (i.e.
AHN Community Support/FindHelp)

Counseling for social determinant of health risk

Education on social work support through medical
practice



AHN Community Support

Real support for the challenges of real life.

The AHN Community Support Platform can assist you in connecting with social programs based on your unique needs and
locations.

Our free anonymous search feature can help you with: Food, Housing, Transportation, Goods, Education, Legal Assistance,
Finances, Health Care, and Work.

Connect with resources in your community by visiting
AHNCommunitySupport.com and entering your ZIP code.

Q’/‘ Real support for the
~ challenges of real life

Caring People, Caring for You

The AHN Community Chr Sron; snonymous seerch We want to improve, and you can help. You may receive a survey from Press
Support online platform feature can help you with: Ganey asking about your visit. Please complete the survey and we will use your
can connect you with - Food « Transit feedback to make improvements.
local programs and » Goods » Legal aid
resources based on your = Housing = Financial assistance
needs and location. « Work + Care and

« Education suppori services

Hily e oo Allegheny Health Network

@%Q‘E‘Efﬁ- and entering your ZIP code.

Community Support

AHN



Challenges & Solutions

AHN

Data shows that there are many patients screening positive
that we are likely not reaching

Data and RSW reports indicate that providers are likely not
having conversations with patients regarding SDOH-related
concerns frequently

Providers have communicated that SW referral processes do
not fit well into their documentation workflow

Care teams are not routinely documenting interventions in
Epic

Previously we have not had a way to measure interventions
documented by RSWs or care teams consistently

Providers have identified SDOH needs outside of screening
and during conversation with the patient. Interventions can
be documented outside of the screening being completed in
its entirety.

v Additional training for care teams — training provided to
providers/clinical staff in Q1 2025 on appropriately documenting
interventions

v Referral workflow improvement — SW order/dashboard approved
and in-process

v Ongoing support for care teams from RSWs on having important
SDOH+ conversations and implementing intervention
documentation practices

v Referral to RSW or CSP is appropriate and should be documented
accordingly.




Compliance reporting over 1.5 years demonstrates steady increase. Currently screening at 93%.

OP SDOH Adult Mandatory Compliance

An executive re|
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Intervention Compliance 2024 - PCI

OP Adult Mandatory Interventions

Appointment Date
1/1/2024 10 12/31/2024
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1,000
8 0
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An executive report fram
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Intervention Compliance 2024 - Peds

An executive report fram

OP Caregiver Mandatory Interventions AHNIT |~

Total Positive Total Intervention Intervention Compliance%
8,651 2,833 32.60%
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500 724 3K 2,867 1500
600

2K 1000
400 378

1,163

1K 500
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0 oK 0 13
Food Insecurity Transportation Access
315 1,248
2,000
1,000

1,500
1,000
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200
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- )

(=]
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Do you know?
SDOH Assessment & AWV Billing 00136

Specific billing code automatically applies during Medicare Annual Wellness Visit when:

v Check box on the AWV note template is checked that the SDOH was completed as part of the AWV

v Requires: Checkbox confirmation AND documented time (5+ minutes) for SDOH discussion and care plan
integration

*Eligible health professionals including those working under the supervision of a provider.*

1
° 0o

AHN




Thank you!

Laurie Weidner, Director- Practice Transformation
Laurie.Weidner@ahn.org
Kristen Macey, Project Manager- Primary Care Extended Care Teams
Kristen.Macey@ahn.org
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