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Disclosure Statement

Disclosure Statement: As a jointly accredited provider of continuing education, the IHS Clinical Support Center must
ensure balance, independence, objectivity, and scientific rigor in its educational activities. Course directors/coordinators,
planning committee members, faculty, reviewers and all others who are in a position to control the content of this
educational activity are required to disclose the existence of all financial relationships with ineligible companies within the
prior 24 months. Safeguards against commercial bias have been put in place. Faculty will also disclose any off-label
and/or investigational use of pharmaceuticals or instruments discussed in their presentation. All those who are in a
position to control the content of this educational activity have completed the disclosure process and have indicated that
they do not have any relevant financial relationships or affiliations with any manufacturers or commercial products to

disclose.

There is no commercial interest support for this educational activity.

Disclaimer

The views expressed in this presentation are those of the speaker and do not necessarily represent the
views, policies, and positions of the Indian Health Service (IHS), or the U.S. Department of Health and
Human Services (HHS).



Session Objectives

At the end of this session, participants will be able to:

1. Examine the Social Determinants of Health (SDOH) and conceptual
frameworks used to describe the Social Determinants of Health.

2. ldentify how historical factors that have shaped the Social
Determinants of Health present in many American Indian and
Alaska Native communities and the resultant impacts to health
equity.
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3. Implement current strategies and opportunities that the Indian x&/

Health and Health Related Social and key intersections with
community-based strategies and organizations.
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Social Determinants of Health (SDOH)

The conditions in the environment where people
are born, live, learn, work, play, worship, and age
that affect a wide range of health, functioning, and
guality-of-life outcomes and risks. (Healthy People
2030)

The conditions in which people are born, grow up,
live, work and age. These conditions influence a
person’s opportunity to be healthy, his/her risk of
illness and life expectancy. Social inequities in
health — the unfair and avoidable differences in
health status across groups in society — are those
that result from the uneven distribution of social
determinants. (World Health Organization)
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Impact on Health Outcomes

= Socioeconomic Factors
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Disproportionate Impact

Mortality Disparity Rates Al/AN Rate 2009-  U.S. All Races Rate— Ratio: Al/AN to U.S.
2011 2010 All Races

All Causes™ 999.1 747.0 1.3

Diseases of the heart (Heart 194.7 179.1 1.1

Disease)

Accidents (unintentional 93.7 38.0 2.5

injuries Including MVA)

Diabetes mellitus (diabetes) 66.0 20.8 3.2

Alcohol Induced 50.5 7.6 6.6

Chronic liver disease and 42.9 9.4 4.6

cirrhosis

Drug Induced 23.4 12.9 1.8

Nephritis, nephrotic 22.4 15.3 1.5

syndrome (kidney disease)

Intention self-harm (suicide) 20.1 12.1 1.7

Source: https://www.ihs.gov/sites/newsroom/themes/responsive2017/display_objects/documents/factsheets/Disparities.pdf




Rooted in the Past

Neighborhood, As-built and Ambient Environments
o Where we live—geographically remote locations
impact access to food, water, utilities, services
o Pollution—affected water sources, particulate matter
from dust, smoke
o Transportation limitations
o Ability to own land
o Lack of housing
o Access to broadband—emerging SDOH with impacts
for telehealth, virtual education, commerce, access to
information
Food/Nutrition Security
o Removal from traditional agriculture, hunting and
gathering lands
o Remote locations impact food availability and
nutritional quality
o Commodity foods

Social Cohesion/Belonging
o Removal from family, community, and cultural
practices integral to who we are as Native People
Education
o Boarding schools
o Limited educational opportunities
Economic stability
o Ability to work and provide for families historically
restricted
o Segregation policies impacted education and
employment opportunities
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https://www.milbank.org/quarterly/articles/meanings-and-misunderstandings-a-social- https://www.healthaffairs.org/do/10.1377/forefront.20191025.776011/
determinants-of-health-lexicon-for-health-care-systems/
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National Actions to
Address SDOH




HHS Social Determinants Of Health Work Group

HHS SDOH Action Plan: 3/31/2022

o Action Plan at a Glance e
o https://aspe.hhs.gov/topics/health-health-care/addressing- B
social-determinants-health-federal-programs S A

o Implementation Phase—January 2022 to present

o 4 Affinity Groups
Measurement and Data Collection
Social Care and Referral and SDOH Interoperability

Community and Peer Health Workers
Health and Social Services Collaboration
\AgERVICEs_ o Tﬁ
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o Addressing Social Determinants of Health in Federal

Programs
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https://aspe.hhs.gov/topics/health-health-care/addressing-social-determinants-health-federal-programs
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2790811?resultClick=1

HHS SDOH Action Plan: Goals

The HHS strategic approach to SDOH will drive progress through the coordinated strategies and
activities to better integrate health and human services and to advance public health initiatives
involving cross-sector partnerships and community engagement to address specific SDOH drivers.

Build a robust and interconnected data infrastructure to
support care coordination and evidence-based policymaking

\

Goal 1

Improve access to and affordability of equitably delivered health care services,
Goal2 g,pg support partnerships between health care and human services providers, as
well as build connections with community partners to address social needs

7
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HHS SDOH Action Plan: Action Steps

Examples of initial actions HHS will take to advance the 3 goals include:

* Establish interoperability standards to enhance collection of SDOH data and facilitate referrals

— be and human service providers
|“ ¢ Use data to assess where program beneficlaries or communities are facing SDOH challenges
and to develop strategies to help mitigate these challenges

Goal 1
* Advance research to identify evidence-based interventions that address SDOH
¢ Expand community health worker services to address SDOH including those exacerbated by

a COVID-19
— e Expand the Community Health Alde Program nationwide to increase health care access for

Goal 2 American Indian and Alaska Native populations in rural and underserved areas

¢ Partner with other federal departments to enhance access to safe and affordable housing,
> » increase access to transportation, and Iincrease access to healthy food and nutrition assistance

* Develop best practices and partner with stakeholders to brald funding sources for state and

Goal 3 local governments and community-based organizations to address social needs and drivers of
health outcomes




HHS Social Determinants Of Health Work
Group

Health Affairs community care hubs blog
(11/29/2022)
o Improving Health And Well-Being Through Community
Care Hubs

o Community-focused entities supporting a network of
[Community Based Organizations] CBOs which provide
services to address health-related social needs

o Improved coordination and continuity of care, data-
sharing capabilities, and ability to provide services by
centralizing administrative functions and operational
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https://www.healthaffairs.org/content/forefront/improving-health-and-well-being-through-community-care-hubs

Funding Sources

including Federal, State, Local,
Philanthropic, and Private Funds

Community Health Workers l
may serve an important rola in
making connactlions between
thi varlous steps in this
disgram.
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Community Care Hub

Coordinates administrative functions, funding, and oparational
- Infrastructure, Including enabling health care contracting on behalf
N of a wider CBO natwork, 1o align care

1a - Presentation

Individusl engages in-porson o Baanmusiy semneeny | Semmannd)
vinually with a local entity, sisch as \\
i hialth eane provider, school, CBO,
o public health or other 7
goVernmant agency. " 2-Screening 3 - Connection 4 - Service Provision 5 - Referral Feedback 6 - Tracking
o A local entiey screens patient The local entity connects Socinl of medical service Referred provider Outcomes
for social andor medical needs  patlent 1o social or medical  provider engages individual, commanicates to referring Al S wars ra
and collects socisl or medical service provider who Idemnifies applicable funding enttytocreateafeedback Lo nes on progress
neads idormation {or refens (o racehes relevant social or spCEs, Bnd prowvides relevant loop. 10 datermine naxt steps.
another provider for medical needs information. senvices.
1b - Proactive Outreach —
Liocal entlny uses svallable dats to
Idervtify individhsal who may have
eocial miecis Al neaches Ot win practicn, individusls may rot move threugh this modal in o linear fashion,

https://www.healthaffairs.org/content/forefront/improving-health-and-well-being-through-community-care-hubs
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Select HHS Outcomes to Date

Centers for Medicare & Medicaid Services (CMS)

o Accountable Health Communities Pilot to test screening, navigation, and
connection to community resources

o Mandated hospital reporting on HRSN screening in January 2024

o Medicaid 1115 waiver approvals to test programs

o California: assistance with housing, caregiver respite, food insecurity, and transitions from
nursing home care to the community

o QOregon and Massachusetts: nutritional assistance (e.g. medically tailored meals) and clinically

tailored housing supports e
. . . . . . ST, AL,
o Arizona: services to address housing stability for youth leaving the child welfare system and N § . tf;)
homeless individuals with unique clinical needs g C % %
= = by
o Arkansas: address health-related social needs (HRSN) of targeted populations via intensive, % : y
(HRSN) geted pop R A

evidence-based, coordinated, and integrated care coordination



Select HHS Outcomes to Date

Office of the National Coordinator (ONC)

o United States Core Data for Interoperability (USCDI) - SDOH data elements and classes required to achieve
Electronic Health Record (EHR) certification.

o Health IT Certification Program - Driving interoperable SDOH data capture, use, and
exchange within Health IT
o ONC Interoperability Standards Advisory (ISA)
o SDOH Clinical Care FHIR Implementation Guide
o SDOH projects - STAR HIE, LEAP into Health IT, Advancing SDOH Health IT Enabled Tools ™", QEALL

L
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and Data Interoperability- eCDS and Data Tagging, and others
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Select HHS Outcomes to Date

Agency for Healthcare Research and Quality

o Resource aggregation and dissemination (e.g., screening tools)

Agency for Community Living (ACL) and Centers for Disease Control (CDC)

o Community Care Hub (CCH) National Learning Community

o Includes 58 CCHs across 32 states

Shared learning, technical assistance, information and resource exchange, and expert consultation

Centralizes and coordinates a network of Community Based Organizations (CBOs) which address social needs and
leverages contracts to connect health care entities to build strength and preparedness to address health-related ..., T
social needs a o Qe

» s
3 0%
Indian Health Service SDOH Initiative design process for the Agency through the = a % ,,,5

Office of Clinical and Preventive Services (OCPS) .‘993- 1o
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THE WHITE HOUSE

WASHINGTON

Social Determinants of Health

Interagency Policy Committee (IPC)
Meeting

Convened by the White House Domestic Policy Council (DPC)
and the Office of Science and Technology Policy (OSTP)



IHS Office of Clinical and Preventive Services
(OCPS) SDOH Initiative Design

The OCPS Design Process outcomes included:

o Draft conceptual model translating SDOH and Health Related Social
Needs into the Indian Health Service context

o Driver diagram for strategy prioritization
o Screening tool recommendations

o Report and strategy proposal to Senior leadership: three pathways
for approach in the IHS

o OCPS and OQ partnership: pilot to test screening tools and
processes with early adopter teams

QEALLE
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IHS SDOH Planning

Development of a proposed strategy

o H ”
o SDOH “Mapping
Pt : :
o |dentifying Key Drivers
. B
o Understand Data and Information System Needs e
e I «Community Health Aide R
*Domestic Violence Preve|
“ForensicHeakhcare
o Strategy Development Proposal bty
*Native Youth eCommunity Health Aide Program (CHAP)
*Substance AbuseandSuil eDomestic Violence Prevention Program (DVP)
1% Pariadartal itk N sSuicide PreventionProgr{ eForensic Healthcare
v s s .TEIE-EducaﬁonH Ith Ce <Native Youth
o Key Stakeholder Engagement e
. - ’ «Community Health R Alctfhol and Substance Abuse Program (ASAP)
3 ‘:_""‘ S e Commlh | #5 i cmamah sonsbte pyan smmie | @ “CommuniyHealh Reprd - «Health Education e ion rogram

*Health Promotion/Disea:
*HIV/AIDS and Hepatitis C|

ePharmacy
*HepC sCommunity Health Reprd
eElderCare *Maternal Child Health

*EMS

*Suicide Prevention Program
*Youth Regional Treatment Centers (YRTC)

ePatient Safetyand Cl
*IHS Oral Health Literacy |
«Alternative Workforce In| *Community Health Representative

Division of Oral Health (DOH)
*|HS Oral Health Literacy Initiative




Understanding the Drivers

MNotes:

Improve health outcomes.

Improve patient experience

Build community relations

Maintain or curb costs in the long term
Meet community benefit requirements

Potential Metrics/Data:

Number of referrals for sodal needs

MNumber of individuals screened for sodial needs
Number of individuals connected to community
TESOUTCEs

Number of individuals enrolled in sodal needs-
related activities

Health assodated outcomes with sodal needs
activities

Cost outcomes assodated with sodial needs
activities

Patient experience from sodial needs act

In-System (IHS) E— Agency (Within HH5 and Cross-sector)

Needed: Representation | :
of Patient and Tribal ——>  Comboration -

Voice ™ Tribal Partners (National Level)
|

Out-of-System {Tribal Partners) e State?
\
Community (including local Tribal programs,
—™ C ity-Based Organizations)




IHS SDOH Initiative

HHS SDOH oIT
WG Lead Engagement

sDecember 2021

*july 2021

Stakeholder
Engagement
Sessions

sMay & June 2022

Office of
Quality APC-
LL on SDOH

sSeptember 2022

Proposal Technical and Report and Report and

Development Staff Resources Proposal Proposal

Assigned eEebruary and March Completion Evaluation by
Sr. Leadership

«QOctober 12, 2021 2022

\ J

~

Environmental Scan, Data & Information System Needs
Evaluation, Identification of Key Drivers

*August 2022

eFebruary 2023
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Stakeholder Engagement Key Findings
«®

@ e 7m 22
Clarify SDOH expectations and

roles across IHS Divisions and in
Tribal communities.

Clarify unique Native American and
Alaska Native SDOH challenges.
o"u"s
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Staff are overwhelmed, and we should stress
SDOH roles as conveners and collaborators.
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Stakeholder Engagement Key Findings

Lost funding IHS field staff have begun _ o
opportunities due to SDOH efforts and a Bright spots in Tribal :
lack of an organized positive energy exists to communities IHS supportsiZuni
system between IHS address SDOH, with Youth Enrichment Program
and Tribes. guidance and support from

Headquarters.


https://www.zyep.org/

Screening Tool Recommendations

> Health Leads o T——

Number of social needs questions
Number of non-social needs questions
Total Number of Questions

e, .
»Accountable Health Communities o
Social & Community Cohesion 1 (1] 1 1)
Early Life Experiences & Environment o o 0 0
A H C Food Access 1 1 1 1
IHS identified |Connection to Place 1] 0 0 o
Social Drivers |Neighborhood and Built Envriocnment 1 1 1 1
of Health Access to Health Care (1] 0 1 o
Economic Stability 1 1 1 )
. . . Education Access & Quality 1 1 1 [}
»American Academy of Family Practice o s
Housing Security Y N ¥ Y Y Y Y Y ¥+ N Y Y Y ¥ Y
Housing Quality Y N Y Y N Y N Y Y N N N Y M Y
AA F P CMS Measures [Transportation ¥+ Y ¥ ¥ ¥+ Ty ¥ /A N N ¥ ¥ N ¥
Utility Y Y Y Y Y ¥
1PV ¥ ¥ | N ¥ | ¥ ¥
EToH N Y N ¥ N N
Current IHS  |Substance Use N Y N Y N N
Health Factors |Tobacco Use N Y N b N N
> P RA PA R E Screening Areas|PHQ 2 N Y N N* N Other
Physical Activity N Y N = M N
Reading level (< 8th grade) Y Y Y i Y Y
Add'l 1HS Use |Includes Food Insecurity Validated Questions Y Y Y ¥* Y N
Considerations |High Domain Match (25) N Y N Y N Y
20 guestions or less? Y ] Y X X N[21)




¢ Early Life
Experiences &
Environment i
- Safe, stable, nurturing |

Community Cohesion
+ Holistic identity

* Belonging )
+ Spirituality + Early environmental
+ Community and exposures

* Prenatal & early

’ life nutrition
Food Access
- Nutrition

self-efficacy

Education Access
& Quality

: * Food sovereign
| d . : Egﬂg z;:t?(;lr{\jhood » Cultural food
d
n | ge n O U S * Vocational training q | \NTERPgp 2355?5.&%
+ Higher education N\ ‘904,
< %

Social Drivers of

Connection to Land
* |dentity

Economic Stability

Health

+ Employment = :
Opportunities » Spiritual/Ceremonial
- Wages * Access to land &

water

+ Cost of livi
ostof living + Climate change

= Neighborhood &
'é\ Access to Health Care Built Environment
% + Transportation » Housing é/o
< - Health insurance - Utilities )
4@ » Ability to recruit - Broadband M
'97 health professionals - Safety ]
)64, + Environmental o}\'

N\ conditions
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SDOH Data
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ice of Quality Advancing Primary Care

ing Lab on SDOH

Aim: Select, test and implement Health
Related Social Needs (HRSN) Screening Tools

Four (4) Sites
Zuni Comprehensive Health Center—Albuquerque Area
Wagner Indian Health Service Clinic—Great Plains Area

1.
2.
3. Lawton Indian Hospital—Oklahoma City Area
4.

Warm Springs Service Unit—Portland Area




IHS Learning Lab on SDOH Work to Date

The work of the teams: Insights gained:
o A single tool will not meet all needs

o Sites prefer autonomy over tool and questions used to
match community needs

° ldentified initial population for screening o Community resource lists need to be developed to

o Workflow testing facilitate referral
o Although staff is initially hesitant to screen (workload,
lack of interventions for positive screening), overall

o EHR template development for screening and data process is well received by patients and staff
capture in collaboration with Clinical Informaticists > Patients overwhelmingly support HRSN screening

o Documentation and data work (aggregation, analysis)
is time-consuming as a manual process-- RPMS

o Best practice tool review; questions selected questions
to test

o Disciplined approaches to quality improvement

improvements are needed s QEALTy |

o Limited Clinical Informaticist s ‘/C § %‘
bandwidth will require central 3 a g a
support to accelerate template % - )
development “"%WZ &‘VS . \9“’%



IHS Learning Lab — EHR Enhancement

Recommendations for EHR (RPMS) Improvement

1. Structured data for HRSN overall screening and by domain (e.g. food, housing,
transportation, utilities, personal safety)

2. Clinical reminder with dialog template to document and record data

3. Create future reminders for positive findings to facilitate closing the Ioop in

JSEALTE
clinical workflow § ,%
3. Create standard report(s) for HRSN across agency % 5
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Next Steps: SDOH Cycles of Improvement

Inform Triba
Partners

Convene Assess

Continue Clinics assess
s Social Risk IHS/Tribal SDoH
A0 (50 Coalition Needs

Data collected, ACtIO_n_S ta_ken'
modifications

modifications made
Feedback for ERVICE
made o SERVICES QFAL
Improvement S / § %,
- [ ) ¢
E <4
(% 5

Learning Lab on SDOH
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IHS Learning Lab in 2024

Learning Lab 2024:
Community Health Needs
Assessments and Convening
Partners (Collaborative)

Participants: Sites already
screening for HRSN with
existing data

Learning Lab 2023: Screening
for HRSN

Learning Lab 2024
Implementation and Participants: Sites that are

Technical Support for HRSN not yet screening for HRSN
Screening (SPRINT)

gERVlCEs_



SDOH Data
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Next Steps: Community Health Needs
Assessment (CHNA)

GAO Recommendation 1:
o The Director of IHS should develop a process to ensure that IHS area offices systematically assess how

the scope of services provided by federally operated facilities will effectively meet the current and
future needs of their patient populations, which could include the incorporation of a current

community health needs assessment.
IHS Circular in DRAFT: Incorporation of Community Health Needs Assessment into Management

and Oversight.
o Purpose: provide a standard to establish the policy, procedures, and responsibilities for incorporating

CHNAs to be used in management and oversight by all IHS federally operated service units.
L SERVICES, @MTH
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o Incorporate CHNA reports in the Governing Body process.
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SDOH Data




Accreditation and Regulatory
Requirements

CMS FY23 Hospital Inpatient Prospective
Payment System (IPSS):

PATH Learning Circle

o Screening for Social Drivers or Health/Health
Related Socials Needs Understanding Indigenous Drivers

National Patient Safety Goal Standard of Health
NPSG.16.01.01:

° Improving health care equity for the
[organization’s] [patients] is a quality and safety
priority.

The Joint Commission (TJC) T

o
- s QSALTy
0%
o Leadership Chapter 04.03.08, Elements of a % fo

Performance 1- . :
erformance 1-6 R S . 1o

Thursday, July 20, 2023
3:00 p.m. ET | 2:00 p.m. CT | 1:00 p.m. MT | 12:00 p.m. PT

iN - Mountain-Pacific Quality Health - Oklahoma Foundation for Medical Quality (OFMQ) - Stratis Health - Telli
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APPLICATION NOTICE
Tlingit & Haida Energing Leader

Education

and Quality

Economic
Stability

TALK. THEY HEAR YOU.
Informational Session for Parents
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