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INTRODUCTION

Population health improvement initiatives benefit by advancing collection, use, and
interoperability of non-clinical, social determinants of health data (SDoH)." SDoH data can help
address longstanding disparities in health and health care.>?® SDoH are the conditions in the
environments where people are born, live, learn, work, play, worship, and age that affect a wide
range of health, functioning, and quality-of-life outcomes and risks; this includes socioeconomic
status, education, neighborhood and physical environment, employment, and social support
networks, as well as access to health care. When social circumstances are adverse, there is
greater risk for poor health.® For example, individuals facing housing instability, including those
experiencing homelessness® and children who move frequently,” often lack access to routine
care, which impacts underlying chronic conditions.?

Federally Qualified Health Centers (FQHCs)’ are a major source of primary care in underserved
communities, serving socioeconomically diverse and vulnerable patient populations. As such,
FQHCs serve an important role in national and local SDoH data collection' and are regarded as
leaders in SDoH screening, with nearly three out of four FQHCs nationally collecting patient
social risk data.'>'* In June 2022, the Maryland Health Care Commission (MHCC) conducted an
environmental scan of FQHCs in collaboration with the Mid-Atlantic Association of Community
Health Centers.” A health information technology questionnaire was disseminated to 21 FQHC
administrative offices' with service delivery sites' located in Maryland. The questionnaire was
completed by 17 administrative offices, representing approximately 95 percent or 117 service
delivery sites in Maryland. The questionnaire inquired about FQHCs’ use of electronic health
records (EHRs) and third-party software solutions to identify and address SDoH.'® ¥ This
spotlight highlights notable findings related to FQHCs accomplishments and challenges in
operationalizing SDoH interventions.
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SUMMARY

SDoH can be attributed to up to 80 percent
of health outcomes.”® Screening tools are
used to identify SDoH most often at the
point of care. Documenting social risk
factors in an EHR dramatically increases
the scope and timeliness of data for
intervention planning, which may include
referrals to social services and community-
based organizations. @ SDoH screening
questions are simple, brief, and applicable
to most populations; questions are validated
based on best practices and written at
appropriate reading levels.”

Broader visibility into social, economic, and
environmental determinants provides
insights into factors that influence health

PRAPARE Screening Tool

The Protocol for Responding to and Assessing
Patients’ Assets, Risks, and Experiences (PRAPARE)
is a standardized patient social risk assessment tool
and collection of resources to identify and act on
SDoH. Developed by the National Association of
Community Health Centers, select measures align
with HRSA UDS reporting requirements. The
PRAPARE Screening Tool has been translated in
over 25 languages to extend accessibility to diverse
populations and is used by about 80 percent of
Maryland FQHCs.*

*Data as of 2021; information on other SDoH
screening tools used by FQHCs is available at:
data.hrsa.gov/tools/data-reporting/program-

availability of and access to public Moreinformation about PRAPARE is available at:
transportation = affects =~ employment, prapare.org

consumption of healthy foods, access to

health care services, and other drivers of health).®® The Health Resources and Services
Administration (HRSA) requires FQHCs to annually report the number of homeless patients and
patient income to the Universal Data System (UDS), among other patient characteristics, such as,
age, race, ethnicity, primary language, sexual orientation, gender identity, and insurance
status.” > HRSA uses these data to inform quality improvement initiatives and assess the
performance and overall impact of FQHCs. *

Screening Across Multiple SDoH Domains

FQHCs statewide collect data across several SDoH domains (Figure 1).** Screening across
multiple domains provides more insight about social risks, which tend to cluster and can be
more common with certain patient demographics.” A growing body of research on the efficacy
of SDoH interventions as well as formalized community partnerships help providers to act upon
certain social needs;*® However, some needed interventions may be harder to achieve (e.g.,
elevator service disruption in an apartment building).” While initiatives exist for a wide range
of social needs, resources and investments have generally been focused on food insecurity,
housing instability and homelessness, transportation access, and loneliness and social
isolation.® A smaller percent of Maryland FQHCs screen for education, utility needs, and
interpersonal violence (Figure 1).
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Figure 1: Percentage of Maryland FQHCs Screening for SDoH Domains (N=17)
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SDoH Screening Varies Based on Policy and Geography

FQHC administrative offices that oversee operations across their service delivery sites* have
policies to screen patients for SDoH. More than half (65 percent) have policies for universal
screening, including rural areas of the State, which can have higher rates of unemployment,
lower education, and less access to health care and social services.* The remaining
administrative offices (35 percent) have policies for targeted screening based on certain factors
(new patient status, visual observations, insurance status, specific health conditions, etc.).
When looking at total number of FQHC service delivery sites in Maryland, the practice of
universal screening is less prevalent; fewer sites (roughly 39 percent) screen all patients for
SDoH. More sites (about 61 percent) target SDoH screening. Approaches that target SDoH
screening can be aimed to address the unique needs of certain patient populations®*? and also
consider frequency of asking sensitive questions about patients’ finances, family support,
education, and substance use, among others, some of which are more generally understood
based on patient demographics and geography.*

Table 1: Maryland FQHC Administrative Offices
SDoH Screening by Region 3

Targeted Universal
(select patients) (all patients)
Capital (N=6) 33 67
Central (N=6) 50 50
Eastern Shore (N=3) 33 67
Western (N=2) 0 100
All (N=17) 35 65
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Table 2: Maryland FQHC Administrative Offices

SDoH Screening by Region and Service Delivery Sites

FQHC Name (# of Service Delivery Sites) Region Targeted Universal
CCl Heath Services (7) Capital v

Family and Medical Counseling Service, Inc. (1) Capital N4
Greater Baden Medical (6) Capital N4
La Clinica Del Pueblo (2) Capital v

Mary’s Center for Maternal and Child Care, Inc. .

2) Capital N4
Mobile Medical Care (5) Capital

Bay Community Health (2) Central v
Baltimore Medical Center, Inc. (17) Central V4

Chase Brexton Health Care (5) Central V4

Health Care for the Homeless (4) Central v
Park West Health System, Inc. (3) Central v
Total Health Care, Inc. (7) Central v

Choptank Community Health System, Inc. (33) Eastern V4

Three Lower Counties Community Services (13) Eastern v
West Cecil Health Center (2) Eastern v
Walnut Street Community Health Center, Inc. (5) Western v
Western Maryland Health Care Corporation (3) Western v

Integrating SDoH into EHRs

Most FQHCs leverage EHR-based SDoH screening tools* and document social risk factors in the
EHR (82 percent) (Figure 2). Use of an EHR for other SDoH purposes is less common for
enrolling patients in social services (29 percent) and tracking referral outcomes (29 percent)
(Figure 2), which require greater collaboration and systems integration with non-health care
organizations (e.g., to monitor and respond to incoming referrals). Strengthening cross-sector
partnerships helps engage the right audiences as well as pool efforts and resources to address
SDoH.** These efforts rely on fostering buy-in, mapping workflows and technology, and
ensuring privacy and security of electronic data exchange.”’” More than half of FQHCs (59
percent) document care team interventions related to SDoH and allow patients to self-report
social needs (Figure 2), enabling more informed and targeted decision making.*®* The ability
for patients to self-report their social needs can increase disclosures across more sensitive
domains (e.g., interpersonal violence and financial).*> * Community referral technology
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platforms are emerging to help facilitate more coordination between health and social services.*
These platforms include resource directories, referral management tools, capabilities to
integrate with EHRs and social services systems, and reporting and analytics functionality.*

Figure 2: Maryland FQHCs Use of EHR Functionality for SDoH (N=17)
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Implementing Measures to Track and Evaluate SDoH Interventions

SDoH measures are used to assess progress in implementing processes that aim to address non-
health related factors (e.g., process measures, such as counts of the number of patients screened
or referred and outcome measures, such as fulfilling unmet needs, patient satisfaction, and health
care utilization).*» * Measuring patient-level social risks is important and guiding; equally
important is considering social risks at contextual levels (e.g., neighborhood conditions) and
monitoring SDoH policies and programs.* FQHCs have implemented measures to track and
evaluate SDoH interventions, with the most common being the incidence of social risk factors
and patient referrals (Table 3). FQHCs that target SDoH screening have implemented measures
at a higher rate than FQHCs that conduct universal screening (Table 3). FQHCs that participate
in regional SDoH partnerships target and report on specific patient populations (e.g., the
Accountable Health Communities Model* in Baltimore City tracked health care utilization to
determine high risk patients eligible for social needs navigation services).*

Table 3: Maryland FQHCs Implementation of SDoH Measures by Screening Approach

Targeted Universal
Screening Screening All FQHCs
SDoH Measure (select patients) (all patients) (N=17)
(N=6) (N=11) %
% %
Patient Experience 50 45 47
Incidence of SDoH Factors 67 73 71
Patients Referrals 67 73 71
Patient Enrollment 67 55 59
Health Care Utilization 50 45 47
Cost Impact of SDoH Interventions 33 18 24
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CONCLUSION

It is widely acknowledged that building a more equitable health system begins at the local level.
As an essential health care safety net provider, FQHCs are considered pioneers in finding
innovative ways to identify and address patients’ social needs. Technology enables systematic
screening of patients’ social needs and the identification of potential resources in the
community; however, there is inherent complexity in coordinating social health information
across traditionally disparate organizations and technology systems. With a growing consensus
that SDoH impact health outcomes, the Gravity Project (a national, multi-stakeholder public
collaborative) was launched (May 2019) to develop, test, and validate standardized SDoH data for
use cases in clinical care, public health, value-based payment, and clinical research.”” This
initiative and others that focus efforts on establishing community partnerships are foundational
in piecing together patients’ daily experiences and their interactions with the health care system.
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