Improving Care Transitions: Addressing Social Stressors Prior to Discharge

at Pella Regional Health Center

Project Manager: Cheryl Garrels e Organizational Excellence; Med/Surg; ICU; OB; IT; Case Management e Pella Regional Health Center

Objective Metrics

Resource Lists for Patients

e Create a process to identify social stressors (social drivers of health) in our A penta

| Regional Marion County Resource Guide
Health Center

« Number of patients who identify concerns in each of the following areas: food

atients' lives that have the potential to negatively impact their health. : : : . . e e es
P P 8 yimp insecurity, transportation needs, housing instability, utility difficulties, and

e Allow the PRHC Case Management team to provide patients with community interpersonal safety

resource information while in the hospital and connect patients with resources, S SR e s E s e seesn esie for ceadh ST

assistance when individuals have the

as needed, to help reduce barriers to receiving assistance.

riday. For eligible indivi

Social Determinants of
Health (SDoH) are “the . "
conditions in the environments br Pella School District families.

where people are born, live, beated ats d Methodist Church .

Health Equity is:
Helping our patients achieve their
highest level of health.

learn, work, play, worship, and
age that affect a wide range of
health, functioning, and quality-

of-life outcomes and risks.”

Beginning Monday, April 3, 2023 County Resource Guide

Background

The following Social Determinant of Health (SDoH)
questions will be in the Adult Admission Assessment
under the Communication/Social/Psych Hx section:

and com rwni f
Assistance

EIVSE

- Healthy People 2030

i. 10arm-Yprm, Bread Ling: Znd Tues. 9:30-10:30am

i. 9arn-3pem. Free lunch served daily.
with activily (60ME, & comman area, and a dothing donation roam. - Staff ean assist
br medical benefits an

Food Insecurity Yes Patient Refused
No Unable to Answer
Within the past 12 months, did you worry that
your food would run out before you got money to
buy more?
Transportation Needs Yes Patient Refused
No Unable to Answer
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neh Man.-Fri. 11:30am-1:00pm & a free supper Tues. at 5:30pm.
peovery & addiction resource eenter in Newton. Offers multiple suppart groups for
ry & those wha have loved ones in recovery.

« Social drivers of health (SDoH) are "the conditions in the environments e Early in our screening process, we realized our question on housing instability

Within the past 12 months, has a lack of
transportation kept you from medical
appointments or from doing things you needed
for daily living?
Utility Difficulties Yes Patient Refused
No Unable to Answer
Within the past 12 months, have you been
unable to get utilities (heat, electricity) when it
was really needed?
Interpersonal Safety D Yes (O Patient Refused s
No Unableto Answer | I = &I ancanging transportation to & cove ical sereice? . g & 1-3pen. Can be used ance every 30 days.
Do you feel physically or emotionally unsafe o Arsine da & required. Trips can be scheduled up to 30 dx ad, reat, produce & sweets) is every Tues. & Fri. 2:30-11am. Can be used as aften as
where you currently live? [ atvance. leage bring bags.
Housing Instability Yes Patient Refused
No Unable to Answer

where people are born, live, learn, work, play, worship, and age that affect a was an inverse question, meaning that a "No" response reflects that a patient

wide range of health, functioning, and quality-of-life outcomes and risks." does have housing concerns. The inverse format of the question had the
-Healthy People 2030

e SDoH "serve as an underlying contributor to multiple conditions, including

potential to provide our Case Management team with false positive results.

e The multi-disciplinary group decided it would be best to change the housing

Do you have a safe, stable place to sleep and
store your possessions?

Assistance with SDoH Yes Patient Refused

Needs No Unable to Answer

ci5.oppqEgy |CTO¥ides ongoing rental assistance f
that unti

HUD D3 Maings Field O

Would you like help with any of the needs that 515-2B4-4512  Income-based rental programs.

you have identified?

obesity, heart disease, and diabetes." - American Medical Association qguestion to align with the format of the other four SDoH questions.

M iterns, applicances, matiredses & ear repairs). Newton office
rs. Eam-dpm of by appointment.

600 N. 2nd Ave. W., Newton, 50208

Case Management will be notified if a patient answers "Yes" they would like
help with their SDoH needs. Appropriate resource information will be
provided by Case Management. oy Acts 601-752-7162 fers Wos
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far low-income individuals applying for Social Security Disability, crisis funds to aweid
ction & a one-time fill for certain medications.

& Children (WIC); Maternal & Child health; I-Smile; weatherization; LIHEAP
&

Jasper County General Assistance
315 W 3rd St N, Ste 200, Newton, S0208

e Health equity is "the state in which everyone has a fair and just opportunity o Before changing the housing question: We documented that 53% of patients

to attain their highest level of health." - Centers for Disease Control and S R had housing insecurity.
Prevention o s S o After changing the housing question: We documented that 6% of patients
« CMS created the Hospital Commitment to Health Equity measure for 2023. S — T had housing insecurity.

550 N. 2nd Ave. W., Newton, 50208

Amerigroup lowa (NEMT):
Non-Emergent Medical Transpartation

e The Joint Commission (TJC) added "Improve health care equity" to its National e Outcome: Now that we are accurately recording and notifying the Case

lowa Tatal Care (NEMT):

Patient Safety Goals in July 2023, meaning it is one of TJC's highest items of Management team of our patients' social stressors, our Case Managers can
focus. TJC requires that every Critical Access Hospital (CAH) screen patients to focus on providing resource information to the patients who state they want
identify health disparities and provide information to patients around assistance.

community resources and support services.

Pella Regional Health Center
SDOH-2: Positive Screening for Social Drivers of Health

Actions Taken

Interpersonal Safety -2;9;% W April 3 - May 14, 2023 N EXt Ste pS

« Researched several Social Drivers of Health (SDoH) screening tools, chose B o6 May 15 -July 3, 2023

. . Utility Difficulties
recommended questions, and selected alternate backup questions. 2.33%

Continue creating resource guides for the counties where PRHC patients reside.

e et : : : Implement the screening questions in all clinic locations in 2023.
« A multi-disciplinary group met to choose the screening questions, discuss next

o o , , Transportation Needs 2 207 e Spread SDoH resource guides to PRHC clinics.
steps and finalize the timeline for implementation. 1.55%
, , . ,  |dentify and provide training to all staff on culturally sensitive ways to collect
e IT built the SDoH questions as part of the Adult Admission Assessment in the
53.47% demographic and social drivers of health information from patients.

EMR for the Med/Surg, ICU, and OB floors. Housing Instability 6.20%
e Educated nursing staff on the addition to their workflow and that Case -
_ 1.98%
Management will be working closely with them to assist patients with SDoH Food Insecurity S 2o,

needs while in the hospital.
. _ _ 0% 10% 20% 30% 40% 50% 60%
e Created county-specific resource lists for Case Management staff to provide to

~Regional
Health Center

patients based on where they reside.

g‘ll Pella

 Built a report to view and analyze the results of patient screenings.




