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Patient did not

"Non-compliant” patient — ShOV.V up to T patient with unmet needs
+ Lack of regard for appointment

scheduling
* Repeat "offender”
 Stubbornness
* Doesn'tthink the
appointmentis important

Transportation issues

* Work conflicts

* Childcare/caregiving
responsibilities

* Financial strain

* Housing instability

* Food insecurity

* Language barriers

@MSHIELD



What helps patients have the best outcomes?
What is my role in helping to make sure those
conditions are met?



The world is changing rapidly...

...which means we must evolve




The conditions in which we
live, grow, work, and play impact our health

Education
Access and
Quality

Health Care
Access and
Quality

80% of health is
determined by

o Eﬁ W non-clinical factors

and Built
Environment

Economic
Stability

Social and
Community Context

Healthy People 2030, U.S. Department of Health and Human Services, Office of Disease
Prevention and Health Promotion. Retrieved 6/5/23, from

https://health.gov/healthypeople/objectives-and-data/social-determinants-health
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Examples

Housing availability/safety and neighborhood

Reliable transportation

Education, job opportunities, and income

Access to nutritious foods and physical activity opportunities
Exposure to polluted air and water

Language and literacy skills

Exposure to discrimination and violence
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Non- Medical Needs vs. Non-Medical Drivers of Health
Non-Medical Drivers Availability Housing Transportation
of Health of Food & Quality Environment
Non-Medical Needs Food. HOUSI.n.g Lack of access to
Insecurity Instability Transportation




What does the research say?



Impact of Unmet Non-Medical Needs

% 2 % <& f 5

Delayed or Interrupted Inabllity to Difficulty making Poor health Increased use
missed medical dellvery of care comply with and keeping outcomes of emergency
appointments prescribed health follow-up department care
management appointments
plans

Guo J, F. Bard J, J. Morrice D, Jaén CR, Poursani R. Offering transportation services to
economically disadvantaged patients at a family health center: a case study. Health
Systems. 2022 Oct 2;11(4):251-75.
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P4P Health Outcome Variation Measures

By Charles N. Kahn lll, Kimberly Rhodes, Sarmistha Pal, Tilithia J. McBride, Donald May, Joan E. DaVanzo,
and Allen Dobson

CMS Hospita[ Value-Based JAMA | Original Investigation | HEALTH AND THE 2024 US ELECTION
Programs: Refinements Are Health Equity Adjustment and Hospital Performance
Needed To Reduce Health in the Medicare Value-Based Purchasing Program

Disparities And lmprove OUtcomes Michael Liu, MPhil; Sahil Sandhu, MSc; Karen E. Joynt Maddox, MD, MPH; Rishi K. Wadhera, MD, MPP, MPhil
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Multiple systematic reviews show bene

interventions to address social needs
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Leveraging the Social Determinants of
Health: What Works?
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Abstract

Weo summanzod the recently publishod, peer-reviewod ierniure that ecaminad the impact of
Investments in social sonvicis of i haalth cane !

SaMICes on hoalth owicomes and Mmmm ©1 39 antickes that mot critera for
inclusion in the review, 32 (B2%) repored soma significant positive eflects on either health
outcomes [N = 20, hoalth cans coats (N = 5), or both (N = 7). Of the nemaining 7 (15%) shud-
s, 3 had BIGF 2had and 2 had nogatve nesults in which
i inerventions wan &es orer haalth O analyses of tho Igmbune
Indicatis that several inberventons in the areas of housing, incoma support, nuliton suppor,
ard Gang coordination and commanity cutreach hava had positive impact in tarms of haalth

P of heaith ding reductions. Thesa inarventions may be of imenst o
health care polcy and p seaking to g "
health or reducs costs. Funhermlﬂgur | CUMCOMES al
nobded.
Introduction

Social determinants of health have taken center stage in recent health policy discasshons, partic-
ularty with the growing emphasis on global payment, sccountable care organizations (ACD)
[t} and other initiatives focused on improving population health. Health care prowiders are
Increasingly being adued to meanire inpact in terms of the health outcomes of the population
they serve. Given that medical care influences & relatively small portion of overall health (3, 3],
ACO and value-based Anancing models face substantial challenges in equipping health care
providen to achicve improvemonts in the population’s health

Many researchers have exarmined the relative contritiations of health care services, genetics,
behaviors, environment and social factors in promoting health and reduscing premature mor.
tality [2-6). Overwhelmingly, stadies find that non-medical factors including social, behavioral
and envi | determi of health consistently play a substantially larger role than
medical factors. Similar patterns hodd for specific health outcomes, including burdensome,

FLOS ONE | DO 10U 37 1 oumal pone 0100217 August 17, 2016 1

PREVENTING CHRONIC DISEASE

PUBLIC HEALTH RESEARCH,

PRACTICE, AND POLIC‘!’

Screening and Referral Care Delivery
Services and Unmet Health-Related Social
Needs: A Systematic Review

Emily Ruiz Escobar. BSY; Shwota Pathak, PhD, MPH'; Carrie M. Blanchard, PharmD, MPH®

PEER REVIEWED

.y
Whs! & siresy knowe, on this tape?

L s el o
L2

e et

dateed 1 eABARIBNCE OF AT, BOPRASNGS RSN, and Crst
Winst i et by this repan?
wmmﬂmmm:ﬁmmw
S INEE LTI ST EEUN Rt 56 Settrminad.

W a%e ha AmEheations b s Rean peactice ?

Nevm husts myriren o
oy oo

Abstract

Introduction

Unmet health-related social needs contribuie 10 high patient meor-
Iidity and poor population bealth A potential solution 1o imgrove
population health includes the adoption of care delivery models
ihat alleviate unnset toods through screening, refermal, and rack-

img of paticnis in health caze settings, yet the overall impact of

wonch models has remained uncaplored. This review adddrenics an
existang g 0 the llerature reganding the elfoctiveness of theae
models snd ussesses their overall impact oo oalcomes related o
experence of care, population health, and costs,

Methods

In March 2000, we searched for pees-reviewed arlicles pablished
in PubMad over the past 10 years. Studies weze included if tsey 1)
used = screening toul for identifying unmet bealth-related social
needs in a health care setling. 23 refermed paticnls with positive
screens o appropriale nesources (o addrossing ideatified unmet
health-related social needs, and 3) reportod any outcomes related
1o patient experience of care, populatson bealth. o cost.

Results

O 1,821 axticles identified, 35 met the mclusion criteria. AH but I
study demonsirated a lendency lowand high rok of bias. Impeoved
ulomes related o expericnce of care (eg, change in social peeds,
patient satisfaction, n = 34), popalation bealth (g, diet guality,
bluod chobesterol levels. n = T), sod cout (eg, program costs, cost-
elfectiveness, & = 1) were reported. I some studies (s = 3), im-
preved outcomes were found among participants who received
darect referrsls we ady 1 with ipslerect referms!

pared with thede who recsived indirect referrals only

Conelusion

Effective collaborations belween bealth cate ofganzations and
commismnity-based arguniealions afe essential o facililale necos.
asry palical conneclion 1o resources for addrevsing their wnmet
needs. Although evidunce indicated 3 positive influence of screen-
img s vederrad programs on outcomes related 1o experience of
care and population heulth, 5o definitive conelusions can be made
o overall impact because of the posentially high risk of bias in the
incladed studics

Introduction

Up v 80% of bealth cutconics can be atributed 10 social determ-
inants of kealth (SDOH), the conditions in which we grow, live,
and work {1.2). Adverse SDOH include food insscurity, bousing
instability, enemployment, and other unnset health-related social
nesds (31, which ofien contribute 1o negative health owcomes, in-
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Moving upstream from clinical care

STRATEGIES TACTICS
Improve Laws, policies and regulations that create
Community community conditions supporting health for
Conditions UPSTREAM all people
I-I.I.I--.II----I-I-I.IIII..I LA R B BN RN NN EREN)

Include patient screening questions

Addressing about social factors. Use data to

Individual’s inform and provide referrals.

Social

Needs Social workers, community health workers,

and community organizations providing
MIDSTREAM Direct support to meet patients social needs

I...I-...l-.I'III.II.II .I.III...'I.II...I.I.I--I --.-....-.--.-II.-I-III-

Providing Medical

Clinical Interventions

Care

DOWNSTREAM




Screening, Referral & Data Collection

Screening Referral Linkage Feedback Reporting

5@® 0 0

0 Use a standard e Screen for needs e Setting up a formal e Get feedback from e Collect data to

screening form for that your linkage with a patients and assess whether

all patients and organization can community caregivers about clinical outcomes

caregivers respond to—and organization is one whether their vary by unmet
have a way to possible solution needs are met social health needs

refer patients and
caregivers to help

@MSHIELD



Best practices

@Msmsm

EVALUATING SOCIAL
DRIVERS OF HEALTH

Best Practices, Opportundties, and
Resources for Collaborative Qualty
Indtiatives

rgnaly Mubdahod Juty 2002

Orvised and Updotied March 2024
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Example of Screening-Referral-Linkage-Feedback Cycle

Social needs breakdown for all eligible patients
who completed screening

Child care problems make it difficult to work or study 1 2 (1%)
Utility company threatened shutoff - 3 (2%)

Need help reading handouts from doctor or hospital 4 4 (3%)
2 Had to go without health care due to lack of transportation 4 4 (3%)
3
8 Worried about stable housing 4
w

Feel you lack compansionship < 8 (5%)

Needed to see a docior but could not due to cost 4

E;lnng ICS\ tN}Causu e cﬁough "‘()n.}y 1 _

L}

T T L

0 2 4 6 8 10 12
Number of Yes Responses

n=152
Data collected 11/4/2024 - 4/10/2025




The IMPaCT Model at Penn relies on CHWs and improves health
outcomes

Community Health Workers

Focus on addressing unmet needs for patients

with chronic diseases residing in high-poverty
ZIPs

3 Randomized Controlled Trials
Better chronic disease management
Better quality of care

Fewer hospital days
$1.00 spent 2 $2.47 annual ROI
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Community-Level Interventions that Mitigate Non-Medical Barriers

OricivaL RESEARCH

Community Paramedicine Intervention Reduces Hospital
Readmission and Emergency Department Utilization
for Patients with Cardiopulmonary Conditions

Aaron Burncit, MD* *Regions Hospital, St. Paul, Minnesola

Sandi Wewerka, MPH' "Critical Care Resaarch Center, Regions Hospilal, SL Pau, Minnesola
Paula Milker, MPH' 51 Powl Fire Departmant, 5t Faul, Minnesola

Ann Majerus, NRP, CP*!

John Clark, B5®

Landon Crippos’

Tia Radant, M5, NRP"

Sechon Exifor: Shire Schissingor, MDD, P

Subrritsion histony: Submifed Jurs 24, B0Z2; Revaion mooehoed Manch 14, 202 Accepied May 1, 2023
Elacironically pubished Juby 10, 205371
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Qbjactive: Patients dischamed from the hespial with disgnoses of myocardial infarction, congestive
hag faduing oF acube axacerbation of chisnic abslreciiva pulmonary dteass (COPD) hawe high rabas al
raadmission. We soughl o guantily the impact ol & commumnity paramedicing (CP) nlervenion on
haspilal readmession and emergency depastment (EQ) and clink: uilizaton for patkents dischasnged wilh
thes condiliong and o calculabe 1he dffsrancs in healthcare cosis,

Conclusion: Patients who received a post-hospital community paramedic intervention had fewer
hospital readmissions and ED visits, which resulted in saving 218 bed days and decreasing healthcare
costs by $410,428. Incorporation of a home CP intervention of 30 days in this patient population has the
potential to benefit payors, hospitals, and patients. [West J Emerg Med. 2023,24(4)786—792.]
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Area Level Indicators




What is the Michigan Area Level Data Repository?

Compilation of publicly available data M Stan:z:lzed

Area-level disadvantage indexes N N DA Deprivation
a Index (sADI)

ROBERT Social
Includes Michigan-only geographies GRAHAM Deprivation
CENTER Index (SDI)

* Block Group
* (Census Tract

. County Social
.. Vulnerability
e ZIP Code (5-digit) Index (SVI)

Streamlined, user-friendly

@MSHIELD



Domain

Age

Disability

Education

Employment

Health insurance status

Household
characteristics

Housing finances

Housing type

Income

Language

Poverty

Race and Ethnicity

Transportation

sADI Indicators

2 Not included

X Not included

Under 9 years of education
= High school diploma

Unemployment
White-collar occupation

> Not included

Crowding

Single parent household
No plumbing

No telephone

Median gross rent
Median monthly mortgage
Median home value

Homeownership

Median household income
Income disparity

2 Not included

Below 150% Poverty
Families below poverty level

> Not included

No vehicle

SDI Indicators

> Not included

>{ Not included

Under 12 years of education

Non-employment
>{ Not included

Crowding
Single parent household

>{ Not included

Renter-occupied

>{ Not included

X Not included

Population living in poverty

> Not included

No vehicle

SVI Indicators

Aged 17 and younger
Aged 65 and older

Civilian with a Disability

No high school diploma

Unemployed
No health insurance

Crowding
Single parent household

Housing cost burden

Mobile homes
Multi-unit structures
Group quarters

> Not included

English Language
Proficiency

Below 150% Poverty

Race & Ethnicity

No vehicle



Data Source Geography Level

ZIP Code
Block Group Census Tract County
(5-digit)

Standardized

Area Publicly Available, MSHIELD N/A MSHIELD
Deprivation Included provided provided
Index (sADI)

Social | | | |
Deprivation N/A Publicly Available, Publicly Available, MSH!ELD
Index (SDI) Included Included provided

Social | | | |
Vulnerability N/A Publicly Available, Publicly Available, MSH!ELD
Index (SVI) Included Included provided
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What can you use the repository for?

|dentify area(s) that
need additional

Implement
Interventions to

Prioritize identified
area(s) for quality
improvement efforts

health care
resources

improve quality for
areas of need

Performance Compared to Quality Benchmark Performance Compared to Quality Benchmark
Claaliny
IETIFCAER &nt Benchimark Benskmark
B asuns
== .
Sites 1 Site 2 Site 3 sited ) Sites Sites 1 Site 2 Site 3 Sited  Site 5
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Group Engagement Discussion Questions

Please share with your table what you may already be doing at your practice or
share what you think you could implement.

If you are successfully doing anything like this, what are 2-3 things that helped
it to work and 2-3 barriers that had to be overcome?

How did you choose what equity projects to implement in your practice? If you
haven’t yet done this in your practice, how will you prioritize what you do
implement going forward?

@MSHIELD






What helps patients have the best outcomes?
What is my role in helping to make sure those
conditions are met?
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Contact Us:

Julia Weinert (sher/her)
Email | weinertj@med.umich.edu
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