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Pre-survey — Poll Question 1

 I fully understand how population health impacts 
cost and delivery of care. (Use the  scale of 1-5 
below)
 5 – Strongly agree
 4 – Agree 
 3 – Neutral
 2 – Disagree
 1 – Strongly disagree
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Pre-survey — Poll Question 2

 I fully understand the impact of social 
determinants of health on health outcomes and 
cost of care. (Use the scale of 1-5 below)
 5 – Strongly agree
 4 – Agree 
 3 – Neutral
 2 – Disagree
 1 – Strongly disagree
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Notice 2020-56 (PDF) extends the deadline 
for conducting a CHNA and adopting an 
implementation strategy to meet the 
community health needs identified through 
the CHNA to December 31, 2020.

https://www.irs.gov/pub/irs-drop/n-20-56.pdf
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Forces Behind the Changing Landscape

Evolving payment models Advancement in science of 
medicine

Technology is changing Partners and collaborators

Data availability and use Consumerism 

Rapidly changing policies Engagement and behavior 
change

Competition Population health

Utilization patterns are 
changing over time

Quality and price transparency 



Food for Thought

“At some point, people will access care how they 
want, when they want, where they want, for the 
price they want. They will either get it from you

or from somewhere else.”

Craig Deao, Managing Director, Studer Group
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CMS Payment and Care Delivery 
Models

 Categories of innovation models
 Accountable care organizations
 Episode-based payment initiatives
 Primary care transformation
 Medicaid and CHIP population initiatives
 Medicare-Medicaid enrollees initiatives
 Acceleration of the development and testing of new 

payment and service delivery models initiatives
 Speed the adoption of best practice initiatives
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Where is The Money Going?
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Keep Moving Forward
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Source: https://www.needpix.com/photo/1384636/horses-hors-animal-running-farm

https://www.needpix.com/photo/1384636/horses-hors-animal-running-farm


Attribution: https://creativecommons.org/licenses/by-sa/4.0/deed.en
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Define Social Determinants of Health

“According to the Centers for Disease 
Control and Prevention, conditions in the 
places where people live, learn, work and 

play affect a wide range of health risks and 
outcomes. These conditions are known as 

social determinants of health.”
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Social Determinants of Health

SDOH Dimension Description

Housing Instability Having difficulty paying rent or affording a place of one's 
own, living in overcrowded or run-down conditions

Food Insecurity Not having reliable access to enough affordable, nutritious 
food

Transportation Not having affordable and reliable ways to get to medical 
appointments or purchase healthy food

Education Not having access to high school classes or other training

Utility Needs Not being able to regularly pay utility bills

Violence Being exposed to use of physical force or power that results 
in or has a high likelihood of resulting in injury or death

Family and Social Support Not having relationships that provide interaction and 
nurturing

Employment and Income Not having the ability to get a keep or job
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Source: Deloitte Center for Health Solutions 



Source: American Hospital Association
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http://www.ahacentraloffice.org/PDFS/2018PDFS/value-initiative-icd-10-code-sdoh-0418.pdf


Coding for Social Determinants of 
Health Updates - Missouri
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Source: January 2020 — Z Codes for Social Determinants of Health

http://bit.ly/HIDIHealthStats0120


Top Z Codes Documented in Missouri

 Homelessness — Z690 

 Unemployment — Z560

 Transportation — Z91.89

 Personal history of physical and sexual abuse in 
childhood — Z62810

 Problem related to primary support group — Z639

 Problem related to social environment — Z609

 Other problems related to social environment — Z608   

 Problems related to housing and economic status —
Z599
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Community Health Issues and Z Codes
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Integrating Social Determinants of 
Health into Care Delivery
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Source: https://web.mhanet.com/quality-and-health-improvement.aspx

https://web.mhanet.com/quality-and-health-improvement.aspx


Source: Robert Wood Johnson Foundation 
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SDOH Standardized Screening Tools 

 Protocol for Responding to and Assessing 
Patients' Assets, Risks and Experiences Tool

 American Academy of Family Physicians Social 
Needs Screening Tool

 The Centers for Medicare & Medicaid Services 
Accountable Health Communities

 Self-Sufficiency Outcomes Matrix
 Roots to Health Survey
 ICD-10 Z codes
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http://www.nachc.org/research-and-data/prapare/toolkit/
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-form-sdoh.pdf
https://innovation.cms.gov/Files/worksheets/ahcm-screeningtool.pdf
http://www.chcs.org/media/OneCare-Vermont-Self-Sufficiency-Outcome-Matrix_102517.pdf
http://www.surveygizmo.com/s3/2096658/Health-Roots-v0-2


Social Referral Platforms

 Aunt Bertha
 CharityTracker
 First Call Technology
 Healthify
 Signify Community
 CrossTX
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https://www.auntbertha.com/
https://www.charitytracker.net/
https://www.firstcallkc.org/firstcall-technology
https://www.healthify.us/
https://www.signifyhealth.com/signifycommunity
https://crosstx.com/


Innovative Model — Case Study 

SDOH Dimension — Transportation
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Innovative Model — Transportation
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Source: https://freesvg.org/vector-image-of-chiva-bus

https://freesvg.org/vector-image-of-chiva-bus


Innovative Model Cohort

 Project highlights
 Identified transportation as an issue through their 

Community Health Needs Assessment process
 Collect SDOH data using

– SDOH screening form
– PRAPARE tool
– ICD-10 Z codes

 Identified transportation service providers
 Secured contract while other hospital did not need one 

given their longstanding relationship 
 Hospital staff were educated on how to identify 

patients in need of transportation
– Presentations
– Daily stand-up huddles 
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Innovative Model Cohort

 Project highlights
 Patients are provided information on available 

transportation services
 Patients get free rides or are required to pay a 

nominal fee
 Patients unable to afford the nominal fee periodically 

get free coupons for rides within the city
 Transportation providers offer rides for grocery 

shopping and pharmacy within the city limits 
 Hospitals will track no-shows and other health 

outcomes/cost savings data in the future
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Lessons Learned 

 Use the power of data to drive your decisions

 Educate staff at all levels

 Do your research

 Do not reinvent the wheel 

 Connect with your community

 Be flexible to changing environment

 Close the feedback loop

 Celebrate successes and learn from mistakes
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Population Health Assessment  
Survey — A Recap 
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Importance of the Population Health 
Assessment Survey

 Assess the readiness of each hospital’s journey 
toward population health

 The assessment will focus on nine domain areas
1. Leadership/strategic planning
2. Patients/community
3. Workforce
4. Finance
5. Data and technology
6. Operations
7. Legal/regulatory
8. Outcomes
9. Policy/advocacy
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Survey Response Rate Among CAHs
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Distribution on Maturity Scale
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Distribution on Maturity Scale
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Next Steps

 Population health assessment survey will be sent 
to your CEO and population health contact

 A copy of your 2017 assessment will be sent to 
refresh your memory of how you scored.

 Hospitals will have four weeks to complete it. 
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Source: https://pxhere.com/en/photo/1445109

https://pxhere.com/en/photo/1445109


Recommendations and Updates

 Each hospital’s population health contact and 
CEO will receive a copy of their results around 
November.

 Hospitals should review their survey results to 
address identified gaps.

 MHA will continue to offer adaptive support to 
address questions regarding your survey results.

 Webinar highlighting overall results will be 
offered at the beginning of 2021.

 The next population health assessment will be 
administered in the fall of 2023.
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Recommended Steps
ORGANIZATIONAL STATE RECOMMENDED STEPS

Pre-Foundational 
One

• Educate board, leadership team and other appropriate staff on population 
health concepts, terminology, current landscape and value-based models

• Evaluate operational and clinical process with care gaps and transitions
• Utilize community health needs assessment data to develop short- and 

long-term health care needs

Pre-Foundational 
Two

• All of foundational as well as process flow mapping
• Patient flow assessments from outpatient to inpatient setting and vice 

versa
• Evaluate ability to gather, analyze and report meaningful data
• Positioning toward value-based performance

Foundational

• Evaluate community health needs assessment data and correlate to 
impact on improvement and outcomes

• Evaluate medical home recognition for clinics
• Improve data aggregation with risk stratification

Proficient

• Increase movement toward value-based payment models
• Coordinate care with FQHCs and non-owned entities
• Increase education in high reliability and LEAN Six Sigma approaches to 

reduce redundancies/duplication

Transformational

• Transparent with internal quality review, care transitions, referral 
management techniques

• Innovative solutions for patient access
• Increased alignment with quality mechanisms and provider and executive-

level compensation
• Increased community, as well as local and state advocacy efforts, to 

reduce socio-economic disparities
39



Post Survey — Poll Question

 Following today’s session, I have a better 
understanding of how population health impacts 
cost and care delivery in healthcare. (Use the  
scale of 1-5 below)
 5 – Strongly agree
 4 – Agree 
 3 – Neutral
 2 – Disagree
 1 – Strongly disagree
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Post Survey — Poll Question

 Following today’s session, I have a better 
understanding of the impact of social 
determinants of health on health outcomes and 
cost of care. (Use the  scale of 1-5 below)
 5 – Strongly agree
 4 – Agree 
 3 – Neutral
 2 – Disagree
 1 – Strongly disagree
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Source: https://www.pikrepo.com/fynxa/question-mark-illustration

https://www.pikrepo.com/fynxa/question-mark-illustration


Resources
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Source: exploreMOhealth- https://exploremohealth.org/

https://exploremohealth.org/


Source: https://web.mhanet.com/Comm%20Health/CHNA_Guidance_web.pdf
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https://web.mhanet.com/Comm%20Health/CHNA_Guidance_web.pdf


Source: https://www.mhanet.com/mhaimages/sqi/chna/CHNA_Implementation%20Guide.pdf
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https://www.mhanet.com/mhaimages/sqi/chna/CHNA_Implementation%20Guide.pdf


Source:https://web.mhanet.com/SQI/Engaging%20Your%20Community_A%20guide%20for%20nonprofit%20hospitals.pd
.pdf
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https://web.mhanet.com/SQI/Engaging%20Your%20Community_A%20guide%20for%20nonprofit%20hospitals.pd.pdf
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