p{inlicFieaith
NTHE 406

The Survey Clarified...

1. ..the likeliest healthcare
system partners to en-
gage in patient social
needs projects within

EHRs.

...the demographics
most likely to be availa-
ble to healthcare system
partners to help focus
patient social needs
work.

...the barriers that grant
support can most effec-
tively focus on to allevi-
ate to further this work.

Figure 1. Concentration of Survey Respondents across Montana.

Patient Social Needs Screening & Referral Practices
in Montana Healthcare Systems

Globally and especially in light of the COVID-19 public health emergency, increasing
emphasis is being placed on the importance of measuring and addressing patient
social needs, such as food insecurity and transportation access, and including the
social determinants of health (SDOH) for improving patient health outcomes?. In May
2022, the Montana Cardiovascular Health Program (CVH) and the Montana Diabetes
Program (MDP) at the Montana Department of Public Health and Human Services
(DPHHS) sent a survey to healthcare providers across the state asking how they and
the healthcare systems they work with address patient social needs. Questions fo-
cused on screening, documentation, and referral practices, as well as barriers to
screening and referral. The purpose of this survey was to help the Chronic Disease
Prevention and Health Promotion Bureau identify potential projects that will support
Montana health systems as they are called to help address patient social needs in
the future.

The survey was sent to 3,000 potential respondents. Recipients included 2,400 phy-
sicians, psychologists associated with a healthcare system, physician assistants
(PAs), and advance practice registered nurses (APRNSs) listed as being licensed in
Montana in the WIM tracking database2. Six hundred licensed practice nurses, regis-
tered nurses, and skilled nursing facility
administrators also were randomly se-

lected from a Montana Department of
Labor and Industry licensure database.
The survey was available in paper and
electronic formats; one reminder post-

Havie

lyzed using SPSS 23 to derive descrip-

e i = N - card was sent. After subtracting the re-
&\ ‘ Sy J f ‘ L turn-to-sender surveys (93), our poten-
S | 7L | ana [ \‘ ‘ ] ) tial respondent pool was 2,907. We had
\{3 e f‘ ‘ ‘ 0 W‘L . v oy 6 ] 323 respondents; after removing incom-
y & 3 f\\\ T “ - @ " | | plete and duplicate surveys, our sample
w r 1L X - Vo \} ] size was 305 (10.5%). Data were ana-
Y,

tive statistics. Responses were returned
! from across Montana, although primarily
from more urbanized areas (Figure 1).
Results and next steps for the CVH and
MDP are provided in this report.
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Respondent Characteristics

The types of healthcare systems responding to the survey are shown in Figure 2. The top three types of facilities rep-
resented in the data are hospitals, in-
Figure 2. Types of Healthcare Facilities Responding (N=305) cluding critical access hospitals (CAH);
primary care facilities (PCF) associated
with larger healthcare systems; and
PCF assoc with larger system [ 1o independent clinics. A smattering of
other site types also responded. We
intend to analyze responses by
FOHC/CHC I =3 healthcare facility type at a later date
to assist internal focus on existing fa-
cility-based practices and potential
RHC I -°: needs.

Other/Mone/Unspecified [N 5% Respondents primarily identified as
physicians of various specialties

VA I s (n=104) and nurses of all licensures
Multiple sites [N 3% and specialties (n=82), followed by a
diverse array of administrators (n=26),
physician assistants (n=24), and a
IHS/Tribal Health W 1% smaller selection of other titles.

Hospital {include CAH] I 25%

Independent Clinic - G 155

Hospital/RHC I %

SNFALTC Assisted Living [ 2%

Among respondents, 56.7% (n=173)
indicated they have a staff position to focus on patient social needs. The most common titles for these staff positions
include social worker (n=49), care manager (n=25), case manager (n=21), and care coordinator (n=20). Thirty-three
respondents indicated they have more than one staff position dedicated to addressing patient social needs. Two indi-
cated they have different staff for inpatient and outpatient social needs.

Screening

To assess the extent of pa- Figure 3. Facilities Screening for Patient Social Needs, Frequency of Screening, and Sites
tient social needs-focused Documenting Results in EHR/EMR (n=193)

practices, respondents were
asked whether their facilities ; 74%
screen for these needs; if so, 3%

how frequently; and whether :

they document the results in :

their electronic health/ :

medical records (EHR). Those :

who were unsure or whose :

facilities do not screen were :

asked to skip several ques- I'

tions. Sixty-three percent of :

36%
30%
258 28%
I I I “

respondents screen for pa-
tient social needs (Figu re 3)_ Screen for social At every visit At the.lr. initial At th_e pro?lder 5 Annually Other Screening resu.lrj
needs visit discretion documented in

These screenings happen at EHR/EMPR
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a variety of frequencies with sometimes multiple timings Figure 4. Portion of Patients Who Get Screened
within a facility (respondents could choose more than (n=193)

one option). Of those facilities that screen, 74% docu-
ment results in their EHRs/EMRs.

More than half of respondents (57%) indicated that they
screen all of their patients for social needs, while 34%
screen 50% or more of their patients, and 8% screen less
than 50% of their patients (Figure 4).

m Al

® 50% or more

There is no uniformity in the type of patient social needs
screener used across respondents. Types include add-ins
to facility EHRs, unspecified social determinants of health
screeners, validated instruments such as PRAPARES, de-
pression and mental health assessments, and question-
naires about specific needs, such as food security, hous-
ing, and personal safety.

Less than 50%

Missing

Addressing Patient Social Needs
In Facilities that Screen

Respondents who indicated they do screen for social needs were also asked how they address those needs once
identified and, if they do make referrals to supportive services, how those referrals are made. Respondents could
choose more than one option for both of these questions. Providers primarily refer patients directly to social services
(Figure 5), although about
two in five also refer pa-
tients to another staff mem-
Providers refer pts directly to approp social services _ 73% ber to facilitate service con-
nection and partner with
social services to provide
Providers referptstoa pa‘uigatn rfcare manager for _ 20% resources within the facility
assistance (e.g., partnering with public
transit to offer medical
We partner with suv_::'la_l ser‘..r'u:es_t_ﬂ provide resources _ 2% transportation or with a
within our facility food bank to help alleviate
food insecurity). About 4%
of respondents take no spe-
Cther . 75 cific action after screening,
an avenue of possible sup-
port and improvement for
We take no specific actions after screening I 4% future DPHHS grant cycles
(see discussion at end of
section).

Figure 5. How Facilities Screening for Patient Social Needs Address
Needs Once Identified (n=193)

Facilities that screen make referrals most frequently within their EHR (73%), followed by phone (53%), giving infor-
mation to patients to follow up on (51%) and via warm hand-off (direct introduction of the patient to the social service
provider, 47%). See Figure 6 for further information.
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In Facilities that Do Not Screen Figure 6. Avenues for Referral of Patients After Social Needs Screening
There were 109 respondents who (n=193)

said their facility does not screen for

patient social needs (n=70) or who within facility EHR | :::
were unsure about the answer to

this question (n=39). These re- Phone NG -
spondents were asked how their

facilities address patient social Give informaticn to the patient for them to follow-up || NN -1
2;?/22 Vg}etﬂéhfggp:izzr;;gheenrg Warm hand-off {direct introduction of patient to a7

49% provide contact information to soctalsenice)

the patient to follow up, while 42% Fax [ s

directly refer patients. About one in

five (18%) do not address patient email [N 21

social needs, again highlighting a

potential avenue for improvement otner [ 5%

and support for DPHHS.

Another important note for both fa- Via bi-directional referral (like MT COMMECT) . 4%

cilities that do and do not screen:

patients who are given information

to follow up on are less likely than patients who receive a referral or warm hand-off to connect to supportive ser-
vices?. For both facilities that do and do not screen for social needs, altering referral methods to include more direct
referrals, thereby removing the necessity from the patient, can lead to better health outcomes.

Z-Codes and Internal Performance Measures

Respondents were asked whether they document and use Z-codes to address patient social needs. Z-codes are ICD-
10 codes that give deeper

Figure 7. Facilities that Document and Use Z-codes to Address Patient information about the cir-
Social Needs and Internal Performance Measures Tied to Social Needs cumstances of a patient
(n=305) whose symptoms make their

conditions hard to diagnose.
Some of these codes pertain
to SDOH and might be of use
in understanding and ad-
dressing patients’ complex
needs, although they are not
billable codes. Respondents
also were asked whether
12% they have internal perfor-
mance measures tied to pa-
- tient social needs. The re-
sponses to these questions

Patient m.::h?l needs documented E-EDdes_used to address patient . Internal Ferﬁ:lrm.ance measures also may guide future
using Z-codes social needs (N=61} tied to patient social needs [N=305) .
DPHHS grant-making.
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While only 20% of respondent
facilities use Z-codes (Figure
Age |, B E5 7), 61% of those facilities use

Figure 8. Demographic Data that Can Be Pulled from Respondents’ EHRs [N=305)

Soc I 7% them to address patient so-
cial needs. Only 12% of facili-

ties have internal perfor-
Insurancetype N 7O mance measures tied to pa-
tient social needs, another
potential avenue of support

Zip code |, £3%6

Race I G6%

Ethnicity I G 2% and quality improvement for
Primary language spoken at hame GGG 55 DPHHS programs.
Gender identity I 57 Demographics
Sexual orientation I 5% Figure 8 shows the patient
Veteran siatus I - demographic data respond-

ing facilities can pull from
their EHRs. The most com-
Income level I 13% monly available demographic

e — data are age (88%), sex
(87%), zip code (83%), and
insurance type (79%). “Other”
categories cited by respondents include marital status and religion. Demographic data is crucial to understanding the
risks, needs, and health burdens of the populations served by healthcare systems. Disparate health outcomes can be
attributed to demographic differences. Focused outreach to high-risk and high-burden populations through demograph-
ic data analysis and thoughtful partnership with community social supports can improve patient and population health,
reduce healthcare costs, and increase community interconnectedness, highlighting the intersection of health within
and outside of a healthcare facility.

Disability status | 1%

Barriers

Although screening and referring patients to community social supports is shown to improve health outcomes, the pro-
cess can be challenging, and unexpected barriers can hinder the most well-intentioned efforts. Respondents were
asked to select the barriers that make it difficult for their facilities to address patient social needs. They had the option
of selecting as many barriers as were pertinent. The top three challenges identified (Figure 9, following page) are lack
of internal or community resources (60%), lack of time (52%), and not having a screening and referral process built into
daily workflows (39%).

Although this option was not included among the choices in this question, many healthcare providers cite lack of reim-
bursement as a reason for not addressing either patient social needs or prevention measures in general. Healthcare is
slowly moving toward a value-based payment model in which team-based care, clinical-community linkages, and part-
nering to alleviate upstream determinants of health are monetarily rewarded, but this change from fee-for-service with
a focus on disease has not taken hold in every healthcare system or facility.

Furthermore, although community supports do exist to assist patients with their socioeconomic, behavioral health,
mental health, and preventive needs and goals, the organizations that provide these services often are understaffed,
underfunded, and under-capacitized in ways that would make it difficult to address the needs of every referred patient.
Many locations do not have the types of supports their patients require, from behavioral health providers to adequate
guantities of affordable, safe, accessible housing.

dPHilio
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These issues should be
taken into account as
public health moves to-

Figure 9. Barriers Making It Difficult for Healthcare Facilities to Address Patient
Social Needs (N=305)

ward encouraging Lack of resuurFes (lnt:ernal, Fu:ummunlt,l] toaddress _ 0%
identified social needs

healthcare systems to

assist with patient social tackof time [ i

needs to avoid over-

burdening the partners Not built into our daily workfow [N 3o

who would make this
process possible. A po-
tential solution is foster-
ing collaborations among
departments and pro-
grams throughout state
government as well as
with non-profit and com-
munity-serving organiza- otner | 2%
tions with a statewide
profile to address the most effective SDOH interventions®. These collaborations might leverage state-scaled resources
while allowing locally driven solutions to emerge in a more enriched and supportive environment. Another potential so-
lution, using Medicaid dollars to reimburse social welfare agencies to provide health-improving services, is being mod-
eled in North Carolina®.

Next Steps

Lack of training ||| 2=

Patients are not comfortable talking about social needs _ 17%

Staff are not comfortable talking about social needs - 108

About one in three (n=98) respondents expressed interest in receiving technical assistance and resources to improve
their patient social needs-oriented work or to receive information about future funding opportunities from the CVH and
MDP on social determinants of health projects. This information will be distributed soon after completion of this report.

Results from this survey will be presented to the Chronic Disease Bureau’s Epidemiologist Work Group, as well as to
the Chronic Disease Bureau Management Team to inform future work with local healthcare system and community
supportive service partners as public health moves nationally to address patient social needs through building and sus-
taining clinical-community linkages for the benefit of patients and the systems they rely on.
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DPHHS complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al 1-406-444-1386 (TTY: 1-800-833-8503).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-406-444-1386 (TTY: 1-800-833-8503).

This publication was supported by the Cooperative Agreement Number CDC-RFA-DP18-1815PHF18 from the Centers for Disease Control and Prevention. Its contents are solely
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