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Your Responsibilities for Safe Use

This documentation will help guide you through the available software configuration
options so you can decide the right configuration for your organization. Of course, safe
and compliant use of the software in any configuration requires you and your users to
use good judgment and perform certain responsibilities, including each of the following:
enter and read information accurately and completely; be responsible for configuration
decisions; ensure compliance with laws and regulations relevant for your organization;
confirm the accuracy of critically important medical information (e.g., allergies,
medications, results), just as you would with paper records; actively report suspected
errors in the software to both Epic and affected personnel; thoroughly test the software
to ensure it's accurate before using it; and use the software only according to standards
of good medical practice. You also are responsible for training your personnel and other
users to perform these responsibilities. Not performing any of these responsibilities may
compromise patient safety or your compliance with applicable requirements.
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Social Determinants of Health Setup and
Support Guide

Social determinants of health (SDOH) are broadly defined as social and environmental factors that affect patients'
health status. By tracking patients' SDOH, your organization can provide clinicians with a more complete patient
story to help them intervene with patients who are at risk of negative health outcomes. For example, a clinician
might connect a patient who lacks access to food with a local food pantry.

SDOH data can help clinicians improve patients' health by:

e Tailoring clinical recommendations for individual patients.
e Facilitating referrals to community services.
e Understanding additional factors that affect treatment adherence and health outcomes.

The following topics describe how your organization can collect and present SDOH data in Epic.

How It Works
Both the National Academy of Medicine (NAM) and CMS have released guidelines for SDOH factors that should

be documented in EHRs. Based on these guidelines, Epic has integrated clinically validated assessments into the
system for the following SDOH factors, hereafter referred to as domains:

e Alcohol Use

® Depression

¢ Financial Resource Strain

e Food Insecurity

¢ Housing Stability (starting in November 2019)

® Intimate Partner Violence

e Physical Activity

® Postpartum Depression

e Social Connections

e Stress

e Tobacco Use

® Transportation Needs

Starting in August 2020, clinicians can use documentation flowsheets to document every SDOH domain besides
Tobacco Use, which is documented in the History activity. In May 2020 and earlier versions, clinicians document
each SDOH assessments in the History activity, with the following exceptions:

e Clinicians can use the Patient Health Questionnaire-9 (PHQ-9) assessment to screen a patient's risk for
depression.

e Clinicians can use a flowsheet to document a patient's responses to the questions in the Edinburgh
Postnatal Depression Scale. For more information, refer to the Show Patients' Risk for Postpartum
Depression in Social Determinants of Health topic.

e Starting in November 2019, clinicians can use a flowsheet based on the Housing Stability Vital Sign from
Children's HealthWatch to screen a patient's housing stability.
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To illustrate the available Epic tools for documenting and reviewing SDOH, consider the following scenario:

Steve has arrived at Epic Medical Clinic for an office visit. Because Steve hasn't been seen for some time, nurse
Mary wants to screen his SDOH risk. Mary opens her Assessments activity and goes to the Social Determinants of
Health section to start documenting the assessments.

(&) Social Determinants of Health t 1

Physical Activity

P>

On average, how many days per week do you engage in moderate to strenuous exercise (like a brisk walk)?
5 days taken today

0 days 1day 2days 3days 4days 6days 7days Pafientrefused [1

On average, how many minutes do you engage in exercise at this level?
30 min taken today

0 min 10 min = 20 min 40min | 50 min 60 min 70 min 80 min 90 min 100 min 110 min 120 min 130 min 140 min 150+ min [
Patient refused

Financial Resource Strain

»

How hard is it for you to pay for the very basics like food, housing, medical care, and heating?
Mot hard at all taken today

Very hard Hard Somewhat hard Mot very hard (BECETEIN Patient refused | [

Children’s HealthWatch Housing Screener

p

In the last 12 months, was there a time when you were not able to pay the mortgage or rent on time?
No taken today

Yes “ Patient refused [

In the last 12 months, how many places have you lived?
2 taken today

2 |

In the last 12 months, was there a time when you did not have a steady place to sleep or slept in a shelter (including now)?
No taken today

Yes “ Patient refused [

Transportation Needs A

Nurse Mary goes through each topic and documents Steve's answers to each of the SDOH questions. If a patient
doesn't want to answer all of the questions for a given domain, Mary can click Patient refused.

In this case, Steve answers each question, so Mary records his responses and then continues with the rest of her
workflow to room Steve for the office visit.

Meanwhile, Dr. Sutton is preparing for an appointment with another patient, Martin, so he opens Martin's chart to
prepare for the visit. From the longitudinal plan of care report in the Snapshot activity, Dr. Sutton can see
information about Martin's SDOH, which were previously documented by nurse Mary.
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The SDOH print group shows the patient's risk classification for each SDOH domain based on their previous
responses to the SDOH assessments. Each domain appears as a colored segment in a circle, with the color
corresponding to the patient's level of risk for that domain. For example, if a patient has a high-risk classification
for food insecurity, the segment corresponding to that domain is colored red.

Dr. Sutton can hover over each segment to see Martin's responses to each question that contributed to his current
risk classification for the domain. The hover bubble also shows a timeline of Martin's past risk classifications for
the domain. Circles on the timeline graphically indicate each time the patient's answer changed for a question in
the assessment and are colored according to the risk classification. Green circles indicate low or no risk, yellow
circles with a black exclamation point indicate medium risk, and red circles with a white exclamation point
indicate high risk. Dr. Sutton can click each circle to see the responses that contributed to the past risk
classification and can also click the domain header to open the corresponding assessment to document it again.
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This timeline view can help clinicians understand when a patient has recently become at risk for a domain and act
accordingly. For example, Dr. Sutton notices that Martin was recently at high risk for food insecurity so wants to
refer Martin to helpful resources such as local food banks. Dr. Sutton clicks Find community resources at the
bottom of the SDOH print group to open a directory of community resources to refer Martin to.
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Clinicians can search for community resources by name and address and use filters to narrow the search results.
By default, the directory shows resources that provide services to address the patient's medium- and high-risk
SDOH, but clinicians can click Add to include community resources that address additional types of services. They
can also select the My Favorites filter to show only resources that they've marked as favorites.

Filter by T~ Clear

i Favorite

My favorites

i Provided Service
Elder Community Supp...
Food Insecurity Services
Substance Use Services
Visiting and Companion...
Youth Community Supp...

For example, your organization might have an established relationship with a local food pantry. Clinicians can
click the star icon to mark that pantry as a favorite so they can quickly find it in the Community Resources
directory.
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You can also use geocoding with the directory to show resources closest to the patient's home.

Note that SDOH information can also be collected during the inpatient setting. For example, nurses might
document a patient's SDOH as part of the admission workflow. Case managers and social workers can review the
SDOH print group from the Patient Story report in the Patient Summary activity and jump to a navigator section
to update the patient's SDOH information as needed. SDOH information can also appear in Storyboard.

We set up an inpatient workflow in the Foundation System for collecting SDOH.
To see this workflow, log in to the Foundation System Hosted Environment as a

case manager (CM) or social worker (SW), open a patient's chart, and go to the

Patient Summary activity to view the SDOH print group. Click the link from the

print group to update the patient's SDOH.

For more information about how to set up an inpatient SDOH workflow in your
system, contact your EpicCare Inpatient Clinical Documentation technical
services representative and mention parent SLG 4634620.

To help coordinate care with community organizations and provide a more complete picture of patients' SDOH,
you can let community users document SDOH in Healthy Planet Link. For more information, refer to the Let
Community Users Document Patients' Social Determinants of Health topic.
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Available Epic Resources

Epic's tools to document SDOH integrate with several different applications. You might want to have the following
guides on hand as reference materials as you implement SDOH workflows at your organization.

References for clinical content in your system:

e History Setup and Support Guide. This guide provides more information about the History activity, which is
used to document SDOH in Epic in May 2020 and earlier versions.

e Documentation Flowsheets Setup and Support Guide. This guide provides more information about
flowsheets. Starting in August 2020, Epic-released SDOH domains are documented using flowsheets. In
earlier versions, clinicians also use flowsheets to document custom domains and a subset of the Epic-
released domains.

e Longitudinal Plan of Care Strategy Handbook. This handbook contains information about how to
implement a longitudinal plan of care report to help provide clinicians with a central place to review a
patient's current conditions, treatments, and plan of care.

e Community Resource Directory Setup and Support Guide. This guide discusses the setup that's needed to
help facilitate communication with outside facilities to find the right place for patients to go to address
their SDOH needs.

References for working with external organizations:

e Care Everywhere: Essential Setup and Support Guide. This guide provides step-by-step instructions for
setting up and maintaining Care Everywhere when exchanging patient information with organizations that
use Epic, organizations that don't use Epic, and other third-party connections such as Health Information
Exchanges (HIEs), Health Information Service Providers (HISPs), and government agencies. It also includes
troubleshooting information to help you resolve communication issues.

e Care Everywhere: Advanced Setup and Optimization Guide. This guide provides step-by-step instructions
for setting up advanced Care Everywhere features and optimizations.

e Happy Together. This document provides more information about Epic's design philosophy to integrate
information across multiple sources to form a more comprehensive view of patients' health.

e Healthy Planet Link Setup and Support Guide. This guide provides more information about how you can
use Healthy Planet Link to provide care management tools to community organizations.

References for analytics and reporting:
e Analytics - Registries Setup and Support Guide. This guide provides an overview of how you can use
registries to help with your population management strategy.

e Healthy Planet Patient Stratification Setup and Support Guide and Epic's Cognitive Computing Models.
These documents provide information about Epic's care and risk scores, which serve as the framework to
calculate patients' risk classifications for the SDOH domains.
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Social Determinants of Health: Implementation
Strategy

This section describes the considerations and decisions you need to make as part of implementing an SDOH
workflow.

It has been shown that SDOH can affect health outcomes more than traditional medical care, with an estimated
60-70 percent of patients' health related to social and behavioral factors, such as their ability to afford food.
Developing a system of holistic care can help with these factors that are outside the control of healthcare
providers.

A National Academies of Sciences, Engineering, and Medicine (NASEM) report found that there are five activities
that can help integrate social care into healthcare:
e Increase awareness of patients' and communities' social needs and determinants.

¢ Provide adjustment of patients' care based on their social needs, such as modifying the frequency of visits
and making adaptations for literacy.

¢ Provide assistance through social resources like food and transportation vouchers.
e Align with community-based organizations through personal relationships and financial investments.

e Develop advocacy for changes in resources, policies, and systems within your organization and the
community to address patients' social needs and determinants.

Your organization can focus on SDOH as a starting point for these activities. For example, ProMedica Health
System developed a workflow to assess patients for food insecurity and connect at-risk patients with an on-site
food clinic, which helped decrease ED usage and all-cause readmission rates for patients who went to the food
clinic. For more information, refer to the Decreasing Food Insecurity and Hunger Clinical Program.

Reference:

e National Academies of Sciences, Engineering, and Medicine. 2019. Integrating social care into the delivery
of health care: Moving upstream to Improve the nation’s health. Washington, Dc: The National Academies
Press. Https://doi.org/10.17226/25467.

Key Stakeholders

As you get started with your SDOH project, plan to involve the following people:

e Decision making:

o Your population health leadership should own most of the decision making for how to implement
your SDOH workflow. Identify a specific champion early to oversee the operationalization of the
tools across your organization.

o Clinical leadership, such as care management leads and physician champions, should provide input
to your population health leadership on how best to incorporate screening for SDOH into your
current clinical workflows. For example, they can provide guidance about how many questions are
reasonable to ask patients during a 15-minute office visit and how frequently those questions
should be asked.

o If you plan to follow up with at-risk patients, a community liaison who works with community-based
organizations can help determine the best way to connect those organizations with patients.

o Clinical researchers, if they might need or ask for information on SDOH documentation.
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e Building and testing:

o If you're licensed for Healthy Planet, your Healthy Planet analysts should own most of the build and
testing for your SDOH workflow with assistance from your EpicCare Ambulatory analysts. If you're
not licensed for Healthy Planet, your EpicCare Ambulatory analysts should own the build and
testing.

o If you plan to screen for SDOH in contexts other than the outpatient setting, such as inpatient or ED
settings, analysts from teams in those settings should be involved with validating the workflows.

o If you plan to use the Community Resource Directory, subject matter experts, such as care
managers or social workers, should validate the contents of the directory to ensure appropriate
resources are included with accurate contact information. If you plan to import resources rather
than maintain the entire content of the directory yourself, you need to work with a third-party
vendor. The App Market contains information about supported third-party vendors you can work
with (category: Population Health).

Getting Started

Before you implement an SDOH program:

e Understand what's possible with Epic's SDOH tools.
e Consider key questions to help define the project scope.
e Determine how to handle sensitive SDOH information.
® Know about licensing requirements.
e Know about considerations for using Epic's SDOH tools outside of the United States.
Understand What's Possible with Epic's SDOH Tools
You can use Epic's SDOH tools to:
e Document clinically validated SDOH assessments for several domains, including Food Insecurity and
Transportation Needs.

e Put SDOH front and center in the longitudinal plan of care for clinicians to see a patient's risk for each
SDOH factor.

e Connect patients with community resources like food banks to help address their SDOH needs.

For more information about how these tools work, refer to the example workflow at the beginning of this guide.
Additional features this guide covers that are not described in that example workflow include:

e Letting patients document their own SDOH.
e Filtering the SDOH assessments that appear for each patient based on the patient's unique situation.

e Overriding the settings for an Epic-released domain (available starting in November 2019). For example,
you might participate in a program that requires you to use a different screening tool for Food Insecurity
than what the Epic-released domain uses. You can override the activity that opens when clinicians click the
Food Insecurity domain name in the SDOH print group and Storyboard so clinicians use the specified
screening tool.

Limitations

There are some limitations to Epic's SDOH tools. Because of these limitations, you might need to complete
additional build to suit your organization's needs, or choose to wait before implementing an SDOH workflow in
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Epic.

® Reporting options. For SDOH assessments that are documented in the History activity, the system tracks
when a patient’'s SDOH data has changed but not how often it was assessed. This means that you can't
easily report on measures like how many patients were screened for SDOH needs in the past year because
reports show only if patients' SDOH data has changed. Starting in August 2020, the Epic-released SDOH
assessments use flowsheets to help support these reporting needs. If you want to ensure that patients are
screened on a routine basis in a version earlier than August 2020, you can build a custom flowsheet-based
screening.

e Data exchange through Care Everywhere. Only data for certain Epic-released SDOH domains are
exchanged through Care Everywhere.

© Custom domains and the Epic-released Depression and Postpartum Depression domains are not
exchanged. Housing Stability information is not exchanged in May 2021 without SU E9703633,
February 2021 without SU E9607915, November 2020 without SU E9510016, and earlier versions).
Starting in November 2022, custom domains and the Epic-released Depression and Postpartum
Depression domains are exchanged over Care Everywhere. Refer to the Control How SDOH Data Is
Shared with Other Organizations Through Care Everywhere topic for more information.

o Starting in February 2023, clinicians will see external SDOH data in their typical workflows. In
November 2022 and earlier versions, there is not a way to proactively notify clinicians about
external SDOH data received from other organizations.

e Changes to the Epic-released domains. In August 2019 and earlier versions, making any changes to an
Epic-released domain requires creating a custom domain, which adds to the implementation timeline.
Starting in November 2019, you can override the settings for an Epic-released domain without creating a
custom domain.

e Patients' consent for help. You need to develop a custom workflow to document whether patients want
help with their SDOH needs and their consent. For example, you might add a flowsheet prompt for nurses
to ask patients whether they want help. A study published in the Annals of Family Medicine found that
approximately 20% of patients want help with their SDOH needs. If you don't develop a workflow to get
patients' consent, clinicians might place referrals for patients who don't want help. This can negatively
affect the morale of stakeholders in your SDOH program if one of your key metrics is the rate of successful
connections between patients and the resources they are referred to.

o Reference: Ann Fam Med 2018;16:399-407. Adoption of Social Determinants of Health EHR Tools by
Community Health Centers. Https://doi.org/10.1370/afm.2275.

e Referrals to community resources. When clinicians open the Community Resource Directory from the
SDOH print group to recommend a resource for a patient, a referral to that resource is not automatically
generated. Clinicians need to take appropriate follow-up steps to help connect patients with community
resources, such as placing a separate referral to a social worker to connect the patient with the resource. If
your organization wants to implement more of a coordination workflow with community resources using
Epic, you can extend EpicCare Link to community organizations so they can receive and respond to
requests from your organization. For more information about this workflow and how to implement it, refer
to the Community Resource Directory Setup and Support Guide. Note that this workflow requires the
Coordinated Care Management license.

e SDOH in Healthy Planet Link. The Social History activity in Healthy Planet Link contains the same screening
tools for the Epic-released domains that are documented in the History activity in Hyperspace. Although
you can customize the SDOH content that appears in the History activity in Hyperspace, only Epic-released
content can appear in the Social History activity in Healthy Planet Link. Additionally, you cannot add or
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remove Epic-released content from the Social History activity. Starting in August 2020, if your organization
has completed the SDOH transition to flowsheets, the Epic-released flowsheets for SDOH are also
accessible in Healthy Planet Link for users to document in.

Consider Key Questions

Your SDOH project can range from collecting SDOH data only for reporting purposes to coordinating with
community resources to address patients' SDOH needs. The amount of resources needed varies by the scope of
your project. For example, if you want to implement a referral workflow within Epic to refer patients to community
resources, you need to extend EpicCare Link to each relevant community-based organization. Alternatively, you
might need to work with a third-party vendor to provide a directory of community resources and a means of
communicating with those resources.

Work with your population health leadership to help you define a project scope by answering the following
questions:

e How are you currently collecting SDOH information at your organization? You might collect information as
part of existing workflows.

o Starting in November 2022, you can use multiple sources of information to evaluate a given
domain. For example, you might include both the AUDIT-C and CAGE assessments in your Alcohol
Use domain. Clinicians can choose the assessment that makes the most sense for each patient, and
patients receive risk classifications regardless of which assessment is documented for them. We
recommend consolidating to a single assessment, where possible, or to as few as possible to give
patients and clinicians a consistent experience..

o In May 2022 and earlier versions, you need to use one screening tool per domain so might need to
consolidate screening tools when possible. If you're already collecting SDOH information, compare
the information you're collecting to the Epic-released screening tools for domains such as Alcohol
Use and Physical Activity. If the Epic-released tools meet your organization's needs, you can likely
switch to using them with minimal build and training. If your organization collects information
beyond what is included in the Epic-released tools, you need to do a little more work to support
custom SDOH domains.

® Are you subject to any regulatory requirements regarding the collection of SDOH information? If so, you
need to build support for those requirements into your SDOH workflows, which might require building
custom domains or extending EpicCare Link access to community resources to implement a coordinated
referral workflow.

e What is unique about your patient population with regards to SDOH? For example, your organization
might serve a lot of homeless patients or patients on Medicaid. Depending on the type of patient for
whom you want to document SDOH, some of the Epic-released tools might not be a good fit. For example,
the Epic-released SDOH domains are mainly targeted towards adult patients, not pediatric patients. You
might need to build custom domains and screening tools depending on your target patient population.
Note that there is Foundation System content for pediatric patients. For more information, refer to
the Import and Configure Foundation System Infant, Child, and Adolescent Domains topic.

e Which patients do you want to screen for SDOH? Do you want to screen all of your organization's patients,
or just a subset? For example, you might choose to screen only patients who come for annual wellness
checkups. Deciding which patients you want to screen can help you design the ideal workflow, such as a
workflow that fits within a 15-minute wellness visit. Be creative as you think about which patients to screen
and the settings in which you can screen them.

e How will you pilot your SDOH workflow? Epic recommends that you pilot a workflow before rolling it out
across your organization because you can incorporate feedback from staff and patients and make
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adjustments as needed. For example, you might start collecting SDOH information in only certain
departments or clinics. Some organizations have also been successful piloting SDOH workflows with a
limited patient population, such as patients who are at high-risk for an ED readmission.

e Are there particular SDOH domains where you want to focus? For example, you might want to focus on
the Food Insecurity, Housing Stability, and Transportation Needs domains if your organization serves a lot
of homeless patients. You can choose to develop workflows for addressing targeted domains rather than
implementing every domain.

e How do we want to use SDOH data to assist your patients? For example, if a patient is at-risk for a domain,
you might have clinicians document the problem in their progress note and verbally discuss it with the
patient at the point of care. You might also implement the Community Resource Directory for clinicians to
either provide the patient with a list of resources or for clinicians to communicate directly with the
community resource to provide services to the patient. Alternatively, it can be valuable to collect SDOH
information even if you don't have the resources to immediately follow up with at-risk patients. For
example, a provider who knows that a patient is homeless can avoid prescribing any medications that
require refrigeration.

Understand Licensing Requirements

The central pieces of Epic's SDOH workflow are available with the EpicCare Ambulatory and MyChart licenses that
you already have, including the following features:

e Epic-released screening tools
e SDOH print group 52140-LPOC Social Determinants of Health - Happy Together
e SDOH MyChart questionnaire

Additionally, you can see patients' SDOH risk classifications in near real-time with the Enhanced Data Analytics
license.

With the Healthy Planet license, you can use the Community Resource Directory to recommend a list of resources
to patients to help address their SDOH needs. With the Coordinated Care Management license, you can use the
Community Resource Directory to communicate with community resources through fax or EpicCare Link's In
Basket. For more information about additional features available with the Coordinated Care Management license
that can be used with SDOH, refer to the Coordinated Care Management Programs Setup and Support Guide.

With the Healthy Planet Link license, you can let community organizations document a patient's SDOH. Note that
Healthy Planet Link is licensed separately from EpicCare Link.

Considerations
There are additional considerations you should be aware of regarding Epic's SDOH tools.

® The Epic-released domains and corresponding assessments were created based on guidelines from the
National Academy of Medicine (NAM) and CMS. Some of the questions used in the assessments might not
be appropriate for organizations outside of the United States. For example, your government might have a
different definition for when a patient is considered food insecure from what's used in the assessment for
the Epic-released Food Insecurity domain. Before deciding to use Epic's SDOH tools, consider whether the
assessments are best suited to gathering information for your patient populations. You can review the
questions that are used with the Epic-released domains in the Social Determinants of Health Domain
Questions, Answers, and Risk Classification Logic topic.

¢ Epic does not have the legal authority to translate the assessments used with the Epic-released domains. If
you want a translated copy of the assessments, you need to obtain permission from the entity that created
the assessment and then make that translated copy yourself. Refer to the Social Determinants of Health:
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Risk Information and Related Literature topic for information about which entity created each assessment.

Review Implementation Options

There are several options for how you can implement an SDOH workflow, which range from collecting SDOH data
only for reporting purposes to coordinating with community resources to address patients' SDOH needs. The
following table describes three examples of different implementation options. Use these examples with the

considerations described in the Getting Started topic to help guide your SDOH project.

Option | Description Goal I|T1ple.m entation
Timeline
Collec Includes collecting information for the This option is best used 2-4 months. This
tion- Epic-released SDOH domains through a when your goal is to includes time for
only single workflow, and showing that collect initial SDOH information
information in the longitudinal plan of care information about your gathering, such as
(LPOC) report. Involves minimal decision- patients and quickly reviewing your
making and build because you're using implement an SDOH current History
Epic-released content. workflow in the outpatient activity build, and
setting. After you the time it takes to
implement this workflow build, test, and
and have a better train the workflow.
understanding about the
needs of your patients,
you might transition to
one of the other options
listed below.
Light Includes collecting information for three or This option is best used 5-8 months. The
interv four SDOH domains through one or two when your goal is to longer timeline
ention | workflows, and showing that information in | collect information for a compared to the
s for the LPOC. Also includes using the few key areas that affect “collection-only"
target Community Resource Directory or another your patients and to option accounts for
ed tool to connect at-risk patients with address those needs. engaging
areas resources for the domains you focus on. community
Involves moderate decision-making resources and your
because you need to decide which SDOH internal teams,
domains you want to focus on and which potentially building
resources can help address patients' needs a few custom
for those domains. screening tools, and
training users on
how to refer
patients to
community
resources.
All-in Includes collecting information for all This option is best used 8-12 months. The
SDOH domains that might affect your when your goal is to longer timeline
patients, and using several workflows address the unique needs compared to the
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Option | Description Goal I|T1ple.mentat|on
Timeline
across your organization to collect that of your patients across "light interventions"
information, such as the outpatient, your entire health option accounts for
inpatient, and ED settings. Also includes organization. engaging additional
showing that information in the LPOC and community
using the Community Resource Directory resources, building
or another tool to connect at-risk patients multiple custom
with resources for any domain. Involves screening tools, and
the most decision-making because you training users across
need to coordinate across multiple multiple settings to
departments to build multiple workflows. complete the
workflow.

Develop Workflows

After you decide your organization's implementation scope, you need to develop one or more workflows for
collecting and reviewing SDOH data. The following questions can help you develop a workflow based on the
scope you decided earlier:

® Who should collect patients' SDOH data?

o In general, Epic recommends against having PCPs collect SDOH data so they don't have too many
documentation responsibilities. In inpatient settings, it's more likely that you'll have social workers
or community health workers collect SDOH information. For example, if you decide to collect SDOH
data during annual wellness visits, you might have nurses document the information during the
rooming workflow. Alternatively, you might send patients a questionnaire to fill out in MyChart
before their visit. Front desk staff can verify that the questionnaire was completed and have
patients fill it out in a Welcome kiosk if it wasn't.

o We recommend identifying one screening tool per domain and consolidating screening tools when
possible. In May 2022 and earlier versions, each domain can be associated with only one source of
information, so consolidating is important to make sure all patients have data in that source
screening tool. Starting in November 2022, you can use multiple sources of information to evaluate
a given domain, such as the AUDIT-C and CAGE screenings for an Alcohol Use domain. However, we
recommend using multiple screening tools only when necessary, for example when required by a
jurisdiction or when different screening tools are clinically relevant to different patient populations,
to simplify workflows and build.

e Who should review SDOH data, and when? If your organization plans to follow up with at-risk patients,
decide who should review patients' SDOH data to determine whether follow-up is needed. For example, if
nurses document SDOH during a rooming workflow, providers might review the information during the
visit so they can either talk with the patient about their needs or flag the patient for a care manager or
social worker to follow up with them. Alternatively, you can have clinic staff review SDOH information when
the patient isn't present and coordinate a warm hand-off with a care manager or social worker for
additional follow-up.

e When should we ask patients whether they want help? As mentioned in the Getting Started topic, you
need to develop a process to document whether patients want help with their SDOH needs. The workflow
point in which you ask patients whether they want help depends on the goals of your project:
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o]

If the primary goal of your SDOH project is to refer patients to community resources, Epic
recommends that you start your SDOH workflow by asking patients whether they want help. If the
patient answers Yes, clinicians can continue with the SDOH screening. Otherwise, clinicians can skip
the screening to save time and avoid asking the patient questions that aren't helpful to them
because your organization isn't going to follow up.

If the primary goal of your SDOH project is to collect data about your patient population, you can
start your SDOH workflow with the assessment and then ask patients whether they want help with
their needs prior to referring them to any resources. This approach lets you collect SDOH data
regardless of whether patients want help, but ensures that you don't refer patients to resources
without getting their consent.

e How do you want to handle sensitive domains? Epic's SDOH tools include questions for domains that
might be sensitive to some patients, such as questions about intimate partner violence. You need to
determine whether and how to discuss these questions with patients. For example:

o]

o]

After you outline workflows, make sure that everyone involved has access to the tools they need at the correct

You can filter SDOH domains based on a patient's age or gender.

You can train staff how to ask sensitive questions using techniques such as motivational
interviewing and health coaching.

You can follow up with at-risk patients by using interventions that address multiple domains beyond
the sensitive ones. For example, you can have social workers provide information about risk factors
for intimate partner violence and available resources as part of a home visit for a child welfare case.
Counselling sessions for depression can include cognitive behavioral therapy to emphasize safety
behaviors.

If your organization includes sensitive domains in a MyChart questionnaire, you can ensure that
only the patient, and not their proxy, can view the questions. For more information, refer to the
Including Sensitive Questions consideration in the Let Patients Document Their Own SDOH in
MyChart and Welcome topic.

You can limit how SDOH assessments and referrals to community resources are shared with other
organizations, in MyChart, and on the AVS. For more information, refer to the Customize How
SDOH Data Is Shared topic.

If your organization doesn't have resources to address sensitive SDOH domains, you might decide
not to screen patients for those domains to avoid liability for asking and not following up with at-
risk patients.

workflow step. For example, any staff who will review a patient's SDOH should have access to the SDOH print

group in the LPOC. Staff who will document SDOH should have access to the screening tools that you will use,

and those tools should fit in with their current workflows.

Get Buy-In

Because an SDOH program involves additional documentation and review, it's important to get buy-in across your
organization to ensure workflow compliance. To help get staff buy-in, you can highlight the benefits of

documenting SDOH. For example, you might talk about key "saves" or specific patient case studies to show how

addressing SDOH positively affected the patient. You can also emphasize how focusing on SDOH can help to

understand patients in the broader context of their communities. A clinician champion who's involved with your

SDOH project can help relate the benefits of the project to their peers.

Train Staff

Because SDOH documentation uses tools that clinical staff are likely familiar with, such as the History activity and
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flowsheets, you probably don't need to spend a lot of time training users how to document SDOH in Epic. You can
use the It's Possible...Social Determinants of Health [POSS078] video to help with the Epic training. If you decide to
use the Community Resource Directory, you can also use the Find Community Resources to Address Patients'
Needs tip sheet to help users understand how to use the directory.

It's important to provide training outside of Epic about how to complete the assessments. For example, you need
to train staff about how to ask sensitive questions and handle responses accordingly. Training techniques such as
motivational interviewing and health coaching can help empower staff and build confidence. You can also explain
that the SDOH screening is the beginning of an ongoing conversation with patients and that staff shouldn't feel
like they have to address all of the patient's needs at once.

During training, communication across your organization is key so everyone understands their role in the overall
SDOH workflow. Additionally, staff who aren't directly involved with documenting or reviewing SDOH information
should know who to follow up with if they learn information about a patient's SDOH needs as part of other
workflows.

Engage Community Resources

If you plan to refer at-risk patients to community organizations, you need to identify and cultivate relationships
with those community resources to help patients get the most out of them. For example, if clinicians know about
the eligibility requirements for several local food banks, they can use the Community Resource Directory to
recommend the food bank that's best suited for the patient’s situation.

Community organizations can be a great source of knowledge about your patient population and what kinds of
targeted outreach has been most effective in your community. There are several ways that you might develop
relationships with community organizations. For example, you might build upon personal relationships that care
managers and social workers have with staff of community organizations. If you're in a value-based payment
model, you might choose to share savings with the community organizations to help provide financial stability for
their programs. Public or private grants also provide the opportunity to work with community organizations.

Review the organizations that you already have connections with, such as through corporate partnerships or local
city and county initiatives, to find additional opportunities for engagement. Make sure to talk with your
compliance department and other relevant stakeholders if you plan to extend EpicCare Link or Healthy Planet Link
to any organizations. For more information, refer to the EpicCare Link Community Strategy Handbook.

Import and Configure Foundation System Infant, Child,
and Adolescent Domains

In the Foundation System, we worked with Epic community members to create the following custom domains for
infant, child, and adolescent assessments, so clinicians could ask targeted questions about these factors in
addition to the questions from the Epic-released domains:

e Adolescent Education

¢ Adolescent Socialization

e Adolescent Substance Use

e Caregiver Education and Work

e Caregiver Health

e Child Education

e Safety and Environment
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You can use our domains configured as they are in the Foundation System or use them as a guide to design your
own.

Prerequisites

Review with Stakeholders

Review the content available in the Foundation System with your stakeholders. Do you want clinicians
collecting information on all of the domains included? Are there certain questions you don't want to ask
patients or their caregivers? Are there additional questions you'd like to add?

Note that the Foundation System questionnaires include questions that might be sensitive to some patients,
such as questions about substance abuse. If your organization doesn't want patients or their proxies to see
and answer these questions, you can do one of the following:

e Create a custom questionnaire that doesn't include the questions.

e Have clinicians manually send the questionnaire through a secure MyChart message and indicate
that only the patient, and not their proxy, can view the message. This setup is described in the Let
Patients Document Their Own SDOH in MyChart and Welcome topic.

You should also review the information that proxies have access to in MyChart. By default, proxies don't have
access to view SDOH assessments or referrals to community resources in MyChart visit summaries, but they
can view referrals to community resources in the AVS. The Configure Proxy Access to SDOH

Information topic has information about changing these defaults.

Develop Organizational Policies

Depending on patients' or caregivers' answers to certain questions, clinicians might have follow-ups they
need to take. Work with your stakeholders to determine protocols for how clinicians are expected to respond
if patients or caregivers give certain answers to the questionnaires. For example, if a caregiver says they're
worried their child might have been sexually abused, what follow-up action does your organization expect
clinicians to take?

Decide How to Present Domains to Clinicians

In the Foundation System, we've set up the domains to appear to clinicians as a flowsheet popup from the
SDOH print group in Storyboard or Snapshot. We've also created navigator sections that you can add to the
History activity or another navigator, depending on where clinicians collect social determinants of health
data. Work with your stakeholders to determine which option works best for their workflows.

Note that the navigator sections we've created in the Foundation System aren't filtered by age. If you want
those navigator sections to appear only for patients of a certain age, refer to the Show or Hide Navigator
Sections Based on a Rule topic for setup instructions. Then, add the navigator sections to a navigator that
makes sense for your users' workflows. Refer to the Collect Sections into Topics topic and the Collect Topics
into a Template topic for setup instructions.

Decide Whether to Provide Clinicians with Links to the Community Resource Directory

The Community Resource Directory is a tool to help users search for community resources to help with a
patient's care. These community resources might be anything from sub-acute providers, such as skilled
nursing facilities, to social services like meal delivery programs, support groups, and shelters. The Epic-
released SDOH print group for adult patients includes a link to the Community Resource Directory so
clinicians can provide patients with information about resources that might help. In the Foundation System,
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the SDOH print group for infants, children, and adolescents doesn't include a link to the Community
Resource Directory. To add a link, refer to the Map SDOH Domains to Services Provided by Community
Resources topic.

To review the assessments associated with these domains, log in to the Foundation Hosted environment as your
organization's outreach specialist (POPOUT). Open an infant, child, or adolescent's chart. Hover over the social
determinants of health in the patient's Storyboard. Click a link to see what's included in that domain. Note that
some of the domains appear only for patients in a certain age range, so you might not see all of the domains,
depending on the age of the patient's chart you opened:

e Adolescent Education appears for patients ages 11-17.

e Adolescent Socialization appears for patients ages 11-17.

e Adolescent Substance Use appears for patients ages 11-17.

e Child Education appears for patients ages 3-10.

e Safety and Environment appears for patient ages 0-10.

The other Foundation System domains appear regardless of age for patients ages 0-17.
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Social Determinants of Health: Risk Information and
Related Literature

This section provides an overview of the risk classifications for each SDOH domain and which peer-reviewed
literature was consulted when creating the risk classifications.

The literature for the Food Insecurity and Transportation Needs domains was selected based on feedback from
Epic's Social Determinants of Health Brain Trust, which included clinicians and executives from several healthcare
organizations. Literature for the remaining domains was selected based on recommendations from the National
Academy of Medicine (Institute of Medicine. 2014. Capturing social and behavioral domains and measures in
electronic health records: Phase 2. Washington, DC: The National Academies Press).

Risk classifications are assigned according to the following table:

Source (Starting in . Possible Risk
Domain epe e References
November 2022) Classifications
Adolescent Education Adolescent Education e High Risk National Center for
. . Medical-Legal
(available in the e Defer to )
. . ) Partnership, George
Foundation System for socialization . o7
Washington University,
adolescent risk i .
. The Milken Institute
assessments, as Iits classifications

. o School of Public Heath.
own domain starting in

November 2022 and as
part of a combined
Adolescent Education
& Socialization domain
in earlier versions)

Adolescent Socialization | Adolescent e Not Isolated Pantell, M., D. Rehkopf,
Socialization _ D. Jutte, S. L. Syme, J.

. . * Slightly Balmes, and N. Adler.
(available in the Isolated 2013. Social isolation: A
Foundation System for ® Somewhat redi.ctor of mortalit .

dolescent P y
@ . Isolated comparable to
assessments, as Iits own P

i T traditional clinical risk

domain starting in * Moderately factors. American
November 2022 and as Isolated Journal. of Public Health
part of a combined * Severely 103(11):2056-2062.
Adolescent Education & Isolated

(Included in Adult

lizati .
Socialization domain in SDOH Assessment).

earlier versions)
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Adolescent Substance
Use

Adolescent Substance
Use

(available in the
Foundation System for
adolescent
assessments)

e High Risk

® |ow Risk

© 2016 Children’s
Hospital Colorado and
Board of Regents of
the University of
Colorado. Use and
reproduction of this
tool for non-
commercial purposes
is licensed under a
Creative Commons
Attribution-
NonCommercial-
ShareAlike 4.0
International Public
License.
https://creativecommo
ns.org/licenses/by-nc-
sa/4.0/legalcode

AUDIT-C

Alcohol Use

e Not At Risk

e Heavy Drinker

Frank, D., DeBenedetti,
A F,Volk R. J,
Williams, E. C,,
Kivlahan, D. R, &
Bradley, K. A. (2008).
Effectiveness of the
AUDIT-C as a
screening test for
alcohol misuse in
Three race/ethnic
groups. Journal of
General Internal
Medicine, 23(6), 781-
787.
doi:10.1007/s11606-
008-0594-0

Caregiver Education

Caregiver Education

The Health Leads

® Low Risk
and Work and Work _ _ Screening Toolkit.
' ' * Medium Risk (2016, July). Retrieved

(available in the e High Risk from
'Fofundatrﬁg Sys;cjem for https://healthleadsusa.o
intant, child, an rg/resources/the-
adolescent health-leads-screening-
assessments) toolkit/

Caregiver Health Caregiver Health ® Low Risk ¢ The Patient
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(available in the
Foundation System for
infant, child, and
adolescent
assessments)

e Medium Risk
® High Risk

Health
Questionnaire-
2 (PHQ-2).

e © 2016
Children’s
Hospital
Colorado and
Board of
Regents of the
University of
Colorado. Use
and
reproduction
of this tool for
non-
commercial
purposes is
licensed under
a Creative
Commons
Attribution-
NonCommerci
al-ShareAlike
4.0
International
Public License.
https://creative
commons.org/I
icenses/by-nc-
sa/4.0/legalcod
e

Child Education

Child Education

(available in the
Foundation System for
child assessments)

Low Risk
Medium Risk
High Risk

IHELLP© Social History
Questions from the
American Academy of
Pediatrics

Patient Health
Questionnaire-2 (PHQ-
2)

Depression

Not At Risk
At Risk

The Patient Health
Questionnaire-2 (PHQ-
2) depression
screening.
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Patient Health Depression o The Patient Health

. ) None or . )
Questionnaire-9 (PHQ- minimal Questlonn§|re-9 (PHQ-
9) depression 9) depressmn

severity screening.
e Mild
depression
severity
® Moderate
depression
severity
® Moderately
severe
depression
severity
e Severe
depression
severity
Overall Financial Financial Resource e Low Risk e Puterman, E., J.
Resource Strain Strain :
(CARDIA e Medium Risk :erltatsos, N. E.
_ _ er, S.
* High Risk Sidney, J. E.
Schwartz, and
E. S. Epel. 2013.
Indirect effect
of financial

strain on daily
cortisol output
through daily
negative to
positive affect
index in the
coronary
artery risk
development
in young
adults study.
Psychoneuroe
ndocrinology
38(12):2883-
28809.

e Hall, M. H.,, K.
A. Matthews,
H. M. Kravitz, E.
B. Gold, D. J.
Buysse, J. T.
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Bromberg, J. F.
Owens, and
M.-F. Sowens.
2009. Race and
financial strain
are
independent
correlates of
sleep in midlife
women: The
SWAN Sleep
Study. Sleep
32(1):73-82.

Hunger Vital Sign

Food Insecurity

No Food
Insecurity

Food Insecurity
Present

Hager, E. R., Quigg, A.
M., Black, M. M.,
Coleman, S. M.,
Heeren, T., Rose-
Jacobs, R, Frank, D. A.
(2010). Development
and validity of a 2-ltem
screen to identify
families at risk for food
insecurity. PEDIATRICS,
126(1), e26-e32.
doi:10.1542/peds.2009
-3146

Housing Stability Vital

Housing Stability

Adapted from the

questionnaire (HARK)

Low Risk
Sign (Available starting in _ _ Housing Stability Vital
November 2019) High Risk Sign developed by
Children's HealthWatch.
Humiliation, Afraid, Intimate Partner Not At Risk Sohal, H., S. Eldridge,
Rape, and Kick Violence ) and G. Feder. 2007.
At Risk

The sensitivity and
specificity of four
questions (HARK) to
identify intimate
partner violence: A
diagnostic accuracy
study in general
practice. BMC Family
Practice 8(1):49-58.
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Edinburgh Postnatal

Postpartum Depression

Cox, J.L, Holden, J.M,,

Insufficiently

Low Risk
Depression Scale . . and Sagovsky, R. 1987.
Medium Risk Detection of postnatal
High Risk depression:
Development of the 10-
item Edinburgh
Postnatal Depression
Scale. British Journal of
Psychiatry 150: 782-786
Exercise Vital Sign (EVS) Physical Activity Sufficiently Coleman. 2012. Initial
Active validation of an

exercise "vital sign" in
electronic medical

Foundation System for
infant, child, and
adolescent
assessments)

Active records. Medicine
Inactive Science in Sports
Exercise 44(11):2071-
2076.
Safety and Environment Safety and Low Risk e Dubowitz H,
Environment ;
High Risk Fe|gelmar? S,
(available in the Lane W, Kim J.
Pediatric

primary care to
help prevent
child
maltreatment;
the Safe
Environment
for Every Kid
(SEEK) Model.
Pediatrics
2009;123:858-
64.

e Ebel B,
Rowhani-
Rahbar A,
Hamann C.
(2018)
developed for
UW Medicine.
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Social Connection and
Isolation Panel
[NHANES]

Social Connections

Socially
Integrated
(August 2020
and earlier:
Not Isolated)

Moderately
Integrated
(August 2020
and earlier:
Slightly
Isolated)

Moderately
Isolated
(August 2020
and earlier:
Somewhat
Isolated)

Socially
Isolated
(August 2020
and earlier:
Moderately
Isolated)

Socially
Isolated
(August 2020
and earlier:
Severely
Isolated)

Pantell, M., D. Rehkopf,
D. Jutte, S. L. Syme, J.
Balmes, and N. Adler.
2013. Social isolation:
A predictor of
mortality comparable
to traditional clinical
risk factors. American
Journal of Public
Health 103(11):2056—
2062.

Finnish Institute of
Occupational Health -
Occupational Stress
Questionnaire

Stress

No Stress
Concern
Present

Stress Concern

Elo, A.-L., A. Leppénen,
and A. Jahkola. 2003.
Validity of a single-
item measure of stress
symptoms.

Present Scandinavian Journal
of Work, Environment
& Health 29(6):444—
451,
Tobacco Use - Patient Tobacco Use Low Risk The existing Smoking
History ] ) Status (I EPT 19208)
Medium Risk field in the History
High Risk activity. This domain

also uses the existing
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Smokeless Tobacco
Status (I EPT 19205)
field.

PRAPARE -
Transportation

Transportation Needs

* No
Transportation
Needs

e Unmet
Transportation
Needs

Adapted from the
PRAPARE assessment
tool developed by the
National Association of
Community Health
Centers (NACHCQ), Inc,,
Association of Asian
Pacific Community
Health Organizations,
and Oregon Primary
Care Association. For
more information
about this tool, refer to
the NACHC website.
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Social Determinants of Health Domain Questions,
Answers, and Risk Classification Logic

This section includes information about translating SDOH screeners to other languages, as well as information
about released SDOH domain questions, answers, LOINC codes, and risk classification.

Translating SDOH Screeners

This table provides available translations and if translations are allowed by individual organizations for each adult
SDOH screener.

Domain Screener Available Translations How to get the
translation/ability to translate

Depression PHQ-9 e Danish Access the translations here:
e Dutch PHQ Screeners Translations
* German 1. “Click here to access the
e Finnish Screeners”
e French 2. Agree to the terms of use.

e English for the 3. Select PHQ-9 and desired
UK language.

e Spanish 4. "Go to selected screener”
e Swedish

e Chinese

e Russian

e Haitian Creole
e |talian

e Korean

e Polish

® Plus, many
more available

Intimate HARK Currently none Translation by individual
Partner organization is allowed with no
Violence additional permissions.

Access the screener here.

Physical Exercise Currently none Translation by individual
Activity Vital Sign organizations is allowed.

Access the screener here.
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Please follow the steps outlined
on the LOINC website.

Food
Insecurity

Children’s
HealthWatc
h Hunger
Vital Signs

® English

® Russian

e Somalian

® Vietnamese
e Korean

e Chinese

e Spanish

® Arabic

e Swahili

e French

® Nepali

Access the translations here.

Transportati
on
Insecurity

PRAPARE

e Chinese

e French

® German

* Hmong

e Korean

® Portuguese
® Russian

e Spanish

® Vietnamese
¢ Tagalog

e And more

Access the translations on the
PRAPARE website.

Housing

Children’s
HealthWatc
h Housing
Vital Sign

Currently none

Translation by individual
organizations is allowed with no
additional permissions needed.

Access the screener here.

Financial

CARDIA/SW

Currently none

Translation by individual
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http://childrenshealthwatch.org/wp-content/uploads/Hunger-Vital-Sign_translations.pdf
http://prapare.org/the-prapare-screening-tool/
https://loinc.org/98975-6/

Resource AN organization is allowed.
Strain
ral Access the screener here.
Please follow the steps outlined
on the LOINC website.
Alcohol Use AUDIT-C e Chinese Access the screener here.
e |talian Go to "Details for each LOINC in
: Panel” for translations.
® Russian
e Spanish More translations (Spanish, Slavic,
Norwegian, French, German,
Russian, Japanese, Swabhili, and
more) are available by writing to:
Department of Mental Health
and Substance Dependence
World Health Organization
1211 Geneva 27, Switzerland
Additional translation by individual
organizations is allowed.
Please follow the steps outlined
on the LOINC website.
Stress Elo et al. Currently None Translation by individual
organizations is allowed.
Access the screener here.
Please follow the steps outlined
on the LOINC website.
Tobacco Use - e Chinese Access the screener here.
e |talian Go to "Details for each LOINC in
: Panel” for translations.
® Spanish
Additional translation by individual
organizations is allowed.
Please follow the steps outlined
on the LOINC website.
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https://loinc.org/93030-5/
http://loinc.org/international/translations/
https://loinc.org/72109-2/
http://loinc.org/international/translations/
https://loinc.org/76542-0/
http://loinc.org/international/translations/
https://loinc.org/88028-6/
http://loinc.org/international/translations/

Postpartum Edinburgh

Depression Postnatal
Depression
Scale

Arabic
Chinese
Dutch
French
German
ltalian
Norwegian
Spanish
Swedish
Vietnamese

And more

Translations available here.

Domain Questions, Answers, LOINC Codes, and Risk
Classification Logic

Alcohol Use

LOINC
. LOINC LOINC | Answer
. Question .
Question . Question | Answer |Answer| Code
Location
Code Code Exact
Match?
How often do you Sta 68518- Never [1] LA627 Yes The AUDIT-C is score«
have a drink rtin 0 0-8 choices, ranging from
. ;
containing alcohol? g In men a score of 4 ol
I: Monthly LA189 Yes below 4 will be classif
u
or less [2] 26-8 In women a score of :
gu .
st scores below 3 will be
20 2-4 times LA189 Yes Starting in November
R 3] patient's risk level, the
FL and information relatt
o) a cisgender male, a s¢
15 2-3 times LA189 Yes
72 a week [4] 28-4
87

Social Determinants of Health Setup and Support Guide

33


http://www.mcpapformoms.org/Docs/Edinburgh%20Depression%20Scale%20Translated%20Government%20of%20Western%20Australia%20Department%20of%20Health.pdf

LOINC

. LOINC LOINC | Answer
. Question .
Question R Question | Answer |Answer| Code
Location
Code Code Exact
Match?
98
36 4 or more LA189 Yes
times a 29-2
¢ ll\r/ll week [5]
a
y
20 Patient — —
20 refused
an [98]
d
ear
lier Not asked — —
ver [99]
sio
ns:
I
EP
T
19
93
4
How many drinks e Sta 68519- Patient — —
containing alcohol do rtin 8 does not
you have on a typical g drink [0]
day when you are in (Starting
drinking? Au in
qu Novembe
st r2021)
20
20: 1or2[1] LA156 | Yes
R 94-5
FL
O
15 3or4[2] LA156 Yes
72 95-2
87
%8 5or6(3 | LA189 | Yes
37 30-0
® In
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LOINC

. LOINC LOINC | Answer
. Question .
Question R Question | Answer |Answer| Code
Location
Code Code Exact
Match?
Ma
y 7 to 9 [4] LA189 Yes
20 31-8
20
an
d 10 or LA189 Yes
more [5] 32-6
ear
lier
V_er Patient — —
S0 refused
|”5: [98]
EP
T Not asked — —
19 [99]
93
5
How often do you e Sta 68520- Never [1] LA627 Yes
have six or more rtin 6 0-8
drinks on one 9
occasion? in
Less than LA189 Yes
';L: monthly 33-4
ot (2]
20
20: Monthly LA188 | Yes
R 3] 76-5
FL
o]
15 Weekly LA188 Yes
72 4] 91-4
87
98
38 Daily or LA189 Yes
. in almost 34-2
Ma daily [5]
y
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LOINC
Question LOINC LOINC | Answer
Question . Question | Answer |Answer| Code
Location

Code Code Exact
Match?

20 Patient — —
20 refused
an [98]

ear
lier Not asked — —

ver [99]
sio
ns:

EP

19
93

Frank, D., DeBenedetti, A. F., Volk, R. J., Williams, E. C,, Kivlahan, D. R., & Bradley, K. A. (2008). Effectiveness of the
AUDIT-C as a screening test for alcohol misuse in Three race/ethnic groups. Journal of General Internal Medicine,
23(6), 781-787. doi:10.1007/511606-008-0594-0.

Depression
Patient Health Questionnaire-2 (PHQ-2) Screening

Social Determinants of Health Setup and Support Guide



Evaluation
LOINC Loaic
Question | LOINC LOINC | Answer | o ?st
Question . Question Answer Answer | Code 9 ] Y
Location Code Code Exact Metric:
R CER 97063
Match? )
Little interest or RFLO 44250- Not at all LA656 Yes A PHQ-2 score
pleasure in doing 1570000 9 1 8-5 of 3 or more
things? 014 appears as “At
Risk”.
Several LA656 Yes
days [2] 9-3 A score of 2 or
less appears as
"Not at Risk”".
More than LA657 Yes
half the 0-1
days [3]
Nearly LA657 Yes
every day 1-9
(4]
Feeling down, R FLO 44255- Not at all LA656 Yes
depressed, or 1570000 8 [ 8-5
hopeless? 015
Several LA656 Yes
days [2] 9-3
More than LA657 Yes
half the 0-1
days [3]
Nearly LA657 Yes
every day 1-9
(4]
Patient Health Questionnaire-9 (PHQ-9) Screening
© Starting in November 2022
Evaluation
LOINC Logic
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. LOINC LOINC | Answer | (Registry
. Question . .
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97143)
Little interest or pleasure in doing R FLO 44250- Not LA656 Yes PHQ-9
things? 157000 9 at all 8-5 questions
0014 M are
scored
from 0
Sever LA656 Yes (Not at
al 9-3 all) to 3
days (Nearly
[2] every
day) and
then
More LA657 Yes
added
than 0-1 together
half gether.
the A PHQ-
days 9 score
[3] of 4 or
less
appears
Nearl LA657 Yes as "None
y 1-9 or minim
every al
day depressio
[4] n
severity".
Feeling down, depressed, or R FLO 44255- Not LA656 Yes A score
hopeless? 157000 8 at all 8-5 of 5-9
0015 [1] appears
as "Mild
depressio
Sever LA656 Yes n
al 9-3 severity".
days
2] A score
of 10-14
appears a
More LA657 Yes s
than 0-1 "Moderat
half e
the depressio
days n
[3] severity".
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Evaluation

(3]

LOINC Logic
. LOINC LOINC | Answer | (Registry
. Question . )
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97143)
A score
Nearl | LA657 | Yes of 15-19
y 1-9 appears
every as
day "Moderat
[4] ely
severe
depressio
Trouble falling or staying asleep, or R FLO 44259-0 Not at LA656 Yes n
sleeping too much? 1570000 all [1] 8-5 severity".
018 A score
Severa LA656 Yes of 20-27
| days 9-3 appears
(2] as
"Severe
More LA657 Yes depressio
than 0-1 n
half severity".
the
days
(3]
Nearly LA657 Yes
every 1-9
day [4]
Feeling tired or having little R FLO 44254-1 Not at LA656 Yes
energy? 1570000 all [1] 8-5
019
Severa LA656 Yes
| days 9-3
(2]
More LA657 Yes
than 0-1
half
the
days
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Evaluation
LOINC Logic
. LOINC LOINC | Answer | (Registry
. Question . )
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97143)
Nearly LA657 Yes
every 1-9
day [4]
Poor appetite or overeating? RFLO 44251-7 Not at LA656 Yes
1570000 all [1] 8-5
020
Severa LA656 Yes
| days 9-3
(2]
More LA657 Yes
than 0-1
half
the
days
(3]
Nearly LA657 Yes
every 1-9
day [4]
Feeling bad about yourself - or that R FLO 44258-2 Not at LA656 Yes
you are a failure or have let 1570000 all [1] 8-5
yourself of your family down? 021
Severa LA656 Yes
| days 9-3
(2]
More LA657 Yes
than 0-1
half
the
days
(3]
Nearly LA657 Yes

Social Determinants of Health Setup and Support Guide 40



Evaluation

LOINC Logic
. LOINC LOINC | Answer | (Registry
. Question . )
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97143)
every 1-9
day [4]
Trouble concentrating on things, R FLO 44252-5 Not at LA656 Yes
such as reading the newspaper or 157000 all [1] 8-5
watching television? 0022
Severa LA656 Yes
| days 9-3
(2]
More LA657 Yes
than 0-1
half
the
days
3]
Nearly LA657 Yes
every 1-9
day [4]
Moving or speaking so slowly that R FLO 44253-3 Not at LA656 Yes
other people could have noticed? 1570000 all [1] 8-5
Or the opposite - being so fidgety 023
or restless that you have have been Severa LAG56 Yes
moving around a lot more than | days 9-3
usual. 2]
More LA657 Yes
than 0-1
half
the
days
31
Nearly LA657 Yes
every 1-9
day [4]
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Evaluation

LOINC Logic
. LOINC LOINC | Answer | (Registry
. Question . )
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97143)
Thoughts that you would be better R FLO 44260-8 Not at LA656 Yes
off dead or hurting yourself in 1570000 all [1] 8-5
some way? 024
Severa LA656 Yes
| days 9-3
(2]
More LA657 Yes
than 0-1
half
the
days
31
Nearly LA657 Yes
every 1-9
day [4]

Financial Resource Strain
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Evaluation

LOINC Logic
. LOINC LOINC | Answer | (Registry
. Question . .
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97057)
How hard is it for you to e Startin 76513- Very LA158 Yes If a
pay for the very basics like gin 1 hard 32-1 patient
food, housing,'medical August [1] answers
care, and heating? 2020: R Hard"” or
“Very
FLO Hard LA147 Yes Hard"
157287 2] 45-6 "
9810 they will
n M be
® IN ay . pe
2020 Some LA226 Yes cIas§|f|ed
as high
and what 83-9 .
risk.
earlier hard
version (3] Ifa
s: | EPT patient
19929 answers
Not LA226 Yes "Somewh
very 82-1 at hard",
hard they will
[4] be
classified
Not — — as .
medium
hard .
risk.
at all
[5] If a
patient
answers
Patien — — "Not
t hard" or
refus “Not very
ed hard",
(98] they will
be
classified
Not o o as low
asked .
risk.
[99]

Puterman, E., J. Haritatos, N. E. Adler, S. Sidney, J. E. Schwartz, and E. S. Epel. 2013. Indirect effect of financial strain
on daily cortisol output through daily negative to positive affect index in the coronary artery risk development in
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young adults study. Psychoneuroendocrinology 38(12):2883-2889.

Hall, M. H., K. A. Matthews, H. M. Kravitz, E. B. Gold, D. J. Buysse, J. T. Bromberg, J. F. Owens, and M.-F. Sowens. 20009.
Race and financial strain are independent correlates of sleep in midlife women: The SWAN Sleep Study. Sleep

32(1):73-82.

Food Insecurity

Evaluation

LOINC Logic
) LOINC LOINC | Answer | (Registry
. Question . .
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97073)
Within the past 12 months, e Starti 88122- Never LA283 Yes If a
you worried that your food ng in 7 true 98-8 patient
would run out before you got Aug M answers
the money to buy more. ust "Someti
m
:2220 Spme LA672 Yes trjes,, or
HO times 9-3 "Often
1572 true true” for
8798 [2] either
20 question,
® In Often LA283 Yes they will
be
May true 970 classified
2020 31 as "Food
andI. Insecurity
:z:r ! Patien _ _ Present”.
versi t However,
ons: refus a patient
| EPT ed cannot
1994 [98] be
4 classified
“N
Not o o I;i(s)od °
asked Insecurity
[99] "
unless
they
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Within the past 12 months,
the food you bought just
didn't last and you didn't
have money to get more.

e Starti
ngin
Aug
ust
2020
'R
FLO
1572
8798
21

® In
May
2020
and
earli
er
versi
ons:
| EPT
1994

88123-

Never LA283 Yes answer

true 98-8 Never

(1] true” for
both
questions

Some LAG672 Yes

times 9-3 "Never

true "
true” for

[2]
one
question

Often LA283 Yes in

true 97-0 combinat

3] ion with
a blank
or

Patien — — patient

t refused

refus for the

ed other

[98] question
will
calculate

Not — — as

asked unknown

[99]

Hager, E. R., Quigg, A. M., Black, M. M., Coleman, S. M., Heeren, T., Rose-Jacobs, R., Frank, D. A. (2010). Development
and validity of a 2-Item screen to identify families at risk for food insecurity. PEDIATRICS, 126(1), e26—e32.

doi:10.1542/peds.2009-3 146.

Intimate Partner Violence

LOINC E"T_:'aitcm"
Question | LOINC LOINC | Answer | o ?St
Question . Question | Answer | Answer | Code 9 . y
Location Code Code Exact Metric:
R CER 97062
Match? AR,
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Within the last year, have
you been humiliated or
emotionally abused in
other ways by your partner
or ex-partner?

rsi

76500-

Yes

(1]

LA33-

Yes

No [2]

LA32-

Yes

Patien

refus
ed
[98]

Not
asked
[99]
(Prior
to
Augu
st
2020)

Within the last year, have
you been afraid of your
partner or ex-partner?

76501-

Yes

(1]

LA33-

Yes

No [2]

LA32-

Yes

This domain
will calculate
to "At Risk” if
one or more
questions are
answered
"Yes" (even if
other
questions are
left
unanswered
or marked
“Patient
refused”).

The domain
will not be
able to
calculate if a
question is
blank or
patient
refused has
been selected
in
combination
with a “No”
answer.

This domain
will only
calculate to
“Not at Risk”
if all
questions are
answered
“No".
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st Patien | — —
20 t
20: refus
R ed
FL [98]
O
15
72 Not — —
87 asked
98 [99]
13 (Prior
In to
M Augu
ay st
20 2020)
20
an
d
ea
rli
er
ve
rsi
on
s: |
EP
T
19
93
1
Within the last year, have St 76502- Yes LA33- Yes
you been raped or forced art 4 [1] 6
to have any kind of sexual in
activity by your partner or 9
ex-partner? . No [2] LA32- Yes
Au 8
gu
st Patien | — —
20 t
20: refus
R ed
FL [98]
@)

Social Determinants of Health Setup and Support Guide

47



15

72 Not — —
87 asked
98 [99]
14 (Prior
In to
M Augu
ay st
20 2020)
20
an
d
ea
rli
er
ve
rsi
on
s: |
EP
T
19
93
2
Within the last year, have St 76503- Yes LA33- Yes
you been kicked, hit, art 2 [1 6
slapped, or otherwise in
physically hurt by your 9
partner or ex-partner? i No [2] LA32- Yes
Au 8
gu
st Patien | — —
20 t
20: refus
R ed
FL [98]
0
15
72 Not — —
87 asked
98 [99]
15 (Prior
In to
M Augu
ay st
20 2020)

Social Determinants of Health Setup and Support Guide

48



20
an

ea
rli
er
ve
rsi
on
s: |
EP

19
93

Sohal, H., S. Eldridge, and G. Feder. 2007. The sensitivity and specificity of four questions (HARK) to identify intimate
partner violence: A diagnostic accuracy study in general practice. BMC Family Practice 8(1):49-58.

Physical Activity

Evaluation
LOINC Logic
. LOINC LOINC | Answer | (Registry
. Question . )
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97060)
Social Determinants of Health Setup and Support Guide 49



On average, how many days per o St 89555- 0 Calculate
week do you engage in ar 7 days s the
moderate to strenuous exercise ti [0] minutes
(like walking fast, running, n exercised
jogging, dancing, swimming, 9 ina
biking, or other activities that in 1 day week.
cause a light or heavy sweat)? A (1] Inactive
u isO
9 2 minutes
u days per
st 2] week.
2
0 Insufficie
5 3 ntly
0 days active
R 3] is 10-140
F minutes
L per
0 4 week.
1 days Sufficient
5 [4] ly Active
7 is 150+
2 5 minutes
8 days per
7 [5] week.
9
8 If not all
3 6 questions
5 days are
answered
°In (€] (with an
M answer
a 7 other
g days thar\
[7] patient
0 refused),
2 the
0 Patien patient’s
a t risk
n refus cannot
d ed be
€ [98] calculate
ar d and the
l domain
er Not in the
v asked LPG will
er [99] be grey
si and
0 return
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v O W - 4 T"m—wn S

On average, how many minutes o St
do you engage in exercise at this
level? ti

cw c »35@Q >

(%]
—

WWowWOWNOENNU O TXIONONRN

ON‘<Q)§5

68516-

0 min
[0]

10
min

(1]

20
min

(2]

30
min

(3]

40
min
(4]

50
min

(5]

60
min

(6]

70
min

[7]

“unknow

"

n.
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a0 W= 4 T"m—wn 353 0

80
min
(8]

90
min
[9]

100
min
[10]

110
min
[11]

120
min
[12]

130
min
[13]

140
min
[14]

150+
min
[15]

Patien
t
refus
ed
[98]

Not
asked
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™ |

Coleman. 2012. Initial validation of an exercise “vital sign” in electronic medical records. Medicine Science in Sports

Exercise 44(11):2071-2076.

Social Connections

Social Connection and Isolation Panel [NHANES]

Question

Question
Location

LOINC
Question
Code

Answer

LOINC
Answer
Code

LOINC
Answer
Code
Exact
Match?

Evaluation Logic
(Registry Metric:
R CER 97059)
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LOINC

Evaluation Logic

. LOINC LOINC | Answer . g
. Question . (Registry Metric:
Question . Question | Answer | Answer | Code
Location R CER 97059)
Code Code Exact
Match?
In a typical week, how o St 76508- Never — — Patients receive 1
many times do you talk ar 1 [1] point for each of
on the phone with ti the following 4
family, friends, or n components:
; 2 Once
neighbors? g ) e (1) Being
n week married or
A 2] living with
u a partner
g at the time
u Twice of
st a assessmen
2 week t
g [3] ® (2) Having
0: 3 or more
R' Three interaction
F fimes s per week
L 3 with other
people.
k
? xe This is the
. sum of the
Z interaction
5 More s specified
; three following 2
9 times questions:
8 a ° (a)
) week “In
c [5] a
® In typ
M . cal
Patien we
a t ek
y refus ho
2 ed w
CZ) [98] ma
0 ny
a Not tim
n asked es
d [99] ;'gu
jr talk
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Question

Question
Location

LOINC
Question
Code

Answer

LOINC
Answer
Code

LOINC
Answer
Code
Exact
Match?

Evaluation Logic
(Registry Metric:
R CER 97059)

oMV O O = 4 " m— »n 50

on
the
tele
pho
ne
wit

fam
ily,

frie
nds
, or
nei
ghb
ors

° (b)
"Ho
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il Evaluation Logic
, LOINC LOINC | Answer : 9
. Question . (Registry Metric:
Question . Question | Answer | Answer | Code
Location R CER 97059)
Code Code Exact
Match?
w
How often do you get o St 76509- Never ofte
together with friends or ar 9 [1] n
relatives? ti do
ou
n Once y
g 3 get
in tog
week
A eth
(2]
u er
g wit
u Twice h
st a frie
2 week nds
0 [3] or
2 rela
0: tive
R Three s?!
F times e (3)
L a Attending
O week church or
L [4] religious
5 services at
7
| o
8 than pery
7 three * (4
9 times Reporting
3 a membershi
P week por
6 [5] participatio
n at least
°In once per
M Patien yearin a
a t club or
y refus organizatio
2 ed n such as a
0 [98] church
2 group,
0 union,
a Not fraternal or
n asked athletic
d [99] group, or
€ school
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Question

Question
Location

LOINC
Question
Code

Answer

LOINC
Answer
Code

LOINC
Answer
Code
Exact
Match?

Evaluation Logic
(Registry Metric:
R CER 97059)

How often do you
attend church or

religious services?

76510-

Never

(1]

1to4
times
per
year
[2]

group.
Score to risk
classification:

4 points = Socially
Integrated (August
2020 and earlier:
Not Isolated)

3 points =
Moderately
Integrated (August
2020 and earlier:
Slightly Isolated)

2 points =
Moderately
Isolated (August
2020 and earlier:
Somewhat
Isolated)

1 point = Socially
Isolated (August
2020 and earlier:
Moderately
[solated)

0 points = Socially
Isolated (August
2020 and earlier:
Severely Isolated)
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LOINC

Evaluation Logic

. LOINC LOINC | Answer . .
. Question . (Registry Metric:
Question R Question | Answer | Answer | Code
Location R CER 97059)
Code Code Exact
Match?

st More If not all questions
2 than are answered (with
0 4 an answer other
2 times than patient
0: per refused), the
R year patient’s risk
F 3] cannot be
L calculated and the
O ) domain in the LPG
1 Patien will be grey and
> t return “unknown”.
7 refus
2 ed
8 [98]
7
9
8 Not
P asked
; [99]

® In
M
a
y
2
0
2
0
a
n
d
e
ar
li
er
v
er
si
o
n
s:
I
E
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LOINC

LOINC

LOINC
Answer

Evaluation Logic

[ ]
S ®ZFT ON®O®ONONNU 20O TMTIOINONYCQC >FTQS =Y

Question QUESt,I on Question | Answer | Answer | Code (Registry Metric:
Location R CER 97059)
Code Code Exact
Match?
P
-
1
9
9
2
2
Do you belong to any o St 76511- Yes LA33- Yes
clubs or organizations 5 [1] 6
such as church groups,
unions, fraternal or
athletic groups, or No [2] LA32- Yes
school groups? 8
Patien — —
t
refus
ed
[98]
Not — —
asked
[99]
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LOINC Evaluation Logi
, LOINC LOINC | Answer | -2uation Logic
. Question . (Registry Metric:
Question . Question | Answer | Answer | Code
Location R CER 97059)
Code Code Exact
Match?
2
0
2
0
a
n
d
e
ar
li
er
\%
er
si
(0]
n
S.
|
E
p
T
1
9
9
2
4
How often do you o St - Never — —
attend meetings of the ar [1]
clubs or organizations ti
you belong to? n
1to4 — —
9 times
in per
A year
- [2]
g
u
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LOINC

Evaluation Logic

. LOINC LOINC | Answer . .
. Question . (Registry Metric:
Question . Question | Answer | Answer | Code
Location R CER 97059)
Code Code Exact
Match?
st More — —
2 than
0 4
2 times
0: per
R year
F [3]
L
@]
1 Patien — —
5 t
7 refus
2 ed
8 [98]
7
9
8 Not — —_
P asked
9 [99]
® In
M
a
y
2
0
2
0
a
n
d
e
ar
li
er
A\
er
si
(0]
n
S.
I
E
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LOINC

LOINC

LOINC
Answer

Evaluation Logic

Question Quest.lon Question | Answer | Answer | Code (Registry Metric:
Location R CER 97059)
Code Code Exact
Match?
P
-
1
9
9
2
3
Are you married, o St 63503- Marri LA48- Yes
widowed, divorced, ar 7 ed [3] 4
separated, never ti
married, or living with a n .
partner? g Wido LA49- Yes
. wed 2
A [4]
u
g Divor LA51- Yes
u ced 8
st [5]
2
0
2 Separ LA428 Yes
0: ated 8-2
R [6]
F
L
0 Never LA47- Yes
1 marri 6
5 ed [7]
7
2 .
g L|Y|ng LA156 Yes
with 05-1
/ partn
Z er [8]
3
0 Patien | — —
® |n t
M refus
a ed
y (98]
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Question

Question
Location

LOINC
Question
Code

Answer

LOINC
Answer
Code

LOINC
Answer
Code
Exact
Match?

Evaluation Logic
(Registry Metric:
R CER 97059)

D O 5 9 ONON

o = Q
= =

“, o
=

~N~Nw oo - 4 TTvm—wv 35 0

Not
asked
[99]

Pantell, M., D. Rehkopf, D. Jutte, S. L. Syme, J. Balmes, and N. Adler. 2013. Social isolation: A predictor of mortality
comparable to traditional clinical risk factors. American Journal of Public Health 103(71):2056-2062.

Stress
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Evaluation
LOINC Logic
. LOINC LOINC | Answer | (Registry
. Question X )
Question Location Question | Answer | Answer | Code Metric:
Code Code Exact R CER
Match? | 97058)
Do you feel stress - tense, e Start 76542- Not LA656 — Not at
restless nervous, or anxious, ing 0 at all 8-5 all/Only a
or unable to sleep at night in [M little= No
because your mind is Aug stress
troubled all the time - these ust only A226 concern
,; _
days’ 2020 a little 87-0 present
‘R 2] To some
FLO extent/ra
1572 ther
8798 To LA226 — much/ver
23 some 86-2 y much=
e |n exten stress
May t [3] concern
2020 present
and
carli Rathe LA226 —
or r 85-4
versi much
ons: [4]
| EPT
1932 Very LA139 | —
/ much 14-9
[5]

Elo, A.-L., A. Leppdnen, and A. Jahkola. 2003. Validity of a single-item measure of stress symptoms. Scandinavian

Journal of Work, Environment & Health 29(6):444-451.

Tobacco Use

LOINC Evaluation Logic
.| LoINC LOINC | Answer : 2
. Question . (Registry Metric:
Question ) Question Answer Answer | Code
Location R CER 97026)
Code Code Exact
Match?
Smokin | EPT 72166- Current LA189 Yes For Smoking Tobacco Use, the
g 19208 2 Every Day 76-3 hover bubble will return the
Tobacc Smoker [1] value of EPT 19208 and display

Social Determinants of Health Setup and Support Guide

64



o Use

Current LA189 Yes
Some Day 77-1

Smoker [2]

Smoker, LA189 Yes
Current 79-7

Status

Unknown

(3]

Former LA159 Yes
Smoker [4] 20-4

Never LA189 Yes
Smoker [5] 78-9

Never — —
Assessed

(6]

Passive — —
Smoker

Exposure -

Never

Smoker [7]

Unknown If LA189 Yes
Ever 80-5

Smoked [8]

Heavy LA189 Yes
Tobacco 81-3

Smoker [9]

Light LA189 Yes
Tobacco 82-1

Smoker

[10]

the following colors based on
the category list answer:

1 - Current Every Day Smoker
(red)

2 - Current Some Day Smoker
(red)

3 - Smoker, Current Status
unknown (red)

4 - Former Smoker (orange)
5 — Never Smoker (green)
6 - Never assessed (gray)

8 - Unknown if ever smoked
(gray)

9 - Heavy Tobacco smoker (red)

10 - Light tobacco smoker (red)

The existing Smoking Status (I EPT 19208) field in the History activity.

Social Determinants of Health Setup and Support Guide

65



Transportation Needs
PRAPARE - Transportation

Evaluation
LOINC Logic
. LOINC LOINC | Answer | (Registry
. Question . .
Question Location Question | Answer | Answer | Code Metric:
Code Code | Exact R CER
Match? | 97077)
Has the lack of transportation e Starti — Yes — — If a
kept you from medical ng in 1 patient
appointments or from Augu answers
getting medications? st "Yes" for
2020: No [2] - - either
R question,
FLO Patien L o they will
1572 ¢ be
8798 refus classified
17 ed ?S
. in (98] TUnmet
ransport
g/lo?z) ation
and Not _ _ Needs".
earlie asked However,
r [99] a patient
versi cannot
ons: | be
EPT classified
1994 as “No
6 transport
ation
Needs”
Has the lack of transportation e Starti — Yes — — unless
kept you from meetings, ng in 1 they
work, or from getting things Augu answer
needed for daily living? st “No" for
No [2] — —
2020: both
R questions
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FLO
1572
8798
18

® In
May
2020
and
earlie
r
versi
ons: |
EPT
1994
7

Patien
t

refus
ed
(98]

"No" for
one
question
in
combinat

Not
asked

[99]

ion with
a blank
or
patient
refused
for the
other
question
will
calculate
as
unknown

National Association of Community Health Centers, Association of Asian Pacific Community Health Organizations,

Oregon Primary Care Association, and Institute for Alternative Futures. The Protocol for Responding to and
Assessing Patients' Assets, Risks, and Experiences (PRAPARE). 2016. www.nachc.org/prapare.

Postpartum Depression

LOINC Evaluation Logic
.| LoINe LOINC | Answer : =l
. Question . (Registry Metric:
Question . Question | Answer | Answer | Code
Location R CER 97084)
Code Code Exact
Match?
In the past 7 RFLO 71344- As LA183 Yes The response value
days, | have 157050 6 much 76-6 contributes to the total score.
been able to 0000 as| By default, a total score of 5
laugh and see always . . . ,
the f i I is considered medium risk.
feth.“””y slae c(())u The definition of medium
orthings. (0] risk for postpartum
depression can be
Not LA183 Yes customized in System
quite 77-4 Definitions (I LSD 15540).
SO By default, a total score of 10
much is considered high risk. The
now definition of high risk for
(1] postpartum depression can
be customized in System
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Defini LA183 Yes
tely 78-2
not so
much
now
(2]
Not at LA656 Yes
all [3] 8-2
In the past 7 R FLO 71345- As LA183 Yes
days, | have 157050 3 much 79-0
looked 0001 as |
forward with ever
enjoyment to did [0]
things.
Rather LA183 Yes
less 80-8
than |
used
to [1]
Defini LA183 Yes
tely 81-6
less
than |
used
to [2]
Hardly LA183 Yes
at all 82-4
3]
In the past 7 R FLO 71346- Yes, LA183 Yes
days, | have 157050 1 most 83-2
blamed myself 0002 of the
unnecessarily time
when things [3]
went wrong.
Yes, LA183 Yes
some 84-0
of the
time

Definitions (I LSD 15541).

Social Determinants of Health Setup and Support Guide

68



[2]

Not LA183 Yes
very 85-7
often
[1]
No, LA183 Yes
never 86-5
[0]
In the past 7 R FLO 71347-9 No, LA183 Yes
days, | have 1570500 not at 87-3
been anxious 003 all [0]
or worried for
no good
reason. HardIy LA147 Yes
ever 51-4
[1]
Yes, LA183 Yes
somet 88-1
imes
[2]
Yes, LA183 Yes
very 89-9
often
3]
In the past 7 R FLO 71348-7 Yes, LA183 Yes
days, | have felt 1570500 quite 90-7
scared or 004 a lot
panicky for no [3]
good reason.
Yes, LA183 Yes
somet 88-1
imes
[2]
No, LA183 Yes
not 91-5
much
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(1]

No,
not at
all [0]

LA183
87-3

Yes

In the past 7
days, things
have been
getting on top
of me.

R FLO
1570500
005

71349-5

Yes,
most
of the
time |
haven'
t been
able
to
cope
at all

[3]

LA183
92-3

Yes

Yes,
somet
imes |
haven'
t been
copin
gas
well
as
usual

[2]

LA183
93-1

Yes

No,
most
of the
time |
have
coped
quite
well

[1]

LA183
94-9

Yes

No, |
have
been
copin
gas

LA183
95-6

Yes
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well

as
ever
[0]
In the past 7 R FLO 71350-3 Yes, LA183 Yes
days, | have 1570500 most 83-2
been so 006 of the
unhappy that | time
have had 3]
difficulty
sleeping.
Yes, LA183 Yes
somet 88-1
imes
(2]
Not LA183 Yes
very 85-7
often
[1]
Not at LA183 Yes
all [0] 87-3
In the past 7 R FLO 71351-1 Yes, LA183 Yes
days, | have felt 1570500 most 83-2
sad or 007 of the
miserable. time
3]
Yes, LA183 Yes
quite 96-4
often
(2]
Not LA183 Yes
very 85-7
often
[1]
No, LA183 Yes
not at 87-3
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all [0]

In the past 7 R FLO 71352-9 Yes, LA183 Yes
days, | have 1570500 most 83-2
been so 008 of the
unhappy that | time
have been 3]
crying.
Yes, LA183 Yes
quite 96-4
often
[2]
Only LA183 Yes
occasi 97-2
onally
[1]
No, LA183 Yes
never 86-5
[0]
In the past 7 R FLO 71352-7 Yes, LA183 Yes By default, a score of at least
days, the 1570500 quite 96-4 1 means the patient is at risk
thought of 009 often for self-harm. The definition
harming myself [3] of risk for self-harm can be
has occurred to customized in System
me. Definitions (I LSD 15542).
Somet LA100 Yes Being at risk for self-harm
imes 82-8 results in being at high risk
(2] for postpartum depression,
regardless of the total score.
Hardly LA147 Yes
ever 51-4
[1]
Never LA627 Yes
[0] 0-8
Edinburgh R FLO 99046-5 Sum — —
Postnatal 1570500 of
Depression 010 respo
Scale Total nses
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[0-30]

Cox, J.L.,, Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. British Journal of Psychiatry 150: 782-786

Housing Stability

Question

Question
Location

LOINC
Question
Code

Answer

LOINC
Answer
Code

LOINC
Answer
Code
Exact
Match?

Evaluation
Logic
(Registry
Metric:
R CER
97087)

In the last 12 months, was there a
time when you were not able to
pay the mortgage or rent on
time?

RFLO
157000
8805

Yes

No [2]

If a patient
answers
“Yes" for
this
question,
they will
be
classified
as "High
Risk" for
housing
instability.

However,
a patient
cannot be
classified
as "Low
Risk”
unless
they
answer
less than 3
and “No”
for the
remaining
questions.

“No" for
this
question
in
combinati
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on with a
blank or
patient
refused
for the
other
questions
will
calculate
as
"Unknown

In the last 12 months, how many
places have you lived?

R FLO
157000
8806

0-2

3or
great
er

If a patient
responds
with a
value of 3
or greater,
they will
be
classified
as "High
Risk" for
housing
instability,
regardless
of their
responses
to the
remaining
questions.

If the
patient
responds
with a
value less
than 3,
they will
be
classified
as
"Unknown
;" unless
they also
respond
"No" to
both
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remaining
questions.

In the last 12 months, was there a
time when you did not have a
steady place to sleep or sleptin a
shelter (including now)?

RFLO
157000
8807

Yes [1]

No [2]

If a patient
answers