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Learning Objectives
 Overview of the Social Determinants of Health
     (SDOH) and it’s Importance to Medicaid

• Clinical Access to Care Projects – including SDOH 
     screeners and workflows

• Understanding Health Literacy

• Electronic Health Records, Coding and 
Reimbursement

• Referral Process - Bidirectional referrals, CONNECT 
and Resource Mapping

• SDOH Training 

• Guidance on E/M codes
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Five Domains of SDOH
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Social Drivers of Health
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Why is SDOH Important in Medicaid? 

Examples of adverse health outcomes linked to 
social and economic factors include: 
• Asthma due to certain home environments.
• Diabetes-related hospital admissions related to food 

insecurity.
• Falls due to physical barriers/inadequate safety 

equipment at home. 
• Frequent use of ED/Urgent care due to homelessness.
• Risk of stress-related illness resulting from 

unemployment.

Montana 
Asthma Home 

Visiting 
Program 

Montana Diabetes 
Prevention & Self-

Management 
Education and 

Support
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Clinical 
Access to 
Care Projects
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Why is SDOH Important in Medicaid? 

A story: 
Suzie is a 53-year-old female residing in a rural town in 
Montana. She ran out of her controller meds for her asthma 
but can’t afford to take time off work to visit her doctor to get 
them refilled. 

After a month of saving to take the afternoon off work, Suzie 
finally visits her doctor, who prescribes her a new medication 
to manage her asthma. Suzie makes the 15-mile trip to the 
pharmacy the next day to pick up her meds, only to find that it 
will be $160 out-of-pocket payment. Suzie reaches out to her 
provider who starts the process of a prior authorization. 
During this time, Suzie starts to use her rescue inhaler until 
she runs out of this as well. Before she can get more rescue 
medications, she has a severe asthma attack leading to a trip 
to the ER. 



SDOH Screening Tips



Personal vs. Organizational Health Literacy 
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• The National Institute of Health uses two 
different definitions of health literacy. 

• Personal Health Literacy: the degree to which someone can 
find, understand, and use information and services to make 
health-related decisions for themselves (and others). 

• Organizational Health Literacy: the degree to which 
organizations equitably enable individuals to find, understand, 
and use information and services to make health-related 
decisions for themselves (and others). 



Health Literacy Tips
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• Some tips on making your practice 
accessible to those who may struggle 
with health literacy: 
• The reading level in Montana is sixth-grade or lower.
• Know your audience and define the purpose of your 

message before you begin making materials. 
• Put the important message first. 
• Break text up. 
• Use headings and text boxes. 
• Delete unnecessary words, sentences, and pictures. Link to the Flesh-Kincaid 

Calculator 



Health Literacy Tips (Cont.) 
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• Some tips on making your practice 
accessible to those who may struggle 
with health literacy, continued. 
• Use the “Everyday Words for Public Health 

Communication” guide by CDC. 
• Utilize pictures or ways for people to point/ rate their 

conditions in a standardized way. 
• Advancing Health Literacy with Inclusive 

Communication toolkit for patients with a disability or 
impairment. Go down to the “resources” page to find it.

Link to CDC’s 
“Everyday Words for 

Public Health 
Communication”

Link to “Advancing 
Health Literacy with 

Inclusive 
Communication” tool. 



Health Literacy 
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Hypertension: High blood pressure
Original Sentences:
Hypertension is a primary or 
contributing cause of cardiovascular 
disease and premature deaths.
Plain Language Sentences:
High blood pressure is one of the 
leading risk factors for heart attack and 
stroke.



Health Literacy 
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“Financial assistance is 
generally determined by a 
sliding scale of total 
household income based 
on the Federal Poverty 
Level (FPL). If you and/or 
the responsible party’s 
income combined are at 
or below 100% of the 
federal poverty 
guidelines, you will have 
no financial responsibility 
for care.” 



EHR capabilities (or lack thereof) 
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EHR capabilities can be a make it or break it 
when screening and following up with 
patients. 



EHR capabilities (or lack thereof) 
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Some useful capabilities when screening patients: 

• Predetermined questions embedded in the rooming/ intake forms. 
• Staff can see if they are “due” for screening. 
• If a patient screens positive for an insecurity, having an automatic flag or alert in their 

chart. 
o Bonus point: if a positive screen populates referral options. 

• Patient portal usage before the appointment. 



EHR capabilities (or lack thereof) 
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Some EHR barriers when screening patients: 
•  Cannot see the date they were last screened or if they are “due” for screening.
• The screening questions are too cumbersome or take too long. 
• “Built in” screener vs. paper screening and entering into the EHR manually. 
• Relying on paper forms/ flyers to refer a patient to a needed resource. 



Bidirectional Referrals for Patients
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Call 211 – Free and 
Confidential; 24/7

FindHelp.org or Aunt Bertha 
– search by zip code for 

free/low-cost help near you

Medicaid Transportation (for 
eligible patients):

National Resource Directory 
(NRD) – database of validated 

resources that support 
recovery, rehab, and 

integration for service 
members

AAFP’s Neighborhood 
Navigator – interactive tool to 

connect patients with 
supportive local resources

CONNECT – State system 
allows provider and 
community-based 

organization to communicate 
directly.
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The Medicaid Transportation Coverage Guide includes new policies to help bolster access to 
necessary transportation services, including when beneficiaries may encounter extended wait 
times and long-distance trips. Medicaid transportation is a critical service that assists 
beneficiaries with accessing covered Medicaid services and has a direct impact on health 
outcomes. CMS encourages states to use this guide as an aid when developing and updating 
policies and procedures that facilitate robust transportation programs.



SDOH Staff Training
• Train staff over a six-month period who interact with patients in a clinic setting to address 

topics related to a patient’s social determinants of health (i.e., housing, food insecurity, 
transportation). 

• The purpose of the training is to improve knowledge, comfort level and competence addressing 
issues encountered when administering and responding to SDOH screeners… understanding 
terminology, cultural sensitivity, implicit bias and referrals

 
• Trainings are virtual and can be done at times that accommodate varied schedules. Minimal 

requirements, $500-$1000 depending on number of employees trained

• QR code for participants so we can evaluate usefulness and improve options as need dictates.

SDOH Training



Coding Practices for SDOH
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• Clinicians, insurance, state and federal programs recognize 
that SDOH can have significant effects on patient outcomes 
and care plans. 

• 2021 CPT E/M outpatient- and office-visit coding guidelines, 
the level of the E/M service is based on either the total time 
on the date of the encounter or the level of medical decision-
making (MDM).

• SDOH factors may raise the risk of complications, morbidity 
or mortality by limiting treatment options and diagnosis 
capability.



Coding Practices for SDOH
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Coding Practices for SDOH
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Coding Practices for SDOH
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An example: 
A patient with a history of a cardiac event presents with extreme fatigue, blueish fingers and 
poor blood circulation. A provider orders a cardiac MRI and a consult with a cardiologist. 

This patient doesn’t not have the means to access or afford this care. In this situation, it is 
important to consider how SDOH may significantly limit the patient’s ability to attain appropriate 
diagnosis and treatment.

A provider may document: “Patient cannot afford to obtain a cardiac MRI at this time because of 
the cost and due to limited healthcare access, is scheduled out for six months with the 
cardiologist. This significantly limits my ability to confirm the diagnosis beyond physical 
examination findings and presenting symptoms.”



A Note on Z Codes: 
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HCPCS Code G0136 
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• HCSPCS code G0136: “Administration of a standardized, 
evidence-based SDOH assessment, 5–15 minutes, not more often 
than every six months.”

• For MediCARE recipients
• You have to use a standardized tool. CMS does not specify which 

tool, but they do give examples. 
• “The agency's final rule also states that the assessment must 

include the following SDOH categories, or “domains:” food 
insecurity, housing insecurity, transportation needs, and utility 
difficulties. Clinicians may choose to assess patients for other 
SDOH categories as well, but those four are required.”

Link to the AAFP article 
about G0136



Conclusion

Margaret.Mullins@mt.gov
Callan.Brick@mt.gov

27



Resources 
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Heart of Healthy Communities Toolkit:  https://dphhs.mt.gov/publichealth/chronicdisease/ProgramResources

Health Equity in the Health Care Setting:  
https://dphhs.mt.gov/publichealth/chronicdisease/SDOH/Resourcesextension://efaidnbmnnnibpcajpcglclefindmkaj/https://dphhs.m
t.gov/assets/publichealth/ChronicDisease/SDOH/HealthEquityResourceGuide.pdf

DPHHS Chronic Disease Prevention and Health Promotion Program Links:
A Healthier Montana
Montana Asthma Home Visiting Program
Diabetes Program
bing.com/ck/a?!&&p=4b0ae3e5a2651e615d8b41d59c1da98e11851fabaa37bc408a8a09cbf08fded2JmltdHM9MTc2NTQ5NzYwMA&ptn=3
&ver=2&hsh=4&fclid=2a092615-44e9-6e11-25cb-
32e845826f78&psq=z+codes&u=a1aHR0cHM6Ly93d3cuY21zLmdvdi9maWxlcy9kb2N1bWVudC9jbXMtMjAyMy1vbWgtei1jb2RlLXJlc291c
mNlLnBkZg&ntb=1
Flesch Kincaid Calculator | Good Calculators
Everyday Words for Public Health Communication | The CDC Clear Communication Index | Centers for Disease Control and Prevention
CMS Provides New Guidance for SDOH Risk Assessments - AAPC Knowledge Center

DPHHS SDOH Website:  https://dphhs.mt.gov/publichealth/chronicdisease/SDOH/

https://dphhs.mt.gov/ahealthiermontana/
https://www.dphhs.mt.gov/publichealth/asthma/asthmahomevisiting
https://dphhs.mt.gov/publichealth/Diabetes/
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://www.bing.com/search?q=z%20codes&qs=n&form=QBRE&sp=-1&ghc=1&lq=0&pq=z%20code&sc=12-6&sk=&cvid=239518A75305498B8971B83DF8C9DDC7
https://goodcalculators.com/flesch-kincaid-calculator/
https://www.cdc.gov/ccindex/everydaywords/index.html
https://www.cdc.gov/ccindex/everydaywords/index.html
https://www.aapc.com/blog/90574-cms-provides-new-guidance-for-sdoh-risk-assessments/?msockid=2a09261544e96e1125cb32e845826f78
https://www.aapc.com/blog/90574-cms-provides-new-guidance-for-sdoh-risk-assessments/?msockid=2a09261544e96e1125cb32e845826f78
https://www.aapc.com/blog/90574-cms-provides-new-guidance-for-sdoh-risk-assessments/?msockid=2a09261544e96e1125cb32e845826f78
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