MDPQC Office Hours

Tuesday, August 4t
Combined Call (Maternal/Neonatal)




The Maryland PQC

Mission Statement

The Maryland Perinatal-Neonatal Quality Collaborative
(MDPQQ) is a collaboration of hospitals, perinatal care
providers, neonatal care providers, community
organizations, and public health professionals working
together with the same goal—to make Maryland a safer
and more equitable place to give birth across all levels of
care. The MDPQC supports the sharing of best practices,
ongoing training and education, sustained data-driven
quality improvement, and alignment with other state
initiatives to promote a safe birthing experience and
improved outcomes for all, laying the groundwork for
long-term family well-being.
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Agenda

0 HEART Responses for SSDOH Screening Practices

e Related Measures for New MDPQC Initiatives

e SSDOH Screening Implementation and Best Practices

0 MDPQC Resources and Tools

¢
MDPQC



H.E.A.R.T. Response

Hospital Engagement And Readiness Tool:

88% Response Rate — Postpartum Discharge Transitions
60% Response Rate — Substance Exposed Newborns

MDBOC



H.E.A.R.T. Response — SSDOH Screening

Does your hospital screen for Social and Structural Drivers of Health (SSDOH)?

Postpartum Discharge Transitions Substance Exposed Newborns

4% 6%
6%

96% 89%

m Yes No No, but we are interested in it. m Yes No No, but we are interested in it.




H.E.A.R.T. Response — SSDOH Screening

If your hospital screens for SSDOH, which tool do you use? (e.g., PRAPARE, CMS'
Accountable Health Communities, Health Leads, intake questions built into the EHR,
etc.)

Common Tools MDPQC Hospitals Reported Utilizing:
1. Intake questions built into the EHR (e.g., EPIC, Cerner, etc.), guided by CMS

2. CMS Accountable Health Communities (AHC) Health-Related Social Needs Screening
(HRSN) Tool

3. Protocol for Responding to & Assessing Patients’ Assets, Risks & Experiences (PRAPARE)

¢

MDPOC



H.E.A.R.T. Response — SSDOH Screening

At what point in the admission do you administer a screening for Social Drivers of
Health?

Postpartum Discharge Transitions
3%

10%

26%

62%
m Pre-Visit (during prenatal visit)
During the admission
Post-visit (during discharge process)

We do not collect information on SDoH

Substance Exposed Newborns
4%

28%

68%

m Pre-Visit (during prenatal visit)
During the admission
Post-visit (during discharge process)

We do not collect information on SDoH




H.E.A.R.T. Response — SSDOH Screening

How do you connect patients who identify health-related social needs to community
resources? (select all that apply)

Postpartum Discharge Transitions
2%

20%

41%

37%

® Community Referral platform (UniteUs, FindHelp, etc.)
. . . h
Provide paper handouts with tailored resources j

Make direct referrals to organizations for patient

\ @
We do not collect information on SDoH MDPQC



H.E.A.R.T. Response — SSDOH Screening

How do you connect patients who identify health-related social needs to community
resources? (select all that apply)

Substance Exposed Newborns

15%

Postpartum Infant and Maternal 28%
Referral Form (PIMR)

28%

28%

® Community Referral platform (UniteUs, FindHelp, etc.)
. . . h
Provide paper handouts with tailored resources j

Make direct referrals to organizations for patient

Send PIMR form MQC



Related Measures for New MDPQC Initiatives

Postpartum Discharge Transitions
» Due October 31st: Q3-2026 (July-September) in AIM Data Center

Related Process Measure (Disaggregated by race/ethnicity)

T S

Disaggregated by race/ethnicity.

Denominator: All maternal discharges following a live birth

To be included in the numerator,
patients had to have answered
any question(s) from a validated
SSDOH screening tool.

Screening for Numerator: Among the denominator, those who were
SSDOH screened for SSDOH using a standardized, validated tool by
the time of discharge from birth hospitalization

10



Related Measures for New MDPQC Initiatives

Postpartum Discharge Transitions
» Due October 31st: Q3-2026 (July-September) in AIM Data Center

Related Structure Measure (Rate Progress, 1, not yet started — 5, fully in place)

T S

Resource list should be updated annually.

Has your hospital created a comprehensive list

Resource Mapping/ of community resources, customized to include  Rasource list should include OUD/SUD

Identification of resources reIevan’lt forhpreg.ﬂagt arr]\d o with al treatment resources as well as mental
Community Resources posipar;um !oeop:.e, :[[ el Lo S't are dW't all " health resources and allow for
SOBHRAENCLITY Unj prehd e (NEIAELTE] LIS =10 customization based on patient population
outpatient OB sites? (e.g., BIPOC). nj

11 MDQC
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Related Measures for New MDPQC Initiatives

Substance Exposed Newborns
» Due October 31st: Q3-2026 (July-September) *Structure Measures Only*
» Due January 31st: Q4-2026 (October-December) *All Measures*

Related Process Measure (Disaggregated by race/ethnicity)

. Descripton | Notes

SSDOH # mothers screened for SSDOH using a standardized, (e.g., CMS AHC, PRAPARE,
Screening validated tool Health Leads, etc.)
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Related Measures for New MDPQC Initiatives

Substance Exposed Newborns
» Due October 31st: Q3-2026 (July-September) *Structure Measures Only*
» Due January 31st: Q4-2026 (October-December) *All Measures*

Related Structure Measure (Response Options: Yes/No/In Development)

-

Hospital has created or procured a comprehensive list of community resources, customized to
include resources relevant for pregnant and postpartum people, that will be shared with all
postpartum inpatient nursing units, the SCN/NICU, and outpatient pediatricians.

Community
Resources
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Related Measures for New MDPQC Initiatives

Office Hours Recordings

» Postpartum Discharge Transition Initiative Data Reporting Office Hours — 4/7/26: Recording & Slides

Postpartum Discharge Transition Initiative Pre-Kickoff - 6/2/26: Recording

Postpartum Discharge Transition Initiative Kickoff - 7/7/2026: Recording & Slides

Substance Exposed Newborns Planning and Data Office Hours - 5/12/2026: Recording & Slides

Substance Exposed Newborns Initiative Kickoff - 7/14/2026: Recording

MDPQC Resources on Website (SUD and SSDOH screening tools, AIM bundle elements, community
resources, implementation support, etc.)

» https../www.mdpqgc.org/ xj

MDIPOC


https://youtu.be/xK03UcCxjHI
https://www.mdpqc.org/_files/ugd/d5b4c3_c98fadb8c7d44993925bf9b0e794cb4b.pdf
https://youtu.be/6fdH02O7I38
https://youtu.be/95QXk_jaxdM
https://www.mdpqc.org/_files/ugd/d5b4c3_380c9455288b4759bc37b83750c103fc.pdf
https://youtu.be/CDcC8-FNm5U
https://www.mdpqc.org/_files/ugd/d5b4c3_d60e747ac51e4bbda8175fee1890adff.pdf
https://youtu.be/bWTjA3j7Fxk
https://www.mdpqc.org/
https://www.mdpqc.org/

ACOG Recommendations

ACOG Committee Opinion #729 "Importance of Social Determinants of Health and
Cultural Awareness in the Delivery of Reproductive Health Care"

Recommendations to improve patient-centered care and decrease inequities in
reproductive health care:

* Inquire about and document social and structural determinants of health that may
influence a patient’s health and use of health care, such as access to stable housing,
access to food and safe drinking water, utility needs, safety in the home and
community, immigration status, and employment conditions.

« Maximize referrals to social services to help improve patients’ abilities to fulfill these
needs.

J


https://www.acog.org/-/media/project/acog/acogorg/clinical/files/committee-opinion/articles/2018/01/importance-of-social-determinants-of-health-and-cultural-awareness-in-the-delivery-of-reproductive-health-care.pdf
https://www.acog.org/-/media/project/acog/acogorg/clinical/files/committee-opinion/articles/2018/01/importance-of-social-determinants-of-health-and-cultural-awareness-in-the-delivery-of-reproductive-health-care.pdf
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ACOG Recommendations (cont.)

Some changes to consider for addressing SSDOH in clinical practice:

 Screening for Social Determinants of Health
1. Integration of electronic medical record prompts: request structured fields that capture
information on social and behavioral determinants in SSDOH screening
2. Expanded medical history questions
3. Provide patient-completed intake questionnaires

 Liaisons with community-based social needs programs — develop partnerships with local
community organizations who provide assistance with health-related social needs

(housing, food, transportation, etc.)

* Interpreter services — in-person interpretation can enhance interpersonal interactions
when working with patients to address their identified social needs

- 3]
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SSDOH Screening Checklist

Does your current L&D or NICU admission process meet ACOG Guidelines for
universal screening of SSDOH in reproductive health care?

1. Are you using a standardized screening tool for SSDOH?

2. Which health-related social needs does your current admission process or questionnaire

address?

3. Does your current screening tool address the 5 core social need domains (housing, food,

transportation, utilities, safety)?

4. For positive screens, do you have a process flow to document the patient is linked to

appropriate resources?

- 3]
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Developing a Strategy for Implementation

Here are some steps to guide your strategy for implementing universal SSDOH screening for
pregnant and postpartum patients experiencing SUD:

2. Develop a
workflow
process

1. Choose a
screening tool

3. Starta 4. Train staff on 5. Pilot test your 6. Fully implement
screening folder screening screening universal screening

- 3]



20

Choose a Screening Tool

Screening Tool

# of social | Reading | Additional

Social Needs Domains

PRAPARE

AHC (CMS Accountable Health
Communities)

Health Leads

EPIC SSDOH Screening Package
(built into EHR)

needs ELTTET [
questions
17 8th grade Yes (25+)
19 8th grade No
10 6th grade No
14 N/A N/A

Free

Free

Free

N/A

Food, Housing, Transportation, Safety, Utility,
Education & Literacy, Difficulty Paying for Rx or
Medical Bills

Food, Housing, Transportation, Utility, Intimate
Partner Violence, Employment, Education &
Literacy, Family and Community Support, etc.

Food, Housing, Transportation, Utility, Safety,
Education & Literacy, Difficulty Paying for Rx or
Medical Bills

Housing, Food, Transportation, Utility, Intimate
Partner Violence, Financial Resource Strain, Social
Connection, Health Literacy, Physical Activity, etc.



https://prapare.org/
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://healthleadsusa.org/news-resources/the-health-leads-screening-toolkit/

Example Workflow Process

Process Flow to Link Patients
Who Screen Positive on SSDOH
Screening Tool [

a. Social work/Peer

Adapted from ILPQC support consult as
appropriate

Patient is provided with ST S Ml

Pa’gler)t arrives on SSDOH screening tool by reviewed and If p03|.t|ve, cllplcal tgam b. Plan for follow up is
admission for L&D or documented by nurse, provides patient with
nurse, front desk, or self . . documented
NICU communicates results to appropriate resources
completed OB

22

s

c. Follow-up with patient
occurs
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Start a SSDOH Screening & Resource Folder

Create a folder with information that can help guide what to do if a positive screen
occurs (1 or more health-related social needs have been identified), including community
referral resources, patient education materials and resources for clinical team.

Community Referral
Resources

« MDPQC Community
Resource Inventory

« Maryland Community
Mapping Tool
» Maryland PIMR Form

« MDMOM Maternal
Health Resource Map

Patient Education
Materials

 Postpartum Support
International (PSI)

« Substance Exposed
Newborn (SEN)

Pamphlet
* ACOG Opioid Use
Disorder and

Pregnancy

Resources for Clinical
Team

« Screening Tool for
SSDOH

» Workflow Process for
SSDOH Screening

* Training Resources
(Trauma-Informed
Care, Implicit Bias,

etc.) ‘j


https://www.mdpqc.org/substance-use-initiative
https://www.mdpqc.org/substance-use-initiative
https://www.mdpqc.org/substance-use-initiative
https://www.mdpqc.org/_files/ugd/d5b4c3_11e5d0ea4c5741e8a6167b8a9266903f.docx?dn=Maryland%20Community%20Mapping%20Tool.docx
https://www.mdpqc.org/_files/ugd/d5b4c3_11e5d0ea4c5741e8a6167b8a9266903f.docx?dn=Maryland%20Community%20Mapping%20Tool.docx
https://www.mdpqc.org/_files/ugd/d5b4c3_11e5d0ea4c5741e8a6167b8a9266903f.docx?dn=Maryland%20Community%20Mapping%20Tool.docx
https://health.maryland.gov/phpa/mch/Pages/postpartum-referral.aspx
https://health.maryland.gov/phpa/mch/Pages/postpartum-referral.aspx
https://mdmomresources.org/
https://mdmomresources.org/
https://mdmomresources.org/
https://postpartum.net/wp-content/uploads/2025/06/2025_5-EN-Parents_PSI_Postpartum-Factsheet.pdf
https://postpartum.net/wp-content/uploads/2025/06/2025_5-EN-Parents_PSI_Postpartum-Factsheet.pdf
https://postpartum.net/wp-content/uploads/2025/06/2025_5-EN-Parents_PSI_Postpartum-Factsheet.pdf
https://dhs.maryland.gov/documents/Child%20Protective%20Services/Risk%20of%20Harm/SEN-Pamphlet.pdf
https://dhs.maryland.gov/documents/Child%20Protective%20Services/Risk%20of%20Harm/SEN-Pamphlet.pdf
https://dhs.maryland.gov/documents/Child%20Protective%20Services/Risk%20of%20Harm/SEN-Pamphlet.pdf
https://dhs.maryland.gov/documents/Child%20Protective%20Services/Risk%20of%20Harm/SEN-Pamphlet.pdf
https://www.acog.org/-/media/project/acog/acogorg/womens-health/files/infographics/opioid-use-disorder-and-pregnancy.pdf?rev=2ab83c79c2a145609bdfff26fb231025&hash=B4093A0737F38BFB974F8EA11D68E7B4
https://www.acog.org/-/media/project/acog/acogorg/womens-health/files/infographics/opioid-use-disorder-and-pregnancy.pdf?rev=2ab83c79c2a145609bdfff26fb231025&hash=B4093A0737F38BFB974F8EA11D68E7B4
https://www.acog.org/-/media/project/acog/acogorg/womens-health/files/infographics/opioid-use-disorder-and-pregnancy.pdf?rev=2ab83c79c2a145609bdfff26fb231025&hash=B4093A0737F38BFB974F8EA11D68E7B4
https://www.acog.org/-/media/project/acog/acogorg/womens-health/files/infographics/opioid-use-disorder-and-pregnancy.pdf?rev=2ab83c79c2a145609bdfff26fb231025&hash=B4093A0737F38BFB974F8EA11D68E7B4
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Train Staff on Screening Tool and Process

Ensure time is allocated to train staff on the screening processes and resource folder
created in previous step.

Train front desk staff, clinical care team, and care management teams on algorithm of what to
do when a positive screen occurs.

Note: integrate anti-bias and trauma-informed training into the screening tool trainings. It's
imperative for members of the care team to recognize how implicit and explicit bias can
impact patient care when addressing SSDOH.

- 3]



Pilot Your Screening Processes

Conduct a PDSA (Plan, Do, Study, Act) cycle on your screening processes

Short, actionable tests, doesn’t have to take a long time

*What is your first test of change?
«"If we do [X], we expect [Y]" = Predictions of Change
*What data will be collected during this time?

*Who will perform the test? (individual/team)
*How long will the test be run?
*When will this test be carried out?

*What happened that you didn't expect? (both + and -)
*What went wrong?
*What happened that wasn't a part of the plan?

)
«What decisions were made from what was learned? j
*What will be the next cycle?

MBPQC



MDPQC Action Plan Template

MDPQC Action Plan Template

for Implementing Universal SDOH Screening

Identifying pregnant and postpartum patients with health-related social needs is a critical aspet
them connected with community services to address Social Drivers of Health (SDOH). As a
standards and federal regulations have increasingly prioritized health care disparities and patie

related social needs, we hope to support Maryland birthing hospitals in meeting these criteri
measures and health equity requirements. Use this tool to help get started on your journey tc
universal SDOH screening at your facility, or refine the current processes you have in place for

health-related social needs among pregnant and postpartum patients.

Core Team Members

Team Member Name

Responsibiliti

Nurse Champion

Physician Lead

Department Staff Members

Screening Workflow

Taking into consideration what you are currently doing to address social drivers, outline a screenin
workflow to map out what occurs during your admission process from triage to labor & delivery t
mother-baby and/or NICU. This is an opportunity to try a new approach or fine tune your currer
approach to improve screening acceptance, screening administration, data collection and resourc
navigation. Keep in mind, perfecting a screening workflow takes time, so be prepared to alter you

plans if they are not effective.

Screening for social drivers requires deciding when and how you should screen patients, what to scree
for, and how to provide resources to those in need

Answer the following questions by selecting the options you plan to utilize in your screening process.

When will the screening be
initiated?

Who will conduct the screening?

How will resources be provided
to patients who screen positive
and accept resources?

Select all that apply:

[ Registration

[ Bedside anytime during stay

[ Bedside at a designated time

[ After discharge is scheduled

[0 Pre-registration (i.e., via
patient portal for scheduled
or anticipated inpatient stays,
“e.g., labor and delivery,
scheduled inductions)

[0 Post-discharge

[0 Other

O Other

Select all that apply:

[ Registration staff

[ Medical Assistants

O Nurses

O Providers

[0 OB Navigators

O Nurse Midwives

[0 Social Workers

[0 Case Managers

[0 Community Health Workers

O Patient self-administered
(via paper or electronically)

O Other

Oother [ ]

Select all that apply:

O Printed list of general
resources provided in
discharge summary

[0 Printed list of tailored
resources based on
patient needs provided in
discharge summary

O Resources mailed to
address on file after
hospital stay

[0 Handoff to hospital staff
equipped to provide
resource navigation and
follow up (CHWSs, Case
Management, etc)

O Electronic referrals made
via a closed-loop referral
system

[ Inpatient visits from local
resource representatives to
provide information

PDSA Worksheet

J

MDIPQC

Once you've designed your screening workflow, use this chart to
begin testing your processes by conducting PDSA (Plan Do Study

Act) cycles. These are short, actionable tests that don't have to take

along time and will help refine your SDoH screening processes. rar PLAN
3 Fundamental Questions for Improvem
1. What are we trying to accomplish (AIM)? STUDY

| od

How will we know that a change is an improvement (MEASURE)?

w

What changes can we makes that will lead to improvement (CHANGE)?

What is your first (or next) test of change?

Test population? Due Date?

List the tasks needed to set up test of change:

Who is responsible? Due Date?

Predict what will happen when test is carried
out (If we do X, we expect Y):

Measure to determine whether prediction succeeds
(e.g., what data will be collected during this time?):

O Other 7
Qother [ ] ™™

7

MDPQC

Access the tool here:

26 https://www.mdpqc.org/ files/ugd/d5b4c3 0343f3bc828b46448ca692d825f00599.pdf



https://www.mdpqc.org/_files/ugd/d5b4c3_0343f3bc828b46448ca692d825f00599.pdf
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https://www.mdpqc.org/_files/ugd/d5b4c3_719f9aa87ad34d3da9c3e433dd24be2e.pdf
https://www.mdpqc.org/_files/ugd/d5b4c3_719f9aa87ad34d3da9c3e433dd24be2e.pdf

Perinatal Social

Work Services

Maryland Community Mapping Tool ‘

Resources/Services in Birthing Hospital's Service Area
to Address Patients’ Social Determinants of Health

This worksheet can be used to organize social determinants of health key contacts,

resources and services in your local area available to support patients.

Contact Information:

Process for linking patients to social work services at your hospital:

\\:}\ Hotlines

National Suicide and Crisis Lifeline: Call or Text 988

Postpartum Support International Helpline: Call or Text "Help” to 1-800-944-4773
National Maternal Mental Health Hotline: Call or Text 1-833-852-6262
SAMSHA's National Helpline: 1-800-662-HELP (4357)
Postpartum Support Maryland: 240-432-4497

- Provides resources to families suffering from postpartum depression and raises

awareness within the community

211 Maryland United Way: Dial 211, available 24/7, 365 days

- 211 Maryland is a free and confidential service providing information, community

resources, and referrals for a variety of health and human service issues 24/7, every
day of the year

211 Maryland 5UD/Mental Health Support: Text "MDHope" to 898211
— Get connected to local resources by telling us if you're seeking help for yourself, a
friend or family member or a client. 211 will send you the information you request,
such as treatment centers, overdose reversal medication, safe disposal of drugs or
prevention support
Maryland Crisis Hotline 24Hrs: 1-800-422-0009
- Forindividuals experiencing a mental health crisis, domestic/family violence, shelter
needs, substance use, and others.

Access the MDPQC Opioid Use Community Resource Inventoi

identify resources and services for each of the following categories.

*Adapted from L,

Maryland Community Mapping Tool

Maryland Community Mapping Tool

Resources/Services in Birthing Hospital's Service Area
to Address Patients’ Social Determinants of Health

Program Name:

Childcare

daycare, before/after
school care, family

Contact Information:

resource centers,
assistance with
childcare

Helpful Tips for Successful Referral:

Program Name:

Food

food pantry, food Contact Information:
benefits, emergency

food, nutrition Helpful Tips for Successful Referral:
education

Program Name:
Housing

S ATl el Contact Information:
short/long term

housing, housing Helpful Tips for Successful Referral:
vouchers

Program Name:

Transportation
assistance with Contact Information:

traveling to medical

appointments or Helpful Tips for Successful Referral:
school

Access the tool here by Clicking Here



https://www.mdpqc.org/_files/ugd/d5b4c3_11e5d0ea4c5741e8a6167b8a9266903f.docx?dn=Maryland%20Community%20Mapping%20Tool.docx
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MDPQC Resources & Tools

Community Resource Action Plan Template Maryland.Commumty
Inventory Mapping Tool

More information available on the MDPQC Website

(mdpgc.org/substance-use-initiative)

MBPQC






Open Discussion

Please complete the evaluation poll before you go.
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Next Session

MDPQC Open Office Hours

D August 11, 2026

12pm — Tpm

J
MDPQC


https://events.teams.microsoft.com/event/05d402f8-56eb-4de6-a3e6-230dcbaa6286@d2798d0f-9fe2-4eac-bdf1-66c9890342c9
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Connect With Us

‘ Katie Richards

Collaborative Manager
krichards@hgi.solutions

Yasmine Jackson
Collaborative Coordinator
yjackson@hgi.solutions

Alynna Nguyen
Collaborative Coordinator
anguyen@hgqi.solutions

e
www.mdpqc.org

mdpgc@gaggle.email



http://www.mdpqc.org/
mailto:mdpqc@gaggle.email
mailto:anguyen@hqi.solutions
mailto:yjackson@hqi.solutions
mailto:krichards@hqi.solutions
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