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Creating an Optimal
Environment for Quality
Healthcare for Individuals,
Families, and Communities

Supporting equity at scale
across HQIC-enrolled hospitals
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Nicole Ford, MBA, CPHQ
(she/her)

Nicole Ford is a project manager for HANYS and the Eastern
US Quality Improvement Collaborative (EQIC) and brings more
than 10 years of program management experience to her role
leading health equity, quality improvement and patient safety
initiatives.

Ford works with hospitals and health systems to achieve
measurable outcomes and develops programming to build
organizational capacity to eliminate health disparities and
advance health equity.

She holds a Master of Business Administration in healthcare
administration from Excelsior College and is a certified
professional in healthcare quality.
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Who we are (1)

HANYS represents and advocates on
behalf of all NY hospitals and health
systems at all levels of the federal and
state government to advance the health
of individuals and communities.

EQIC is an initiative of HANYS in
partnership with other state hospital
associations to support member
hospitals” improvement work with
education, tools, resources and direct
project management as part of the CMS
Hospital Quality Improvement Contract.

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

%o EQIC

EQIC PARTNERS

" Connecticut Hospital Association

* Foundation for Healthy Communities/ New
Hampshire Hospital Association

= North Carolina Healthcare Foundation

" Vermont Association of Hospitals and Health
Systems

" Vermont Program for Quality in Health Care,
Inc.

= West Virginia Hospital Association
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EQIC hospitals

Connecticut North Carolina New Hampshire

h A

New York Vermont West Virginia
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Hospital totals
Connecticut 10
North Carolina
New Hampshire
New York
Vermont

West Virginia
Grand total 161

m CAH

m Rural IPPS
Urban
Tribal
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Building and strengthening our infrastructure for assessment

OUR CHALLENGE: Achieving equity and eliminating health disparities requires an
organization-wide commitment supported by strategic planning to embed equity into
overall operations.

ACTION: A gap analysis tool was designed to support hospitals in assessing their

current state to identify potential gaps for improvement and work towards CMS’ health
equity goals to reduce disparities.

OUTCOME: Action plans were developed by hospital teams to track progress toward
advancing each level of implementation across all seven assessment categories.
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IMPLEMENTATION ACTION PLAN/
STATUS MEXT S5TEPS

BEST PRACTICE

ELEMENT RECOMMENDATION

FLILLY PAATIALLY

EQIC’s Health Equity P F—————
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Checklist assessment

categories

. Organizational leaders
. Workforce training
. Data collection and ut
. Data validation

5. Data stratification

6. Health literacy, cultural
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Equity in action:
Jamaica Hospital Medical Center

Following the completion of HANYS’ Health Equity Gap Analysis, MediSys

Health Network:

* appointed a health equity leader and created a health equity and inclusion
committee;

* targeted performance improvement strategies to promote health equity;
and

* set a top goal to improve health equity service line projects to reduce
health disparities among at-risk populations.
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Making equity a reality

Project example Outcomes

Established the Violence Elimination and Trauma = Nearly 20% of GSW patients had previous hospital

Outreach (VETO) Program.
The pilot included 213 eligible gunshot wound
patients.
An SDOH screening tool was built in the EHR
Social service workers address HRSNs and provide
survivors of gun violence with the following crisis
interventions:

weekly follow-up calls

intensive case management; and

counseling and referrals to wraparound

services.

admissions due to unrelated traumatic injuries.

Data showed that after a two-year pilot
evaluation, program graduates had a lower
trauma recidivism rate than non-graduates, with
one out of 75 (1.33%) pilot graduates versus nine
out of 138 (6.52%) pilot non-graduates
readmitted due to a violent injury.
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2023 Health Equity Gap Analysis

e 105 hospitals participated

* A majority met the Basic/Fundamental level across
all seven assessment categories
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Re S U | tS Hospital Health Equity Gap Analyis Status

B0%

Top advanced areas
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20
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50%
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Cultivating pathways to equity success

= Target top priority focus areas to inform
roadmap activities.

= Support hospitals in designing equitable
solutions to improve health outcomes.

= Optimize results to guide strategic action
planning and the elimination of health
disparities.

" Harness peer-to-peer learning platforms to
share challenges and spread successes.
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A Practical Approach to Hospital Health Equity
Implementation
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Q u a | | y Creating an Optimal
- Environment for Quality
IE\\ ‘ O n' 'e re n C e Healthcare for Individuals,
» Families, and Communities
Resilient and Ready Together

Rosa leads Alliant Health Solution’s health equity strategic
portfolio and embeds health equity in the core of Alliant’s work.
She has 10+ years of experience in public health advisory for
premier agencies, including the Centers for Disease Control and
Prevention (CDC), the National Institutes of Health (NIH), and
the Food and Drug Administration (FDA). Rosa holds a master of
Rosa Abraha public health in health policy and management from Emory

Health Equity Lead DRI
Alliant Health Solutions
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Who We Are (2)

Alliant was founded in Atlanta, Georgia in 1970 and currently
has customers in 19 states consisting of federal, state, and
local organizations.

Clinically-led and data-driven organization with one goal of
improving health care for everyone.

QIN-QIO for both the 12t SOW and Hospital Quality
Improvement Contractor (HQIC). M -
Alliant HQIC supports 146 enrolled hospitals from 13 states. Innovative people using data-driven
In 2023, Alliant was named one of the “Healthiest Employers” insights and agile processes and tools —
and “2023 Best Places To Work” by the Atlanta Business making health care better
Chronicle. This was the 12t time in 15 years that Alliant has

been named a top employer.
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Embedding Health Equity in Hospital Planning

48% of our HQIC hospitals operate in a rural or critical access designation and thus may not have adequate
staff support. We developed the following list of key personnel that all hospitals should include to address
health disparities effectively:

1.

vk wnN

Case Management
Quality Team
Registrar Team
Social worker(s)
Involved department leadership
* i.e., ED, MedSurg, Rehabilitation, Swing bed

Hospital Staff Pertaining to the Five CMS SDOH Domains:

O

O O O O O

Food Insecurity: Dietary/Nutrition Dept., swing bed

Transportation: EMS, Paramedics, ED

Homelessness: Social worker, discharge planners, swing bed

Utility Difficulties: Social worker, discharge planners, swing bed
Interpersonal Violence: Social worker, discharge planners, swing bed

All Domains: Language line interpretation services/personnel
CMS 2024
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Hospital Champion — Making Health Equity Practical!

e AHS has partnered with one of HQIC’s health equity superstars, Tift
Regional Medical Center in Georgia. The main medical center has a 181-
bed regional referral hospital located in Tifton, but their Southwell Medical
location is an acute care facility in Cook County with a 12-bed geriatric
psychiatric unit and a 95-bed skilled rehabilitation facility.

e Collectively, we’ve developed a step-wise practical approach to health
equity implementation that we’ve taught collaboratively through two
health equity strategy sessions. These events have been highly successful
and served 110+ participants across 50+ HQIC hospitals in 11 states.

* To learn more, here are the materials from Session #1 and Session #2.

LeAnn Pritchett, MSN RN CPHQ
System Director of Quality & Safety
Tift Regional Medical Center - Southwell
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https://quality.allianthealth.org/conference/health-equity-strategy-series-how-to-make-it-work-for-your-hospital-part-1/
https://quality.allianthealth.org/conference/health-equity-strategy-series-how-to-make-it-work-for-your-hospital-part-2/

AHS Six Step Model for Hospital Health Equity Implementation

Step 1: Identify
your health equity
champion and
team, including
leadership

Step 6: Develop
community
partnerships that
focus on reducing
your identified
disparities

Data
Collection

) Step 5: Develop
Domain 1 L concrete health

Equityis a : f equity goals with
e Hospital Cor.nmltment to Leadership e
Health Equity Measure Engagement term action steps

Priority to address your

identified

disparities Step 4: Utilize your

data to identify
and address 1-2
priority
populations
experiencing
health disparities
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Tift Regional Medical Center Identifies Inequities in Readmissions
2. All Readmissions by Race/Ethnicity

Health Disparities Dashboard

However, Black/AA

1. All Admissions by Race/Ethnicity

All Admissions Patient Race/Ethnicity - 30 Day Readmits w/ Excludes ... - 30 Day Readmits w/ Excludes (An...

. ) Asian .
American Indian o Unavailable
%

O
or Alaska Native &OI?/V 0%
0% e

Black/AA

All Admissions

A

<

L F S & o8 E
194 HEART FAILURE PR wo & & & & o & 5 & S &
463.ACUTE KIDNEY INIURY 3 e & S S & & o
720.SEPTICEMIA & DISSEMINATED INFECTIONS B e oSS ; D . & & e B @55 »F ¢ & o"\\d & &
469 ACUTE KIDHEY INIURY Tnom Ll eswsoneea mocsounes Tt sarewnonmcouscousiess | o & 7 & = &
463-KIDNEY & URINARY TRACT INFECTIONS 6 MK g cnouwostecrom | a7ee  720SCPIICEMIAMDISSEMINATED INFECTIONS 3 «
et e s Do e s : neeasin a
45.CUA & PRECEREBRAL OCCLUSION W INFARCT 6 wox a6+ Houss 1 azem %5 CVARPRECERGGRAL OCCLUSONW INFARCT 2
133 RESPIRATORY FAILURE s 862% 275 HEPATICCOMA & OTHER MAIOR ACUTE LIVER DISORDERS 1 aem  2S3OTHERKUNSIECIHIED GASTROINTESTINAL HEMORRHAGE 2
e : Com oo T ieoma ospasis orsonoERs : . o M 2 2 4
249-OTHER GASTROENTERITIS, NAUSEA & VOMITING 4 690% 463 KIDNEY & URINARY TRACT INFECTIONS o e DR . |
243 OTHERGASTIORNTERES AL vt i snses e iy L e mevearwon ssomioss. : .
241PEPIIC ULCER & GASTRITIS 3 iy IBLOWER EXREMITYARTERIAL PROCEDURES LA rncuicens astas :
468-OTHER KIDNEY & URINARY TRACT DIAGNOSES, SIGNS & SYMPTOMS 3 a7 LEDENTALDISEASES & OISORDERS L AT ) OR RESPIRATORY INFECTIONS & INFLAMMATIONS 1 | | a |
247INTESTINAL OBSTRUCTION 1 ATE e oo H
251 ABDOMINAL PAIN 1

Index Admissions

4

Readmissions Visits Only

patients

the top
recurring
diagnosis in
readmissions
among
Black/AA
males

4. Food
Insecurity
and
Transportation
are the top

pa:nentsk disproportionately make &
Onoy n;a "e up up the largest % of :
14/:_0 a readmissions at 13%
3. Black/African American Males Readmissions, Heart Failure e e e S S
o o e i ‘a\m\” ?ncé\‘-\" o \\e@‘“&a qa‘w“ol Rl L
Heart failure is e )
Top 10 APR-DRG - AA Male e -

Patient Race/Ethnicity

May - July 2023: SDOH Screening
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Tift Regional Medical Center — Health Equity Goals and Action Steps

collaborative rounds, and discharge planning

Utilize CHNA to engage community partners

Ensure community partners and PFAC are embedded in co-development and
collaboration of health equity priorities and solutions

Began participating in all community opportunities — most recent was an AA church
led meeting on homelessness

engagement.

Improved patient experience, engagement in care,
and outcomes.

Identify community needs of populations not
identified in internal data and fosters community
partnerships

Improved resources to meet patient needs

Goal Intervention / Action / Best Practice Expectation Target Date
Decrease % 30-Day All- Provide resource list at discharge for those who screen SDOH positive and increase Patient-centered focus on needs and barriers 9/30/2023
Cause Readmissions for follow-up calls with patients’ post-discharge (access/transportation) will decrease readmissions.
Black/African American Collect patient feedback on barriers and factors related to readmission to help Understanding why AA male patients are missing
Males reimagine the discharge process appointments and readmitting to address gaps.
Cardiologist at Southwell Medical to attend the Community Health Center twice a Decrease risk related to SDOH.
month to build rapport with patients Improved communication, learn and establish trust.
Conduct a HF Roundtable with physicians to understand physician perspective on why Improved community education and trust.
patients are readmitting
Conduct CPR Hands Free Events in the community to help save lives where major
transportation gaps exist
Create a dedicated follow-up phone number for this population
Improve Health Equity New Information System update to include health equity data collection and Improved data analytics to better understand causal | 11/30/ 2023
Data Collection, Analysis, consistent reporting — includes the 5 CMS SDOH variables + additional ones like link between SDOH and patient outcomes and
and Comms insurance type and income action plan
Implement Best Practices Engage patient/family in pre-admission process, bedside shift change/huddles, Improved action planning and community 12/30/2023
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Alliant Tool for Hospital Health Equity Strategic Planning

AR sy HOSPITAL HEALTH EQUITY
SN STRATEGIC PLANNING TOOL

1 1 1 1 This tool provides a framework for hospital leadership and staff to develop a health equity strategic
* The purpose Of thls tOOI IS to prOVIde a fra meWO rk for hospltal plan that meets the CMS Hospital Inpatient Quality Reporting (IOR) Program Attestation Guidance
for the Hospital Commitment to Health Equity Measure. Per Domain 5 Leadership Engagement in

|eadership and Staff in the development Of a health equity Strategic the guidance, the health equity plan should be reviewed and updated at feast annually. To view an

example of a completed hospital health equity strategic plan, visit our Alliant HQIC website here.

plan that meets the CMS Hospital Inpatient Quality Reporting (IQR) B rrorr——
Program Attestation Guidance for the Hospital Commitment to Sttt ot b oo Lacnshsatul st Honphal Bl on
Health Equity Measure. Per Domain 5 Leadership Engagement in Cee—

the guidance, this plan is to be reviewed and updated at least

annually.

Hospital(s) Background:

* December 2023 training session and materials, including an
example completed strategic plan, can be found here:
https://quality.allianthealth.org/conference/hqic-health-equity-
planning-office-hours-december-21-2023/ reatth Bquly Statement
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https://quality.allianthealth.org/conference/hqic-health-equity-planning-office-hours-december-21-2023/
https://quality.allianthealth.org/conference/hqic-health-equity-planning-office-hours-december-21-2023/

NEW! Alliant Tool for Social Determinants of Health Referral at Discharge

EALLIANT

HEALTH SOLUTIONS

RSN ) L
Wetswzric of Guality brgrovemnart s
[

reazon Cartnacton
CRMTIRS FOR RINCAR B REDACAID ST
HEALTY BAMADVEAANT i SNSUATION GROLS

SOCIAL DETERMINANTS OF HEALTH (SDOH)

DISCHARGE REFERRAL LIST

This teol helps your healthcare team address any social challenges that might affect your health and connect you and your caregiver with essential community

resources that promote your total well-being.

HEALTH LITERACY - The degree to which
individuals have the capacity to cbtain, process
and understand basic health information and
services necessary to make appropriate health
decisions.

Primary Language:

O Needs interpreter

Lan Line:
Interpreter 1:
Phone:

Interpreter 2

Phone:

SOCIAL ISOLATION - The lack of
relationships with others and little to no social
support or contact.

Senior Center 1.

Contact person:

Phone:
Senior Center 2

Contact person:

Phone:
Adult Day Center:

Contact person:

Phone:

HOUSING INSTABILITY - Encompasses
multiple conditions ranging from the inability
to pay rent or mortgage, frequent changes

in residence, including temporary stays

with friends and relatives, living in crowded
conditions, and lack of sheltered housing in
which an individual does not have a perscnal
residence.

O Inability to pay rent/mortgage
O Frequent changes in residence
0O Crowded conditions

0O Lack of sheltered housing

Shelter 1: 0 Male O Female [ Family

Contact person:

Phone:

Shelter 2:[] Male [ Female [ Family

Contact person:

Phone:

Shelter 3: (1 Male [ Female 0O Family

Contact person:

Phone:

UTILITY DIFFICULTIES - Inconsistent
availability of electricity, water, oil and gas
services. This is directly associated with
housing instability and food insecurity.

O Electricity [ Water
O Qil and/or gas

Electric Company:

Contact perscn:

Phone:

‘Water Company:

Contact person:

Phone:

Gas/Qil Company:

Contact person:

Phone:

Faith-Based Organization:

Contact person:

Phone:

Other Organization:

Contact person:

Phone:

FOOD INSECURITIES - Limited or
uncertain access to adequate quality and
quantity of food at the household level.

Meals on Wheels Program:

Contact person:

Phone:

Local Area Agency on Aging:

Contact person:

Fhomne:

Food Bank/Food Pantry:

Contact person:

FPhomne:

Food Bank/Food Pantry:

Contact person:

Phomne:

Food Bank/Food Pantry:

Contact person:

TRANSPORTATION DIFFICULTIES
Limitations that impede transportation to

Non-Emergency Transport Company 3:

destinations required for all aspects of daily

living. Contact person:

Phone:

O Medical O Mon-emergent

Medical Transport Company 1 United Way (Local Chapter):

Contact person: Contact person:

Phone: Phone:

Medical Transport Company 2: Faith-Based Organization with Van:

Contact person:

Contact persomn:

Phone: Phone:

Medical Transport Company 3: Faith-Based Organization with Van:

Contact person: Contact persomn:

Fhone: Phone:

Non-Emergency Transport Company 1: Faith-Based Organization with Van:

Contact person: Contact person:

Phone:

Phone:

MNeon-Emergency Transpert Company 2 Other:

Contact persomn:

Phone:

Contact person: Phone:
Other Organization: Phone:
Contact person: LLIANT

Phone:

https://quality.allianthealth.org/wp-content/uploads/2023/12/SDOH-Discharge-Referral-List-Fillable 508.pdf
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Monthly Hospital Health Equity Office Hours Continuing in 2024!

EALLIANT bl o

b w Home Programs Events Resources
CENTERS FOR MEDICARE & MEDICAID SERVICES
HEALTH SOLUTIONS | lausum miesoventent & iwovarion caous 0215.24_TO3_HQIC Health CLICK 06.20.24_TO3_HQIC Health
Equity Office Hours ONTITLES Equity Offlce Hours
— T0 ROSA ABRAHA, MPH
REGISTER

032124 TO3_HOIC Health 2\ 0718.24_TO3_HOIC Health G T sl
(What can we help you find? Equity Office Hours - Equity Office Hours
0418.24 TO3 HQIC Health 081524 TO3 HOQIC Health
Equity Office Hours Equity Office Hours
Education on Demand
OVERVIEW: Stap T:(dartlfy

HQIC Office Hours

HQIC Health Equity Planning Office Hours - @
December 21,2023

HQIC Health Equity Planning Office Hours - @
November 16, 2023

HQIC Infection Prevention Chats | October 25, @
2023

HQIC Health Equity Planning Office Hours - @
October 19, 2023

HQIC LAN Events

The Core Elements for Antibiotic Stewardship @
in Action - Tracking, Reporting and Education |

Oct. 24, 2023

Health Equity Strategy Series: How to Make it @
Work for Your Hospital - Part 2 | Sept. 27,
2023

The Core Elements for Antibiotic Stewardship @
in Action - Pharmacy Expertise and Action |

HQIC Community of Practice
Calls (COP) Events

The Core Elements for Antibiotic Stewardship @
in Action - National Antibiotic Stewardship
Updates | Nov. 9, 2023

Rural Governance: Activating Your Hospital @
Board as Partners in Improving Qutcomes |
Oct. 12, 2023

Building Reliable Sepsis Mortality Prevention @
Practices | Sep. 21, 2023

EALLIANT L8 e

HEALTH SOLUTIONS | Gl mmoeimnrs waowmom ssove

ALLIANT HQIC
Health Equity Office Hours
Tues, Jan. 16 from 3-4:00 p.m. ET & Every

3rd Thursday from 3-4:00 p.m. ET from
February through August 2024 via ZOOM

01.16.24_TO3_HOIC Health
Equity Office Hours

05.16.24 TO3_HQIC Health
Equity Office Hours

Interested In networking with peers and learning n{%}:n‘fn'ﬁ»-n
about the health equity regulatory reguirements and
best ways to Implerent at your hospital? Join our
subject matter experts from Alllant Health Solutions
and Tift Reglonal Medical Center (GA) for monthly
Interactive office hours.

Office hours are participant driven and with
minimurm slide presentations. Discussions will focus
on the six health equity planning and actlon steps as
well as other questions from the hospitals, e.g., CEQ
engagement.

o a0aRar o
dspartiis

Office Hours will be held the 3rd Thursday of the month
from 3-4:00 p.m. ET. Please register to attend.

Jan. 16,2024 + Feb, 15,2024 + Mar. 21,2024 - Apr. 18,2024
May 16,2024 » Jun. 20,2024 « Jul. 18,2024 « Aug. 15,2024

Jundar

e e L R B Tnr, i an s o ces

Wiews avprassad in this material donot nacessarily raflect the official views or policy of CMS cr HHS, and any refersnce to a

apacific praduct or arity harsin does nat consttuts andorsemant of that produzt or antty by CMS or HHS, Publication No.
TAECW-AHE-QIN-CI0 TC3-HEIC-4A51TVAE/ZS

JOIN OUR UPCOMING WEBINAR EVENT

Health Equity Lead

LEANN PRITCHETT, MSN, RN, CPHQ
System Director of Quality and Safety
Tift Regional Medical Center

Health equity team leaders,
quality and patient safety
professionals, clinical social
workers, community and
population health professionals,
clinical team members, leadership

FEATURED
SPEAKERS:

AUDIENCE:

Sept. 19, 2023

-GMS 2024
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Cultural and Linguistically Appropriate Services (CLAS):
Bite-Sized Learning Video Toolkit

i g N Health Literacy with Dr. Iris Feinberg, PhD, CHES
Who Has Low Health Literacy? - . ; e
Alliant QIO - 116 views 3 months ago

Bite-Sized Learning: Using Teach-Back
Alliant QIO - 26 views * 8 days ago

Health Literacy st incscsess | Bite-Sized Learning: CLAS 101

Alliant QIO - 37 views - 1 month ago
Alliant QIO

4 videos 2 views Last updated on May 18, 2023

= 2=

Bite-Sized Learning: CLAS Implementation

Alliant QIO - 38 views - 1 month ago

P Playall >Z Shuffle
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Resilient and Ready Together

]
Collaborating For Equity: Supporting the Integration | &y

of Social Care into Hospital Care Delivery

Laura Benzel, MS, BS, CSSGB
IPRO Health Equity Lead
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The IPRO HQIC

* A federally funded Medicare Hospital Quality
Improvement Contractor (HQIC) in 12 states

* |PRO collaborates with several organizations to
reach hospitals.

B IPRO B Q3 Health Innovation

® Healthcentric Advisors ~ © 2Ttners

" Superior Health

B Kentucky Hospital Quality Alliance

Association
~ Qlarant American Institutes
for Research (AIR)
QSource Health Equity
Subject Matter Experts
(CMS 2024
y Eea-‘th — = QIN-QIO IEE\IMQ +:|lf|8it\r Improvement and Z\\ Qual rty
g Equy [PRO Innovation Contractors Conference

® HQIC CENTERS FOR MEDICARE & MEDICAID SERVICES -
9 IQUALITY IMPROVEMENT & INNOVATION GROUP Resilient and Ready Together
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Resilient and Ready Together

Laura is a Project Director at Qlarant and supports the IPRO Quality Innovation
Network — Quality Improvement Organization (QIN-QIO), a Centers for Medicare &
Medicaid Services program, as a health equity subject matter expert across 11
states (NY, NJ, OH, MD, DE, and the 6 New England states) and the District of
Columbia. Since 2016, Laura has served as an advisor, consultant and subcontractor
to NORC @ University of Chicago for a national healthcare disparities quality
Laura Benzel, MS,  improvement initiative for the CMS Office of Minority Health. Laura holds a

BS, CSSGB Masters of Science in Health Systems Management and is Six Sigma Green Belt
Certified.

CENTERS FOR MEDICARE & MEDICAID SERYICES



IPRO Cross-Task Health Equity Task Force

/4

" Health Equity
Presentations “
()
Health ‘i
Equity |
Strategy /’
* Learning & g
Action Y~
Networks y
7/ Multimedia £
¢ Resources
) Development
N &
“ Dissemination
}~[: = (CMS 2024
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Health Equity Organizational Assessment (HEOA)

Assesses an organization’s ability to

@ﬁ@\& collect, validate, and stratify patient
sociodemographic data to identify and
a

ct once disparities have been identified.

Organizations complete the online HEOA

Organization

Infrastructure & Culture

Data Collection

Data Collection Training

Data Validation

Data Stratification

Communicate Findings

Address & Resolve Gaps
in Care

—
= Qé Assessment and use the IPRO Report to
— % identify opportunities for improvement
Iallle
y ?gla"l?y] - QIH'QID IE::LE% |:|rf|l‘.‘t\‘u_;:it'grlmpruveme nt and
Innovation Contractors
= HQIC EEHTERtSIFGE MJ:EDIE:‘RE& MEDICAID SERVICES
FUALITY IMPROVEMENT & INNOVATION GROUP

IPRO assists facilities to develop and f
implement an action plan to address ]
opportunities for improvement.

IPRO HEOA Resources
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https://qi-library.ipro.org/2023/05/23/heoa-affinity-group-series-slides/

HQIC HEOA Aggregate Results

¥ Health
Equity

IPRO HQIC HEOA RESULTS BY CATEGORY
N=194

Organizational Infrastructure & Culture
Addressing & Resolving Gaps
Communicate Patient Findings

Data Stratification

Data Validation

Data Collection Training

Data Collection

0 50 100 150 200

mBASIC mINTERMEDIATE mADVANCED wm NONEOFTHE ABOVE mNO SCORE
CMS 2024
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U 20800 | suentof ot oot o NMConference
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Affinity Groups

* Assist hospitals to prepare to
meet the CMS health equity
measures.

* Includes peer-to-peer learning
and sharing.

CMS Health \
Equity

* Detailed summary disseminated Measures
after each session.

* Facilitated by IPRO Health Equity
Leads

) -GMCS) 2024 |'-ty
Health = QIN- NQIIC U
*Equiw — = | et ““Conference

= HQIC CENTERS FOR MEDICARE & MEDICAID SERVICES -
IILALITY IMPROVEMENT & INNOVATION GROUP Resilient and Ready Together



HRSN Education Sessions & Resources

Education Sessions

= CMS
* Inpatient Quality Reporting

* Hospital Commitment to Health
Equity Measure

e Social Drivers of Health Measure
* Health Equity Payment Rules

" The Joint Commission
* Health Equity Standards
* Health Equity Certification

NQIIC

- QIH-Q 10 Network of Quality Improvement and
Innovation Contractors

= HQIC CENTERS FOR MEDICARE & MEDICAID SERVICES
IQUALITY IMPROVEMENT & INNOVATION GROUP

Resources

= Five Social Drivers of Health
* Food Insecurity
* Housing Instability
* Transportation Needs
* Utility Difficulties
* Interpersonal Safety

= Curated Resources
* Affinity groups
* Educational sessions

\CMS 2024
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Assessment Results




Does your facility collect REaL data?

Does your facility collect REaL Data?

2019 2021Q3 202104 2022Q1 2022Q2 202203 202204 202301 2023Q2

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

B | don't know B No plans to implement B No, but will be implemented in the future B Yes, but a work in progress B Yes, successfully implemented

CMSQ 2024|'J[y
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Does your facility use data to identify gaps in care?

Does your facility use data to identify gaps in care?

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
2019 2021Q3 202104 202201 2022Q2 2022Q3 202204 2023Q1 2023Q2
B | don't know B No plans to implement i No, but will be implemented in the future B Yes, but a work in progress W Yes, successfully implemented
CMS 2024
A5 — LT 5 S — &)\\ Quiality
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Does your facility collect SDOH data?

Does your facility collect SDOH data?

2019 20213 202104 2022Q1 202202 202203 202204 2023Q1 2023Q2

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0

2R

B | don't know m No plans to implement m No, but will be implemented in the future m Yes, but a work in progress B Yes, successfully implemented
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Social Drivers of Health Resources

Qin-qio

QIO

« heatentic | QLN
iUty Advisors Qatty novaton etwor -
Qalty nprovement Onniatiors
= Qarant CENTES Ok MEDNCARE A MDA SV

Interpersonal Safety:
A Guide to Screening and Connecting Patients to Support Services

‘ y Health
Equity

Ask your

1. “Inthe past 12montt:

reqular
According to a 2017 report from the American Hospital
Association, amost 6 millon people nthe US. report

o m e y

care. Another 38 millon people report they are unable to
i any medical toanyfo

Y
Yes

No

by family orf Teen dating i 2. “Inthe past 12months, has lack of reiable
physical and/for emotional harm. Even insults or threats of canimpact their lifelong health and wellbeing. Among U.S. of transportation. transportation kept you from attending social events
violence or abuse can i ith, h onein12 ok ftmay i i getting
jolence, child | sexval dating violence
ahuse, elder abuse, and adolescent dating violence. Intimate Close to five million adults over 60 years of age, or nearly to purchase gas or maintainiit. An individual may live Yes
partner ‘abuse or OCEUISIN | one inten older adults, are abused each year; frequently in an area that has low walkability and lacks adequate, No

a romantic relationship” and encompasses a range of behaviors
including ageression, stalking, and sexval and physical violence.*
In the US., approximately 30% of women and 10% of men
experience rape, physical violence, and/or stalking by an
intimate partner. Twelve millon people each year are affected
by intimate partner violence.!

‘Women aged 18 to 24 and 25 to 34 experience the highest rates

the abuser is someone they trust and/or their caregiver.* safe bikes,
This includes d neglect, A heelchair y iving i ‘yes”to one or
physical, and sexual abuse. sk for both questi y need
Impacts of lack of interpersonal safety and may have i i toobtain ti
Increases the risk of: medical care. . .
. Ifa patient screens positive:

« Physicalinjuries and disabilties
+ Chronic conditions

of ntimate partner violence.? Children that eside in households
with jolence are y to be victims of

« sexually d other infectious diseases

hild abuse and physical P
violence can also have intergenerational health effects such as

. depression, and anxiety
+ Suicidal thoughts and attempted suicide

unintended pregnancy, low- dfor preterm |,
births. « Mortality.

" Centers for ion and Control

) October 11,2022,

Hotiine, Domestic Violence

18,2023

lence-statistics

, Domestic

18,2023

* Office of the Assis for

July13,2013  https://bit.ly/3sBq0hj

for Domestic are Settings,

* Centers for Disease Prevention and Control, Teen Dating Violence, October 11, 2022

* Centers for Disease Prevention and Control, Teen Dating Violence, October 11, 2022

© National Council on Aging, Get the Facts on Elder Abuse, February 23, 2021
\der-abuse

1

adults those with lower socioeconomic status, people with
disabiites, ingi i

& First, ask the patient if they would like help.
« I they say yes, refer them to support services.

and Ifa patientis non-adherent to their

factor

Please see of ths iyer.
» Document and code® the results in the patient's

addressing

Acc ionis an
related social need; the lack of which perpetuates health
disparities.

Impacts of transportation barriers:

.
(transportation insecurity). This is a new Z code:
effective October 1, 2022.

™ It with

. Mi tests. to ensure
» Delayed diagnosis of serious medical conditions. proper coding.
. heath disparities and other social 5 8
risk factors such as food insecurity, social i PRAPARE sock i
loneliness, and unemployment. todistinguish between medical and o medical
« Inability i icati on barrk Jpportive servi
@ Increased risk for, and poorer y be dif i the circumstance.
chronic conditions.
» Increased healthcare costs, emergency room use,
and hospital readmissions.
» Higherrisk for premature death.
I I

| .
=aeaio | NOJIC
avae |NQIC
T I R

Energy/Utility Insecurity:
A Guide to Screening and Connecting Patients to Support Services

Health
Equity

Energy or utilty insecurity is the inabiity of housefolds to
meet basic energy needs. Energy encompasses electicy,
gas, or ather power sources for cooling, heating, ighting,
and other uses of appliances and devices. The inabilty to
mest these nesds s often because of financial ardships
or poverty butcan also be a resuit of o, i functioning or
nonexistent equipment, or poor insulation.

Impacts of energy insecuril

+ Increases the risk of food insecurity or unflled
medications because of energy and utiity needs

+ Increases the risk of heat and cold stress.

« Increases the rsk of hazards relatedito malfunctioning
equipment, inappropriate use of heating sources, and
Energy insecuricy affectsthe abilty of incividuals to Tack oflightin.
reside in comfortable environments eading to potentially
dangerous conditions where they face either extreme
heat orcold or sacrifice other basic needs .2, food
or megication) t cover the costof utities. I aditon,
individuals may resort to using potentialy hazardous
ahernatives such as space heaters or ovens as their
primary source of heat,

« Increases risk of inabilty o use electronic medical
equipment (e g, dislysis or oxygen machines] or take
medication that requires refigeration (e.¢., insulin).

+ Increases the rik for mental health conditions (e g,
stressand anidety) resulting irom economic hardships
and poorfiving conditons.

« Contributes to poorer health outcomes as well s social
and environmental consequences (e 2, mold, asthma,

According to the US. Departmen of Enerey, onein four
households report energy insecurity aimost every month,
‘some months, or within the last year based on data from stigma).
July 2021 through May 2023". Households that identify as
Black, Hispanic, or two or
insecurityat disproportionately higher rates compared
0 housefolds thatidentify as White or Asian. Renters
and have o i

Older family members are more ikely 1o report energy

Because of climate change, extreme weather conditions

that zre most vulnerable. To combat this, it s even
mare important that healthare providers play 2 rolein

y
screening patients and referring those who need help to
insecurty appropriate resources.

1US. Department of Energy, * olor Cc e
July6, 2023 hteps://bitly/3PGSNOM

Energy Insecurity at D Higher Rates;

1

m fr—
ity
==y
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A Guide to Screening Patients for Food Insecurity

Access to healthy, quality food can help individuals

achieve and maintain optimal health. The connection
active lf

documented by
Butd © i Vit g™ twe-quest
adequatefood. screening tool to screen your patients forfood insecurity:

According tothe LS. Department of Agriculture (USDA), 1
in8 people - or 38 million Americans - were food insecure
in 2020, The USDA defines food insecurity as a household-

© Hungeris anindividuakevel

Impacts of food insecurity:

# Associated with some of the most costly and
preventable diseases in the US.

» Exacerbates health disparities, especially for racial/
ethnic minorities.

# Increases the risk of malnutrition.

» Increases likelihood of skipping or underuse of
prescribed medications.

 Increases the risk for mental health conditions.
« Contributes to higher healtheare costs.
Healtheare providers can play an important ole in

identifying and addressing food insecurity. Screenall
patients and refer those who need help.

1. “Within the past 12 months, we worried our
food would run out before we got money
10 buy more’

OftenTrue

Never True

Sometimes True
Refused/Don't Know

2. “Within the past 12 months, the food we
bought just didnt last and we didn't have
money to get more”

OftenTrue

Never True

Sometimes True
Refused/Don't Know

=amao |NOIC
Netwarcf sty Imprvaren nd
) [T et
Tl e

REATANT & ACAHTON GROLP

g Insecurity:
A Guide to Screening and Connecting Patients to Support Services

Housing
homelessness. Housing instabilty means that indiicuals are
ither behind on rent or mortzage payments, move often,
spend mest of their income on housing costs or are atrisk of
i -
homel which

Inthe United sttes, d
homelessness on a single night n 2022. Of ths population,
fourin ten werein unsheltered locations wihich are
unsuitable for habitation. Additionall, three in ten

eviction'. Housing

part of a family with children.

means that i typically
used or designed for human sheltr (e, cars, streets,
i orshelters|ince

a5 Black/Afrcar-American/Afrcan and Indigenous among
those who! f

homelessness can vary,the U.S. Department of Housing and

of homelessness that includes four categories: 1) literally
homek of 3} homel

Impact of Housing Insecurity
+ Increased riskof chronic diseases (e, diabetes, high

y
respond “often true” or “sometimes true” to either
‘or both statements.

Ifa patient sereens positive:
« First, ask the patient fthey would ike help.

» Ifthey say yes, refer them to iices. Please

under Federal statutes, 4) flesing/attempting to fles domestic
violence * Each category has specific criteria assodiated with
1t,and can be found in this HUD document

Households that spend more than 30 percent of theirincome
onh deredito be hig

« Increased risk for mental health conditions suchas stress
‘and aiety resultng from economic hardships and
poor ving conitions, s well s higher risk for suicides
resulting from sress.

those that * G di
spend more than 50 percent of thei income on housing are crowding.
i burdened * Thi .c poorer

see the Resources section of his fiyer

# Document and code* the results in the patient's
electionic medical record:

o 1C0-10-CH Do Code 29,41 (Food nsecuiy)

with s money to spend on other necessites such as food,
healthcare, and utilfes. In 2021, record high of amost 46%
ofrenters, or 21 milion households, experienced 2 high cost
burden or housing®

assodial, economic, and environmental consequences.
+ Increased risk of premature death for individuals who are
homeless.

propercoding of patient conditions.

ontrol and Prevention,

August 16,2022

Janary 201,

quirementsfordefintion-of-homeless

Apilts, 2022

* ot Center

February,2023,

ongress,December 203

HQIC Resource Library (ipro.org)
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https://hqic-library.ipro.org/

Social Drivers of Health Resources con’t

Each Resource Includes:

" Introduction
* Findings from research
* Data/prevalence
* References

= Validated screening questions

= Helpful tips for introducing the
topic to patients

NQIIC

Network of Quality Improvement and
Innovation Contractors

= HQIC CENTERS FOR MEDICARE & MEDICAID SERVICES
IQUALITY IMPROVEMENT & INNOVATION GROUP

= QIN-QIO

= Additional screening tools and
surveys

= Resources for patients who screen
positive

= |CD-10 Z codes

= How to contact IPRO for technical
assistance

\CMS 2024
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Contact Information

IPRO Health Equity Lead

Laura Benzel

Qlarant
benzell@qglarant.com
-cm&zom |ty
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Connect with us!

IN-QIO | et

m m .. ' ;‘“""“"""""""‘ Home About Us ~ Who We Serve ~ Focus Areas ~ Blog Contact Q
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Working to ensure high-quality, safe,
and effective health care. ' 8

Highlighted Blog Posts

As the IPRO QIN-QIO, we bring together communities of healthe

e care continuurm, stakeholders, and patients in data-driven initiatl

We've added new Free Training: Nursing
COVID-19 resources Home COVID-19

As the IPRO HQIC, we provide targeted quality improvement as

st Preparedness
small, rural, critical access hospitals, and additional hospitals requiring technical

@IPROQINQIO @IPROQINQIO @IPRO QIN-QIO ° IPRO QIN-QIO
————
This material was prepared by the IPRO QIN-QIO, a Quality Innovation Network- CMS 2024
Quality Improvement Organization, under contract with the Centers for Medicare &
N Q | | C Medicaid Services (CMS), an agency of the U.S. Department of Health and Human u a rty
Hea_lth ] Q|H-Q|ﬂ Services (HHS). Views expressed in this material do not necessarily reflect the official \\
Equ |ty b INMI:: quualirgrmlumpm\rment sl views or policy of CMS or HHS, and any reference to a specific product or entity herein ( O nfe re n Ce
brizolol o does not constitute endorsement of that product or entity by CMS or HHS. Publication 40
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Convergence’s Approach
Share

context

Encourage
action
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“These are
' ard to model them,” she says. “It’s

W You’ve got |nd|V|duals with a variety of educational levels

' and physical environment,

. All of that needs to be

designed, and often redesigned given the dynamic nature of work, so we
can improve processes and, as a result, improve outcomes.”
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Convergence SDOH Support, 2022-2024

Goals Approach

Share context 1. Webinars to review CMS

Surface questions and concerns requirements; Mini-course

2. Storming sessions; Online

Support testing and learning _ .
Community; Listserv

= w N

Encourage action o _ _
3. Mini-course; Webinars with

hospital speakers; Data Collection
Tool

4. Ask questions that don’t yet have
answers
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What We're Learning

This is (still) new
and complex

Describe your
((Why”

An interdisciplinary
approach is a must

Support is needed
to translate data
into action
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2022: Focus on the Practicalities

Reporting Process

Hospital Commitment to Health Equity

Inpatient Quality Reporting program: https://qualitynet.cms.gov/inpatient/igr

SDOH-1 and SDOH-2

Optional Reporting Period N/A CY2023
Mandatory Reporting Period CY2023 CY2024
Publicly Reported? Yes No

IQR Guidance Docs/FAQ

https://qualitynet.cms.gov/files/6481de126f7

https://qualitynet.cms.gov/files/643473d9a4

752001c37e34f?filename=AttstGdnceHCHEM

84cd0017883d92?filename=SDOH Measure

eas v1.1l.pdf

FAQs April2023.pdf

IQR Specifications

https://qualitynet.cms.gov/files/6481de2304f

https://qualitynet.cms.gov/files/643473¢c599

753001cd056d1?filename=HCHEStrctMeasSp

209001651 eddf?filename=ScrnSocDrvrs Sc

ecs v2.1.pdf

rn Pos Specs.pdf

Resources

https://blog.medisolv.com/articles/a-guide-

https://blog.medisolv.com/articles/intro-

to-cms-new-health-equity-measure

cms-sdoh-measures
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https://qualitynet.cms.gov/inpatient/iqr
https://qualitynet.cms.gov/files/6481de126f7752001c37e34f?filename=AttstGdnceHCHEMeas_v1.1.pdf
https://qualitynet.cms.gov/files/6481de126f7752001c37e34f?filename=AttstGdnceHCHEMeas_v1.1.pdf
https://qualitynet.cms.gov/files/6481de126f7752001c37e34f?filename=AttstGdnceHCHEMeas_v1.1.pdf
https://qualitynet.cms.gov/files/643473d9a484cd0017883d92?filename=SDOH_Measure_FAQs_April2023.pdf
https://qualitynet.cms.gov/files/643473d9a484cd0017883d92?filename=SDOH_Measure_FAQs_April2023.pdf
https://qualitynet.cms.gov/files/643473d9a484cd0017883d92?filename=SDOH_Measure_FAQs_April2023.pdf
https://qualitynet.cms.gov/files/6481de2304f753001cd056d1?filename=HCHEStrctMeasSpecs_v2.1.pdf
https://qualitynet.cms.gov/files/6481de2304f753001cd056d1?filename=HCHEStrctMeasSpecs_v2.1.pdf
https://qualitynet.cms.gov/files/6481de2304f753001cd056d1?filename=HCHEStrctMeasSpecs_v2.1.pdf
https://qualitynet.cms.gov/files/643473c59920e9001651eddf?filename=ScrnSocDrvrs_Scrn_Pos_Specs.pdf
https://qualitynet.cms.gov/files/643473c59920e9001651eddf?filename=ScrnSocDrvrs_Scrn_Pos_Specs.pdf
https://qualitynet.cms.gov/files/643473c59920e9001651eddf?filename=ScrnSocDrvrs_Scrn_Pos_Specs.pdf
https://blog.medisolv.com/articles/a-guide-to-cms-new-health-equity-measure
https://blog.medisolv.com/articles/a-guide-to-cms-new-health-equity-measure
https://blog.medisolv.com/articles/intro-cms-sdoh-measures
https://blog.medisolv.com/articles/intro-cms-sdoh-measures

2023: Focus on People and How to Build Trust

Screening
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Engaging Patient Family Partners in SDOH Screening Programs
VS

Use data to identif_y highest Use data to identify highest
community needs community need

Validate data with lived
experiences

Develop screening
program internally

Learn about community
resources from the people
who are accessing them

With PFP

PFPs inform community
messaging

Implement program @

PFPs co design scripting, inform

timing and evaluate screening
{CMS 2024

programs./ Qua”.ty
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Evaluate program



Recommendations from Patient Family Partners

= How can | engage patients and families in designing my SDOH screening program?

* Share the goals of the screening program with your patient family partners and ask
about concerns or new ideas

* Explore existing resources in the community that you can refer to and/or partner
with

* Co-design scripts or messaging about SDOH screening programs with patient and
family advisory council members

* Host listening sessions with people with lived experience to identify potential
adjustments that could meet community needs

* Share your plans with community-based organizations or social service agency
leaders and invite feedback and ideas

* Convene community meetings to address common social drivers of health
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Tips for 2024 Screening: Building Trust

" |n the inpatient setting, face-to-face conversations may be best
" Let the patient know why you’re asking

= Ask the same question multiple ways and give context

= Scripting helps, but so does practice

" |t is ok to ask even if you don’t have all of the answers or a clear solution

\CMS 2024
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2024: Interpreting Data and Taking Action

= Consider how to take action at two levels:
* One patient at a time
* Community or population health view

= Support hospitals to:
* Aggregate and analyze data
* Work with partners in new ways
* Make headway on complex challenges
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