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LEARNING
OBJECTIVES

01. Apply principles of social care and health
equity to strategic planning and implementation of
soclial determinants of health.

02. Engage In effective decision-making for
SDOH strategy implementation.

03. Develop a funding strategy for payment of
soclal care and other health-related social need

services.
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STRATEGY DEVELOPMENT AND

PLAN

Recognize an
opportunity and
plan for change

IMPLEMENTATION
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Carry out a

small-scale

study of the
change

CHECK

Review and
analyze the
results of the
change

ACT

Take action
based on what
you learned to

refine or
expand
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. PR|NC|PLES @ Promote WELLBEING

OF 8%} Seeck PERSPECTIVE

HEALTH b
EQUITY AND @ Understand PLACE

SOCIAL CARE Develop PARTNERSHIPS
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PLAN

Understand the current context of healthcare and Social
ASSESSMEN care in your community

T
Articulate your realistic goals and objectives to connect
VISION patients to social care supports and services
Develop a written plan of action to implement
STRATEG immediately and share with stakeholders including
Y patients
Incorporate principles of health equity and social care
ERINCIPLE Into all planning aspects
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Key Informants: Relative Position of
Health Topics as Problems in the Community

= Major Problem Moderate Problem No Problem At All

Cancer
Diabetes

Heart Disease and Stroke

Substance Abuse

¥
#

Access to Health Care Services

¥
F

Injury and Violence
Mental Health

Sexually Transmitted Diseases
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Dementia/Alzheimer's Disease

S S
O

Chronic Kidney Disease
Mutrition, Physical Activity, and Weight

Respiratory Diseases

=
F

Tobacco Use
Coronavirus/COVID-19
Disability/Chronic Pain

s
F

Family Planning
Oral Health/Dental Care
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COMMUNITY
RESOURCES
FOR
HEALTHCARE
AND SOCIAL

CARizm
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Churches

Community Foundation
Council on Aging
Counseling Center
Farmers Market

FQHC

Grocery Stores

Parks and Recreation Dept
Psychiatric Hospital

Public Health Unit

Rotary Clubs

Rural Health Clinic

School Board

Substance Use Treatment Facility
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DO

PEOPLE The target population for the small-scale study

Internal and external stakeholders and collaborators
essential for success

PARTNER
S

Specific details such as timeframe, required
;OGlSTlC documentation, and responsible parties
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Population in Poverty
(Populations Living Below 100% of the Poverty Level; 2015-2019)

Healthy People 2030 = 8.0% or Lower

= Adults

Total Population by Race Alone
(2015-2019)

= White Hack Some Other Race

33%  26%




Table 1: Selected Evidence-Based Interventions Used In HHS Agencies: Illustrative Examples’
AGENCY CMS HRSA CDC ACL ACF SAMHSA

Housing Related Services X X X
Home Modifications and X

Improvements

Food Access

Non-Emergency Medical

Transportation

Public Transportation

Case Management & Social
Service Connection
Community Health Workers

Social and Economic Mobility

Note: This table is not an exhaustive list of HHS activities in these areas and also does not necessarily reflect specific
funding or designated programs in each area.
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OBJECTIVES

improve Address
Community | Structural
Conditions Racism

Address
Individuals’
Social Needs

Address
Individuals’
Healthcare Needs
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Upstream: APPROACHES
Public Health and

Prevention,
Enhance Data Cross-
Mu':‘:';m' private Sector, Community
P PR Driven Activities

Braid, Blend, and
Layer Funding

Midstream:

Human Services

Referrals Improve Access
.
—— —— -“)- —— Equitable Delivery
Referral Networks

Downstream:
Healthcare




. FORMATIVE

CHECK

Was the strategy implemented as designed and to the
expected extent?

SUMMATIVE

Did the strategy have the intended outcomes for the patient
participants?

DETERMINATION

Was the intervention successful, and is it replicable and/or
expandable?

REFINEMENT

What changes need to made to the strategy to move
forward?
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ACT

. PEOPLE With expansion, continue to consider populations to be served

and their perspectives.

With expansion, continue to invest in developing and deepening
PARTNERS  partnerships with community-based organizations.

FUNDING t[;]etermlne ongoing funding streams to ensure sustainability of
e strategy.

Continue to document results and outcomes as well as
DOCUMENT aggregated results and findings.
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FUNDING THE
STRATEGY
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Cost
Avoidance

POTENTIAL FUNDINGS

SOURCES
($)

&S
Grants and Social Care
Community Billing

Funding Codes




Decision Support Table @

FREEDMEN'S CONSLULTING
HEALTE IN FRLIBOM

SDOH Risk
Decision Matrix Assessment CHI PIN-PS

G001S - 60 min; G0023 - 60 min; G0140 - 60 min;
HCPCS Code(s) G0136 G0022 - add 30 min. G0024 — add 30 min. G0146 —add 30 min.
60min: $79.24. 60min: $79.24. 60min: $79.24.

Rate (Non-Facility) ~ 518.64 Add 30 min: $49.44 Add 30 min: $49.44 Add 30 min: $49.44

Physician or Non- Physician or Non- Physician or Non- Physician, Non-
Eligible Provider Physician Provider  Physician Provider  Physician Provider  Physician Provider,
(PA, NP) (PA, NP) (PA, NP) Psychologist

General Supervision No
Rules apply Yes Yes Yes
Auxillary staff Not Applicable Yes Yes Yes
G0019 first 60 G0023 first 60 G0140 first 60
Once every six (6) minutes; G0022 each minutes; G0024 each minutes; G0146 each

months additional 30 min (no additional 30 min (no additional 30 min (no
limit per month) limit per month) limit per month)

Billing Frequency




QUESTIONS
AND
COMMENTS

Beacon Community Connections
337-294-0023

[] holly.howat@beaconconnections.org

@ beaconconnections.org




