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To send a chat message:

1. Open the Chat panel:

0000000

1. In the Send to or To drop-down list, select EVERYONE/ALL

2. Enter your message Iin the chat text box, then press Enter on your keyboard



Behavioral Health Integration Domains

=

Case finding, screening, and referral to care

Decision support for measurement-based stepped care
Information exchange among providers

Ongoing care management

Self-management support that is culturally adapted
Multi-disciplinary team (including patients) used to provide care
Systematic Quality Improvement

Linkages with community and social services
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Health Leads is an We partner with communities and health systems to address systemic -
innovation hub that causes of inequity and disease. We do this by removing barriers that keep -
unearths and people from identifying, accessing and choosing the resources everyone -
addresses the deep needs to be healthy. |
societal roots of

OUR VISION

racial inequity that
Kt Health, well-being and dignity for every person, in every community.
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Objectives for today

* Discuss the importance of screening for and addressing
social risk factors

* Provide examples of ways that practices screen for
social needs and refer patients to resources

» Describe how referrals are tracked and integrated Iinto
EHRS

» Share new learning on social health integration from the
Collaborative to Advance Social Health Integration



Impact of SDOH inequities during the COVID-19 Era

Racism and
discrimination exhibited
towards Asian/Pacific
Islander community

Higher % of deaths
within African American
and Latinx communities

Patients currently within
the safety net have even
more difficulty obtaining
the essential resources
needed to be healthy

Impact following shelter
In place has hit
historically
underinvested
communities harder

© 2021 Health Leads. All rights reserved.




Patient Story: John's Pre-Surgery appointment

 New needs identified via
screening

 Addressed with
connection to resources

* Impacted patient’s ability
to recover and improved
health outcomes

* Provided better context
for treatment




Removing Assumptions and Changing Narratives

Patient is well Screening led

known to to new context
physician for treatment




Traditional Health Leads Social Need Intervention Model

Patient presents for
care

Clinical
communication

Screening
and triage

""""""""" Crisis

Response
Follow-up

Intake

Resource
Maintenance

Resource referral
and Action Plan

© 2020 Health Leads. All rights reserved.
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Primary Drivers of Social Health Integration

Leadership & Change Management

How will this work benefit your patients and staff? How

Social Needs Team & Workflow

Who will provide resource support for patients? How will

will you engage them in the design process? What
this integrate with broader clinical/behavioral processes?

funding sources are available? Have you identified a social
needs champion with the ability to allocate resources?

Community Partnerships

What community-based organizations are critical
to the health of your patients? How will you
continually improve access to resources?

Navigation & Resource Connections Eﬁ

For which specific social needs will you offer
support? What level and type of support?

Patient Identification & Screening Data & Health Information Technology

Which patient population will you support and
how will you surface their social needs and goals?

How will you monitor and improve quality of your model?
How will you maximize the impact of your investment?
How will you maintain a resource database?

© 2020 Health Leads. All rights reserved. 12




Inclusive creation of social health screening &
referral interventions with key stakeholders

|dentify Stakeholders Select SDOH Domains

®Include: ®Consider: OAsk:

 Patients « Impact on health outcomes * How can the screening

« Healthcare providers « Clinical relevance to questions be clearer and

- Operations managers patients/community served culturally relevant?

- Medical Assistant / RNs / SW » Feasibility of addressing * How comfortable will people

- Health literacy expert needs identified be answering the qgesﬂon(s)?

- IT Analyst  Financial impact * Who should be askllng them?

- Community resource partners * What are Ithedgaps n;the
S Wi i e

. ggerz{gﬁgty g support do people prefer?

« What capacity do community
service partners have to take
on new referrals?

The most important stakeholders in this process are the end users

© 2020 Health Leads. All rights reserved.
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Start Small and Use PDSA Cycles to Expand

Plan

I

Act

Adapt
Adopt
Abandon

© 2020 Health Leads. All rights reserved.

—

Do

|

Study

Example:

Phase 1.
Paper pilot in 1 primary
care clinic (new pts only)

Phase 2:
EHR pilot in two primary
care clinics (new pts only)

Phase 3:
EHR pilot in ALL primary
care departments

Adopt and spread

14



Integrating Social Health Data into the EHR

Develop workflow before build e Center patients’ experience e Engage staff responsible in workflow design
Actionable only if available .
for provider during visit 5. Right point Screening frequency
1. Right

in Workflow
Information Provide sodial
Y\ support for patients

Printed

resources
EHR

Care
coodinator
Workflow

Integration ( Provider )
Who enters @
information?

()

( Navigator )

© 2020 Health Leads. All rights reserved. Source: Boston Medical Center 15

(En5ure visit duration not impacted) ®

(Paper—based VS, e—screening)
4. Right
Ensure data available to Channel
evaluate impact ®
(Remind staff to screen)

(Pr-:wide screening questions)

3. Right

(Resnurce provisinn) f Intervention
( Facilitate ) Format

Ensure rooming time not impacted

Who needs
to see the
information?




Collaborative to
Advance Socilal Health
Integration (CASHI)

2017-2019
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Health Leads’ Collaborative to Advance Social Health Integration (CASHI)

Increase the number of patients whose essential resource needs are met and
spread successful changes to multiple sites

Health System ﬂ’ Health System

Clinic 2 Clinic 1 Clinic 2 Clinic 3

Successful intervention; ready inablv funded 1 health i :
to improve & spread Sustainably funded social health integration

CASHI AIM:

By October 2019, participating healthcare organizations will integrate social health into primary care such that

« There is an increase in the percentage of patients who report they have the essential resources to be healthy; and
« 75% or more patients report they are confident that they can control and manage most of their health problems.

17




The CASHI Cohort

stCoastOrgs

 Thundermist

Northwell Health

Valley Medical

CommunityPediatric Programs

St. Christopher's

Reading Hospital

Bread for the City

= Virginia Commonwealth Univ.
Health




What we learned: Measures

Individual patient ratings of essential resources (ER)
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Individual patient ratings of health confidence (HC)
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CHI Saint Joseph Health patient-reported outcome measures data, January-August 2019.

 Although challenging to implement, patient-reported outcome measures
(PROMS) support better conversations between care teams and patients

 Different populations need different self-reported health outcome measures
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What we learned: Business Case

CASHI Business Case Approach

There is value in the disciplined process required in
work on the business case

Value Proposition
Hypothesis for the value you will demonstrate to whom
(must include those who will pay)

Funding & Measures & Data
Revenue Sources Collection
How you will cover How to demonstrate

your costs. the value

Who will pay and (measures, data
what do they need collection & analysis)
to see?

Total Cost
Analysis of funds
required. What
drives cost?
Potential
efficiencies?

Learnings

Financial sustainability is
about more than ROI ....

Sustainability will take many forms

Financial sustainability is supported by
developing a comprehensive view of value

Detailed cost analyses help teams to focus
intervention decisions on what drives value.

Integration into current workflows with
strong community partnership are essential
ingredients.

20



What learned: Health Equity

What is “equity-oriented health care” (EOHC)? Pathway by which EOHC improves health

Dimensions of equity_oriented health care: Figure 2. Final Model With Standardized Path Coefficients
®* Trauma and violence-informed care: Cormim Gt Mot
Acknowledge and address effects of interpersonal m “-*----l
and structural forms of violence on people’s lives / Comfort wd i
and health N / Life
IR " — N
e Clwonic
® Culturally safe care: Address inequitable power Dowrs, . P s g e
relations, racism, discrimination, and inequities in - R o e
health care encounters J \ Sympioms
® Contextually tailored care: Offers services s )
tailored to populations served and local and wider - il -
social contexts sl 18 Monshe W Ml
f=p < 0.05.

CASHI Teams helped to identify some promising practices to support EOHC (e.g. trauma-informed racial equity training)

CASHI Teams are generating evidence in support of the model (e.g. link between EOHC and health confidence)

Now want to expand knowledge of practices, deepen evidence around them, and validate measures

Source: Ford-Gilboe et. al., Milbank Quarterly, 2019. 21




Connect with us to learn more!

THE COLLABORATIVE
TO ADVANCE SOCIAL
HEALTH INTEGRATION

What We're Learning About Delivering Whole-Person Care
January 2020

7~ Health
\") Leads

/s~ Health
\") Leads

Tangible resources, learning and community for /
practitioners committed to essential needs and
community-driven health efforts

’ Netvvork/‘;'

https://healthleadsusa.org/network/
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Thank you!

Questions?

twetterman@healthleadsusa.orq

Join our network at:
https://healthleadsusa.org/network/

Y Health Leads
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Community Linkage to Care Program
Past, Present & Future Directions

Qlarant Webinar, Community and Social Services Linkages
April 14, 2021

Kevin Fiori MD, MPH, MSc

Department of Family & Social Medicine, Division of Research

Department of Pediatrics, Division of Academic General Pediatrics
Office of Community & Population Health
Montefiore Health System / Albert Einstein College of Medicine
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THE NEW YORKER

IDEA OF THE WEEK

INEQUALITY AND NEW YORK’'S SUBWAY

New York City has a problem with income inequality. And it's getting worse—the top of the

spectrum 15 gaiming and the bottom 1s losing. Along individual subway lines, earnings range from
poverty to considerable wealth. The interactive infographic here charts these shifts. using data on
median household come, from the U.S. Census Bureau. for census tracts with subway stations.
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Neighborhood: Health & Income Bronx, County NY
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CCC’s Community Risk Ranking provides
a composite picture of the concentration
of risk to child well-being across New
York City’s 59 community districts (CDs).
This measure combines all six domains
of child well-being.

LEVEL OF RISK

M Highest Risk

B Moderate High Risk
Moderate Risk

W Moderate Low Risk

W Lowest Risk

Ranking by CD
1 Hunts Point (BO2)
2  East Tremont (BOB)
3 Mottt Haven (BO1)
4 Brownsville (K18)
5  Morrisania (BO3)
6  University Heights (BO5)
7  Concourse/Highbridge (BO4)
8  East New York (KO5)
9  Unionport/Soundview (B09)
10 Bedford Park (BO7)
11 Williamsbridge (B12)
12 Bushwick (K04)
13 Bedford Stuyvesant (K03)
14 East Flatbush (K17)
15 East Harlem (M11)
16 Central Harlem (M10)
17 Jamaica/St. Albans (Q12)
18 Crown Heights North (K08)
19 Pelham Parkway (B11)
20 Coney Island (K13)
21 Elmhurst/Corona (Q04)
22 St. George (s01)
23 Washington Heights (M12)
24 Howard Beach (Q10)
95 The Rockaways (Q14)
26 Flatbush/Midwood (K14)
27 Jackson Heights (Q03)
28 Riverdale (BO8)
29 Crown Heights South (K09)
30 Sunset Park (K07)
31 Throgs Neck (B10)
32 Borough Park (K12)
33 Woodhaven (Q09)

34 Canarsie (K18)



Montefiore Health System, Bronx, NY
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Notable
Centers of
Excellence
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Albert Einstein College of Medicine

~1,395 Residents & Fellows
~470 Allied Health Students
~2,100 Graduate &
Undergraduate Nursing
~200 Home Health Aides
~100 Social Workers

Research

¢ Clinical

* Translational

e Health
Services

Academic Medical

Community

* ~30,000 Employees
¢ ~2,000 Physicians
e ~ 4,800 Medical & Allied
Health Staff
~3,890 Integrated Provider
Association Providers
e ~3,150 Employed

* ~5,650 RN/LPN

* ~3,600 NYSNA RNs
* ~10,900 SEIU/1199

Health Education
Community Advocacy
Wellness

Disease Mgmt.

Nutrition

Obesity Prevention
Physical Activity

* Reduce Teen Pregnancy

* Lead Poisoning Prevention

Children’s Hospital at Montefiore

Montefiore Einstein Center for Cancer Care
Montefiore Einstein Center for Heart and Vascular
Care

Montefiore Einstein Center for Transplantation

Primary &

Specialty
Care

« 11 Hospitals * Advanced Primary Care

« 3,236 Acute Beds  ° Mental Health

» 150 Skilled Nursing * Substance Abuse
Beds Sub-specialty Care

« 1Freestanding ED * Dental
« 1 Rehabilitation e School Based Health
Hospital Centers
* Mobile Health

Corporate Information

Functions Technology

.............. B

* Neuroscience
* Orthopedic

* Ophthalmology
* OB/GYN

* Home Health
Programs

¢ Primary Care

* House Call
Program

* Finance e Clinical

* Legal support

* Strategic Planning  Network

* Purchasing applications
* Compliance

* Marketing

Public Affairs
Human Resources

* Care Management

(~ 400K Covered Lives)
Disease Management
Care Coordination
Telemedicine
Pharmacy Education

L
pg EINSTEIN

Albert Einstein College of Medicine

Montefiore




Past: Integrating Social Needs Screening & Referrals
@ Montefiore Health System
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CHW REFERRAL

Ambulatory referral to Community Health ll % |J£(:Depl ” 3 Cancel | ‘ Remove ‘

Internal Referral
Class: Internal Ref ©
Referrak  [Joverride restrictions

O Linkage and 0o
Referral

© Care Coordination and Navigation

L

O Health Promotion and Coaching

L

Comments: & 5 | oy | (7] £2) A | [ahsert Smarexts G« =+45

Status:

29

BCHN

Bronx Community H h Network

Standardized
Social Needs
Screen

Referrals

ocial Needs Screening & Outreach (2017-2021

YES/NO

Are you worried that In the next 2 months, you may not have a safe or stable
place to live? (eviction, being kicked out, homelessness)

Are you worried that the place you are living now s making you sick? (has mold,
bugs/rodents, water leaks, not enough heat)

In the Last 12 months, did you worry that your foad could run out before you got
money to buy more? Pl st

In the last 3 months, has the electric, gas, ol or water company threatened to
shut off services to your home?

In the last 3 menths, has lack of transportation kept you from medical
appointments or getting your medications? SR | SA

In the fast 3 months, did you have to skip buying medications or going to
doctor's appolntments to save money? S | EA

Do you need help getting child care or care for an elderly or sick adult?
Do you need legal help? (chid/family services, immigration, housing discrimination, |
domestic issues, etc) ad|by

Are you finding it so hard to get along with a partner, spouse, or family members
that it is causing you stress? |

Does anyone in your life hurt you, threaten you, frighten you or make you
feel unsafe?

C = > T e D © @& =P

Do you want help?

update@nawpow.com.

MORWOOD i

Adldress;

Langusge Y,
Hours: Tue  100FM 2E0EW -
Foes: Fooe %o

Montetion

510
HOUSING
PROJECT
i - a9 T | Trvmed the

# location
The Erorm, WY

Hours: Ber 1200 FM - 200 FRix

Foos: e

W Restriceed To: Res derts of Brers Lourty

“IEEll  Montefiore

Albert Einstein College of Medicine




Screen Development: Versions of Screening Tool

Ver 1.0 May 2017 —Apr 9, 2018

YES /NO

Are you worried th
housing? (risk of e
paint, moving curre|

In the last 1
wasn't eno

In the last 1
buy medici

Are you we
paying you

® Bo @& B

E In the last 1
didn’t have
Do problen

*‘k (leave blan
0 Is there sor

Phone Number

Best time to Call

Saclal Determinants of Health v

Ver 2.0 Apr 10,2018 — Dec 8,2019

YES /NO

C =37 ol & @9»

Best time to Call:

Montefiore Social Determinants of Health Scr

As of: March %, 2018

Are you worried that in the next 2 months, you may not have a safe or stable —ir—i

place to live? (risk of eviction, heiog

Are you worried that the place
bugs/rodents, water leaks, not 4

Ver 3.0 Dec 9,2019 — Present

In the past 12 mo
off services to yo YES /NO

In the last 12 mon

Are you worried that in the next 2 months, you may not have a safe or stable
money to buy mo

place to live? (eviction, being kicked out, homelessness)
In the last 12 mon
appointments or Are you worried that the place you are living now is making you sick? (has mold,

bugs/rodents, water leaks, not enough heat)
In the last 12 mon

doctor's appolntr In the last 12 months, did you worry that your food could run out before you got

money to buy more?
Do you need help|

In the last 3 months, has the electric, gas, oil or water company threatened to

Do you need lega shut off services to your home?

domestic issues, €
In the last 3 months, has lack of transportation kept you from medical

Are you finding if appointments or getting your medications?

In the last 3 months, did you have to skip buying medications or going to
doctor’s appointments to save money?

Does anyone in y
feel unsafe?

Do you need help getting child care or care for an elderly or sick adult?

Do you need legal help? (child/family services, immigration, housing discrimination,
domestic issues, efc)

Are you finding it so hard to get along with a partner, spouse, or family members
that it is causing you stress?

Does anyone in your life hurt you, threaten you, frighten you or make you
feel unsafe?

G 3 > T oD @ @ =P

Do you want help?

!
[

Screener Changes

Version 1
Modified from Health Leads Survey
Seven questions

Version 2
Increased screener to 10 questions
Added Legal Questions
Added Household Quality

Version 3
Reduced time period to 3 months from 12
months on Transportation, Medication and
Utility Questions
Added stress aspect to familial relationship
question
Added Do You Want Help Question

“IEENAI  Montefiore

Albert Einstein College of Medicine




EHR Integration: Standardized Screen in Electronic Health Record
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E:.:ndam e " | |_J CRAFFT Screening Taken 3 days ago: Accepted rgie: . — -
csoc , ) Chart Review
Do vauwant bep? | - Are you worried that in the next 2 months, not have a safe or stable place to live n, being kicked ou
b GAD-7 ves | No [} A% Encounters  Episodes Motss  StudentMNaotes  Rsi Trendlabs ~ POCT Glucose  Imaging  Cardiovascular  Other Results  Meds LDAs  Media  Letters Referrals  Other Orders  Legacy Results
Hearing/Vision
Hearing/Vis Intrp - 3| O | @ PecsSnapShot [ index FFS EvS EwWt Elabs [FRad [FMicro [ CurrentMeds [ Meds History [§ Fever [E Anti-Coagulation
My Last Relevant Mote
LEAD Fisk is making you sick? (has mold, bu, water leaks, not enou v i o FX pegistries
M-CHAT R Scree. .. Sigreed * Encounter Date: 2 i
w0 )
Taken 3 days ago: Ne HealthFirst Medicald
Ol Rlisk Aspess. o
PHOS-M Adalescent In the last 12 months, did you worr food could run out before you got money to buy more? Sl Disease
PHQ Scresning = MMC Asthma Registry
PSC (Parent) e nee Fittering
YPSC-17 Screenng e Active Patients
SCARED (Child) In the last 3 months, has the electric, gas, oil or water company threatened to shut off services to your home? Accompanied By: mother U Stay
SCARED (Parent) Yes | No ICU Stay Registry
I SDOH Asthma
= Taken 3 days ago: No Current symptoms: cough Wellness
iH R I e | k of o b ; $cal . . o Current symptoms: ne rhi no fever, no of breath, no ing and no ¥ i BHIP Registry
s In the last 3 months, has lack of transportation kept you from medical appointments or getting your medications?
B Risk b 3 F PF getting y Dursticn, weeks off and on. _ MMC Wellness Registry: Pediatric 1-4
Vanderbit (Parent) Yes | No Frogression since onsel. Waxing and waning " Al
e # 1 time(s) in past. 1 day Wellness Registry: A
S Taken 3 day Effectiveness of albuterol to relieve symptoms: Effective Others
Vandernit (Teacher) . . . . Albuterc! use type: Nebulizer H ', hEirst All
VTRS (Fallow up) In the last 3 months, did you have to skip buying medications or going to doctor's appeintments to save money Adherence with controller - Not on 1 dicati ealthFirst . -
. vas |0 aeha\.."y- Behaving normally MHS HP Medicaid Coverage [Predictive)
Solid intake: Eating normally Medicaid AN

Taken 3

0: No Die

ussed goal Reduce or prevent flare ups through use of daily controller meds and rescue medications as prescribed.
- EENNG . . . Has the patient been prescribed one or more controller medications? No
CPSSS Do you need help getting child care or care for an elderly or sick adult Understands that asthma is a chronic disease that involves airway spasm (closure) and inflammation: Yes Value Based Contract Patients Hx

Value Based Contract Patients Active

Yes  No a of of asthma. Yes
Understands the role of rescue and controller medication for the reatment of asthma: Yes . -

Taken 3 days ago: No Controller medicalion change made today. Me medication change ¥ social Determinants of Health #

o you need legal help? (child/family services, immigration, housing discrimination, do ic issues, etc)? ala
DIET o

Yes Ne
el healthy, balanced diet [ "

o: No ELIMINATION
. . . Tailet training” starting tailet fraining
Are you finding it so hard to get along with a partner, spouse, or family members that it is causing yo SLEEP
# ¥es | No Sleep: sleeps in own crib/bed t’ﬁ L)

BEHAVIOR

Behavior: tantrums

M-CHAT R Total Score: 1
M-CHAT R Risk: Low Risk
TB Screening

TE risk~ Lower Rick # =
r

., “BEEaEl Montefiore

Albert Einstein College of Medicine




EHR Integration: Information On Social Need And Risk Level

I ¥ Social Determinants of Health &

30

L.
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¥ Social Determinants of Health #

K'.J
Al
= il
SN R
L2l Economic Stability #
L
82017 Today

AUG 3 o o
2020 Medium Risk

In the last 3 months, has the electric, gas, oil or
water company threatened to shut off services to
your home?

In the last 3 months, did you have to skip buying
medications or going to doctor's appointments to
save money?

Yes



EHR Referral Order (“Community Health”): Referral Support

CHW REFERRAL

Ambulatory referral to Community Health ll % |4’gccept ” ¥ Cancel ‘ | Remove |

Internal Referral

0O Tte
Search:“

Class: Internal Ref ©

Title

Referral: [l override restrictions

Housing / ulltilities
Food Assistance

. Trasportation
Linkage and o Childcare support Title

Referral Employment / vocational/ career training ointment adherence

Benefits (SSD/SSI) Patient care navigation & accompaniment
inati igati Legal Senices Home visits
Care Coordination and Navigation

o)

Search:||

Search:|

Title
Heazlth Promotion and Coaching

.e. walking groups, nutrition, tobacco ¢
0 Care plan support (i.e. increase health literacy, offer follow up, help navigate challenges)

Other

Hyperspace - COMPREHENSIVE HEALTH CARE CENTER MG COMMUNITY HEALTH WORKERS - PRD Environment (epicecpd) - JANET G.
# PatientLookup JayAppts & Telephone Call g Workqueue List §4 View Sched &) Schedule W RemindMe & C ment i3

§§ ED Track Board B @ & Grint - Qsecure Bl

TOP @ UpToDate [ NY R '@ Workqueue List

#= & | Schedule Order WQs

Sched Order Workqueue - COMMUNITY HEALTH SCHEDULED ORDERS [12391] --- Restricted View

Comments: (& 45w g [F] §3]

Last refreshed: 12/21/2018 11:57:33 AM
COMMUNITYH.. O & ¥ & | & o 2 v - o ] e (55
Retesh  Defer ShowAll ~ Transfer  Sched  Walkin Reminder SchedExt

Remove  ApptDesk PatDemog EditNotes New Call

Active (Total 3) | Deferred (Total: 0)  Removed (Total: 4) 38 Fitered  Column Actions
COMPREHENSIVE HEALTH CARE CENTER MG PEDIATRICS
COMPREHENSIVE HEALTH CARE CENTER MG PEDIATRICS
COMPREHENSIVE HEALTH CARE CENTER MG PEDIATRICS

OP REF ORD BAHN
OP REF ORD BAHN
0 OP REF ORD BAHN

AMB REFERRAL TO COMMUNIT
AMB REFERRAL TO COMMUNIT

Routine
Routine

Needs Sche
Needs Sche

Status: | Normal H Standing ” Future |

>
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Documentation: CHW Note in Electronic Health Record

My Note

ﬁ B @ aE} i{E] ok | zinsert SmartTexts L|=:'| - =

N
Q
B

[ History

Mo past medical history on file.
Mo past surgical histary on file.
: Hist

Not onfile

Current Some Day Smoker

[ Patient Categories

{Patient Categories:23925}

[ Patient Needs

{Housing Needs:23926}
{Employment/Vocational/Career Needs: 23927}
{Benefits/Entitlerment Needs: 23928}

{Care Coordination & Navigation Needs:23931}
34

|‘Tag || # AutoRefre:

| Plan

{Housing Needs: 23942}
{EmploymentVocational/Career Needs: 23943}
{Benefits/Entitlement Needs 23944}

{Care Navigation Needs:23945}

{Legal Needs:23946}

{Youth & Family Services:23948}
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Social Service Resources: Toolkit (3 Tiers)

£ Paticats  Referrals 0 ekx = Services Analytic 732 Admin

team s updating 25,916 services in the New York area with COVID-19 statuses to reflect char vallability. More information can be found here. If you knaw of any service changesin %
your eommunily, subriil an updiie (o updato@nowpow.com.
1 206 results for “Frod pantry” within 10 miles of, 4026 = o
——— ) , NoWPSW |
Ivearest & Montefiore Medical Group %, (718) 579-2500
: : nsi I r A,
taod pontry ; Connectmg Health Care gﬂﬂzprehe sive Health Care B http://www.montefiore.org/mmg
Addrass dge Ao Beans, Y DIstanca: 41 ~iir pumor Loted f enter @ 305 East 161st Street
" inge Ave Brans, N ’ : 4 to Self Care Bronx , NY 10451
A 718-231-3206 et ) 4 ffonksrs Montefiore Health System (MHS) @y /A
ST 88 sead Ema g . provides healthcare services to
00 Pl & NowPow is a list of places and programs near :
- residents of the Bronx and
Fees: biee you that are matched to your specific health Westchester County. We are
© rostricted To: Recidonts af Areax aty and wellness needs. These places and dedicated to advancing the health
Jeemers tamaten programs can help you stay healthy, live of the communities we serve.
wh ERSA 3 ;
Vi Q independently, and manage disease. Through our commitment to
" t 0 g supporting your health and
¢ o e 9 8‘ wellbeing, we partner with local
i —— <, w 9 % organizations to best connect you
Address: 751 F Cun HIlRA Aronx, NY 10467 DIStance: .4n ~iier e 4 and your family with community
4 3 . Q Y resources, as needed.
anguage: E 7166 ol 3
Hours: Sat ZOUF i 2 Jisircus Dire o ]
Fees: Free Q vier (o : Q9
Caters To: Homalass Unemplaysd -
PSR P S Child Care and Parentmg ]
i nist i
Plowp
e wveemne|  After-school program
Address s NY 10467 Distance: 20 -4l MANHAT TAN 3
Language: F Nty 2 @ BronxRiver Art Center (BRAC) - Art Education Program
Hours: Mo 1 5:00 71 - -5 COVID-19 Status: Phone/Virtual
Fees: Free o i v 1087 E Tremont Ave Bronx, NY 10460 | Language: English, Spanish |

Sat 12:00 PM - 5:00 PM | Fees: Self Pay, Sliding Fee
. (718)589-5819 = info@bromxriverartorg % hitp:/ibronxrivera

@ Employme

Job search assistance N 5 W P QW

A digital community resource directory.

@ Catholic Charities Community Services - Blackrock Avenug
COVID-19 Status: Phone/Virtual
2155 Blackrock Ave Bronx, NY 10472 | Language: English, Spanish | H|
Fees: Free
. (718)414-1050 = navinsingh@archny.org % http:/icatholicchd

Find Services Neor

e Catholic Charities Community Services - Garrison Avenue
COVID-19 Status: Phone/Virtual
890 Garrison Ave Bronx, NY 10474 | Language: English | Hours: Mon -
% (929)259-9430 s ivelisse ferreira@archny.org % hitpsicath

agencies/catholic-charities-community-senvices-homebase-iii “

Search with Keywords Browse by Categories

Your code from today's visit is X
To see this HealtheRx online, please visit https://

DISCLAIMER: NowPow does not endorse any senice providers mentioned in this Hed
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terms of conditions and privacy policy.
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Data: Dashboards for Clinical Teams on Screening Outcomes

100%
90%
80%
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50%
40%
30%
20%

Metrics
1) % Active Population Screened

2) Positivity Rate
3) Number of screens

COMPREHENSIVE HEALTH CARE CENTER
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Data: Dashboards for Clinical Teams on Referral Outcomes
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follow-up)
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Current: Understanding & Leveraging Best Practices

‘ENSEN  Montefiore

AAAAAA i

eeeeeeeeeeeeeeeeeeeeeeee



Patients Screened, 22% (n=53,096)

Ve

Act
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Denominator includes unique patients with visits to screening specialties between April 2018-December 2019

Median excludes specialties that are not screening
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Best Practices: core program elements @ practice-level, Community
Linkage to Care (CLC) Program

Standardized
Social Needs
Screening

Leadership Provider

Referral CHW Follow-up / Data/ Systems

Engagement Champion Process Accompaniment Learning

Leadership Provider(s) Screening Referrals Follow-up Data
-Medical & -Coach/ mentor -Target -EMR based -Multi-touch -Dashboard
administrative -Adaption lead population (who, || electronic order -Weekly status -Monthly data
buy-in -Performance when, by whom, & note checks calls
-Integration improvement where) -Scope of work
within ongoing
i t
'mprovemen Standardized Workflow

From: Fiori et al. Integrating social needs screening and community health workers in primary care: the Community Linkage to Care
Program. Clin Pediatr. 2020
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CLC Program Sites: 54% of screens in 2020, 70% in Q4 2020 9 (6 CLC sites)

3500
6 CLC teams:
CHCC- Peds/IM
3000 FCC- Peds/IM

CFCC- Peds
CHAM PHM 6,8
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500

0
Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20

B Montefiore Health System B CLC Sites "



Future: Harmonization, Scale & Augment
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COVID-19 Refractive Pileup: Economic Wave(s)

Bronx County
Unemployment Rate
(Sept 2019 —2020)

30%

25%

20%

15%

10%

5%

0%
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Systems Harmonization: Social Needs Screening 2020-1

Project Charter

Goal Statement

By December 31, 2021, develop universal social needs screening quidelines, workflows, and guality measure(s) to
support universal screening of every Montefiore patient annually

Timeline: 1/1/2021-12/31/2021

Problem Statement:

Social needs screening varies by population and frequency across MMG/MMC sites
Social need referral workflow implementation is inconsistent across MMG/MMC sites
No social need quality measure currently exists to incentivize providers to screen

Champion:
Andrew Racine

Patient/Client/Customer Value:

Compile complete data on social risk prevalence within patient population

Enhance access to clinical and community resources to address patient social needs

Improve patient satisfaction with care

Increase appropriate task shifting from providers

Develop social risk profile for patients across the health system

Identify associations with major clinical outcomes (ASC, hospital readmissions, missed appointments)
Become a national leader in social needs population-based assessment and engagement

Sponsor(s):
Matt McDonough, Allison McGuire &
Allison Stark

Team Leader(s):
Kevin Fiori & Liz Spurrell Huss

Objectives / Deliverables

Complete implementation readiness needs assessment

Design timeline for universal screening roll out across network

Operationalize referral pathway for internal/external resources to address social needs
Complete training plan for MMC staff related to screening/referral

Finalize social need quality measure(s)

Team Members:

Otis Lewis Anna Flattau
Sybil Hodgson Michael Moore
Kevin Fiori Liz Spurrell-Huss
Diane Bloomfield Michael Rinke
Caroline Heller Suzette Oyeku
Oni Tongo Vanessa Pratomo
Alan Shapiro

Rosy Chhabra

Tashi Chodon

“IEENAI  Montefiore

Albert Einstein College of Medicine




Roadmap: National

Activities
focused on
individuals

Activities
focused on
communities

46

The National Academies o
SCIENCES - ENGINEERING * MEDICINE

FANCENCIIC © DY REPORT
CONSENSUS STUDY REPORT

"

Adjustment Assistance

Alignment

Academy of Sciences Report (2019)

Awareness

Adjustment

Assistance

Alignment

Advocacy

Activities that identify the social risks
and assets of defined patients and
populations.

Activities that focus on altering clinical
care to accommodate identified social
barriers.

Activities that reduce social risk by
providing assistance in connecting
patients with relevant social care
resources.

Activities undertaken by health care
systems to understand existing social
care assets in the community, organize
them to facilitate synergies, and invest
in and deploy them to positively affect
health outcomes.

Activities in which health care
organizations work with partner
social care organizations to promote
policies that facilitate the creation and

redeployment of assets or resources to

address health and social needs.

Ask people about their access to
transportation.

Reduce the need for in-person
health care appointments by using
other options such as telehealth
appointments.

Provide transportation vouchers so
that patients can travel to health
care appointments. Vouchers can
be used for ride-sharing services
or public transit.

Invest in community ride-sharing
or time-bank programs.

Work to promote policies that
fundamentally change the
transportation infrastructure within
the community.

National Academies of Sciences, Engineering, and Medicine. 2019. Integrating Social Care into the Delivery of Health Care: Moving Upstream
to Improve the Nation's Health. Washington, DC: The National Academies Press. https://doi.org/10.17226/25467.
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Future Direction(s): leveraging progress & using science

Harmonization

e Health System
Alignment

e Scale: Core vs.
adaptive elements

Improvement Science

Asset(s) &
Partnership Linkage(s)
e Social service e CHWs: tele-outreach
analytics e New engagement
e New CBO & social strategies

service partnerships

“IEENAI  Montefiore

Albert Einstein College of Medicine




Accompaniment (Linkage) in Practice

“Ms. A met with me back when she was being displaced from her home. We have

worked together from the moment she went in the shelter, until the moment she
came back out.

=
=
=
=
= |
=
=
=
=
=
=
=3
=

| —

Ms. A always returned to me in good faith to check in or obtain additional
applications. It took much encouragement, always insisted that she does not
lose hope because there is something waiting for her right around the corner.

It is with great satisfaction | share, Ms. A has successfully been placed in permanent
housing, has obtained her CNA certification and has obtained her citizenship.”

-Janet Gonzalez, Community Health Worker
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Thank You

Kevin Fiori
kfiori@montefiore.org
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We welcome your
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comments!




Quality Improvement

N eXt St e p S .{1} Organizations

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

QIN-QIO

—— Readiness Assessment

Healthcentric
Advisors

Qlarant

 Be on the look out for an email with a link to the assessment
« Complete by May 12, 2021

—— Bi-weekly Learning Circles from 12-1PM

 April 28 — Coding for Behavioral Health Services
* May 26 — Where to Go From Here

Publications

* Read the resources shared during the sessions
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Quality Improvement

‘ N eXt SeS S | O n ‘ Organizations

Healthcentric
Advisors

' Sharing Knowledge, Impreving Health Care. Qlarant
CENTERS FOR MEDICARE & MEDICAID SERVICES QIN-QIO

Sustainability: Coding for Behavioral Health Services

April 28, 2021 e 12-1PM EDT

How to get paid for added behavioral health screenings and follow-up for
primary care patients.

[ Register }

Our Speaker

Earl Berman, MD, FACP, MALPS-L
Chief Medical Officer
CMD J-15 Part B
CGS Administrators, LLC
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= Healthcentric
Advisors

= Qlarant

Quality Improvemen
Your SWEEP Team ¢ Orseniations

' Sharing Knowledge. Improving Health Care.
CENTERS FOR MEDICARE & MEDICAID SERVICES QIN-QIO

Have a question? Contact us!

Bonnie Horvath Laura Benzel Lynn Wilson Gail Gresko
horvathb@qglarant.com |benzell@qglarant.com lwilson@ipro.org ggresko@ipro.org
Qlarant Qlarant IPRO IPRO

Integrating Behavioral Health with Primary Care:
Series Information & Materials
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https://qi.ipro.org/events-materials-bh-primary-care/

Learn More & Stay Connected
https://gi.ipro.org/ Follow IPRO QIN-QIO

* Healthcentric
Advisors

* Qlarant

IPRO
QIN-QIO

Quality Improvement
. Organizations

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

Home About the IPRO QIN-QIO v Join Us Today Coalitions Nursing Homes Focus Areas v Blog Contact Q

e o - s -
Serv"!g_ 20_ A’ Of the natlon s Medlcare We recognize the myriad challenges facing health care organizations
Beneficiaries. and community-based partners.

We're collaborating with health care organizations to ensure high- We offer free technical support and education to help you address
quality, safe, and effective health care for Medicare beneficiaries in New these challenging issues.

England, New York, New Jersey, Ohio, Delaware, Maryland, and the

® Healthcentric

This material was prepared by the IPRO QIN-QIO, a collaboration of Healthcentric Advisors, Qlarant and Quahty |m proveme nt
IPRO, serving as the Medicare Quality Innovation Network-Quality Improvement Organization for the New O . B Advisors
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Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. Sharing Knowledge. Improving Health Care. = Qlarant

The contents do not necessarily reflect CMS policy. 12SOW-IPRO-QIN-T2-A1-21-316 CENTERS FOR MEDICARE & MEDICAID SERVICES QIN-QIO


https://qi.ipro.org/

