
Practical Steps to Integrating NMDOH 
Screening and Referral Program

Key Lessons and Outcomes

Lesson Objectives

1. Identifying your “Why” and Need for Implementing 
Interventions Non-Medical Driver of Health (NMDOH)
2. Describe the framework for Evaluation, Assessment 
and Interventions used for Implementing NMDOH 
Initiatives
3. Describe how the Health Home Project used NMDOH 
to improve health outcomes 
4. Describe how the Food RX Program was developed 
and addressed Food Insecurity as a Referral Program
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The Harris Center
Houston, TX

As the largest behavioral and developmental disability 
care center in Texas, The Harris Center provides a full 
continuum of services to 88 sites across Harris County 
and serves over 90,000 individuals annually. 

Services are offered in over 40+ languages to better 
serve one of the most diverse and multi-cultural 
communities in the nation. 

The Harris Center is the state-designated Local Mental 
Health Authority and the Local Intellectual and 
Developmental Disability Authority serving Harris 
County, Texas. 
 



The Why – Evaluation – 
Why Address Non-Medical 
Drivers of Health 

Agency and Organization 
Adoption of Non-Medical 
Drivers as Part of Culture 
and Service Delivery



We began to Understand NMDOH Needs at an Individual and 
Community Level – the Role of Needs Assessments 

“Social determinants are the main drivers of health disparities, which are defined by the” 
World Health Organization- WHO 

Physiological: Help me to have a place to live where people can 
visit and consistently afford food for myself and family.
Safety: Help me prevent physical/financial/emotional harm to 
myself and family.
Belonging: Help me to maintain healthy relationships with 
others; not remain addicted, improve my mental health 
conditions to be accepted and not isolated
Esteem: Help me with being amotivational about wanting to 
feel accomplished and self-confident- being employed, being – 
valued by co-workers, earning a wage
Self-actualization: Help me be the best version of myself.

Maslow’s ‘Hierarchy of Needs’: prioritizing progress
Abraham Maslow proposed his Hierarchy of Needs as a “Theory of Human Motivation” in 1943. His pyramid (shown below) defines five levels of human needs. The pyramid characterizes how humans tend to prioritize the progress they’re trying 
to make in their lives. Maslow found that people seek to satisfy needs on a higher level only when the needs on the underlying levels and foundation have been adequately fulfilled.

http://psychclassics.yorku.ca/Maslow/motivation.htm
http://psychclassics.yorku.ca/Maslow/motivation.htm


We learned through Literature Reviews –NMDOH – “Looks like its here to stay” – and is imbedded in 
CMS and payor policy and practice guidelines

Centers for Medicare & Medicaid Services

An enormous volume of literature has catalogued the impact of the social determinants on human health. 

All the research shows the lack of addressing social determinants models—worsened health care outcomes. 



Why Behavioral Health Practitioners Need Competency an Up Stream Approach for 
Early Interventions to Prevent downstream Poor Health Outcomes 
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• Individuals with SMI die on average at the age of 
53 years old

• Have elevated (and often undiagnosed) rates of: 
• hypertension, 
• diabetes, 
• obesity 
• cardiovascular disease 

• Patient Challenges- Non-Medical Drivers 
Disparities within People with SMI hampers self-
care, access to care, medication compliance, 
adherence to primary care & medical treatment 
plans

Chronic conditions and comorbid psychological disorders Milliman Research Report. July 2008



Presenter
Presentation Notes
Only 20 percent of an individual’s health is tied to clinical care, which includes access to and quality of health care services. 80 percent of an individual’s health is tied to their physical environment, social determinants – where you live, work and play – and behavioral factors – including exercise or smoking.

More specifically, that 80 percent can be broken down as follows:  
Roughly 40 percent is attributed to socio-economic factors
10 percent to physical environment
30 percent to health behaviors 

Source: http://www.countyhealthrankings.org/county-health-rankings-model
and https://www.icsi.org/_asset/w6zn9x/solvcomplexproblems.pdf 

Image source: https://www.promedica.org/socialdeterminants/pages/default.aspx



The What does Internal 
Data and Information 
show – Assessment– 
Why Address Non-
Medical Drivers of 
Health



Harris Center Survey – Determinants of Health 
Findings

The Harris Center, anticipating the potential of 
the significant and devastating impact of 
COVID-19 on direct behavioral health patient 
care developed and administered a survey 
entitled Harris Center COVID-19 & Impact 
Social Determinants of Health.18 This survey 
was administered to patients by care managers 
through telephonic, socially distanced in person 
contact, and telehealth between April 2020 and 
April 2021. The survey was administered to 
7,560 individual clients using a random number 
recruitment of active outpatient adult (81% 
adults) and children (19%) with SMI and or 
SED conditions.

Eight key DOH related findings from the Harris Center survey  revealed the following: 

“Social determinants of health (SDOH) are known to influence mental health outcomes, which are independent 
risk factors for poor health status, emotional wellness and physical illness.”                                               

Journal of  the American Medical Informatics Association, 26(8-9), 2019, 895–899



Population Health Snapshot of Current 
Harris Center Clients

• Over 11,000 client have a blood pressure range 
between elevated to hypertensive crisis 

• Over 12,000 clients are either overweight or 
obese

    Out of 19,303 who were administered vitals examination
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Review of data from Dr. Scott Hickey, Health Analytics Director, The Harris Center – Oct 2021 Data

High Blood Pressure Threats –From  American Heart Association https://www.heart.org/en/health-
topics/high-blood-pressure/health-threats-from-high-blood-pressure 



Health Disparities were associated with unmet Non-Medical Drivers 
of Health Factors:

• Access problems

• High rates of physical illness with mental illness

• Premature mortality

• People with mental illness receive a lower quality of care in 
primary care settings

• High cost of physical illness with mental illness

Definition of Health Disparities “Health disparities are differences in the incidence, prevalence, mortality, and burden of diseases and 
other adverse health conditions that exist among specific (racial and ethnic, cultural, gender) populations in the United States. ” 

Populations in which disparities exist experience worse outcomes for chronic conditions, have higher health care cost, experience 
lower quality of life



People with Serious Mental Health &
Co-Occurring Chronic Health Conditions – 

Vicious Cycle of Unmet Needs -
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Some believe that the lack of proper 
care addressing SDOH and integrated 
health of people with behavioral health 
conditions results in Health Disparities

Improper Treatment Leads to 
Iatrogenic disease: 
Any adverse conditions in a patient 
occurring as a result of treatment that 
does not incorporate the proper 
diagnosis, manner of treatment, failure 
to address conditions and problems. 



We Explored Role of Assessments & Interventions 
Addressing the social determinants of mental health requires taking an approach 
distinct from the typical clinical interventions of psychiatrists and other mental health 
professionals in everyday practice. 

Evaluation and one-on-one interventions, such as care coordination must be 
employed, but doing so yields less overall population impact. Population-based, risk 
stratification, hot-spotting and using evaluation tools – will target greater population 
needs

However; on an individual patient basis, care coordinators can begin to address  SDOH 
domains and risk factors stemming from the social determinants of mental health by 
identifying the family/social network, economic, and environmental factors that 
influence illness and hinder positive patient outcomes. Educating patients on how these 
factors can lead to poor mental health may lead to some gains through changes in 
individual decision-making and health behaviors. 



Texas Health and Human Services – Texas Council of Community Centers – 
State Behavioral Health: Local Mental Health Authority – will use the AAFM tool 

for all Local Mental Health Authorities -   
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Compass Rose – EPIC EHR
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Current Development – Part of Harris County Health Exchange –Health Equity Coalition 

EHF: Care Management Platform - & Primary Care/Health Home 
Optimization – AAFP Social Needs Tool 



Integrated Behavioral Health Whole-Person Approach

By building an infrastructure around integrative health, collaborations, Non-
Medical Drivers of Health (NMDOH), data directed clinical decisions that 

correlate to measures, we can create a bridge to improve health outcomes

Redefine specialty mental health and consider the 
whole person – not just mental illness, Include SDOH

Remove barriers that limit access to care 
and address health disparities

Improve overall health and well being 
of all vulnerable and at-risk behavioral health populations for 
preventable hospital and ER Admissions

Presenter
Presentation Notes
over the 30 years, 
Worked in Healthcare 
Seen how socio economics situations (including those of my parents) played a role in their health and sadly how they aged

THERE IS A GAP between HC and Health

I thought why can’t  I help to change the way they system thinks about HEALTH, so the Strategic Community Parntership Program was begun over 4 years ago

I am seeking to spark your imagination and craetivity  around what is possible if we work together in new and collaborative ways by doing three things

1. Share with you today some examples by those of you in the room re: how things are changing  with AMAZING clinical and financial success  and 

2. I am going to share with you what we are doing to innovate in the SDOH space

3. I going to ask those of you who want to engage work with me on this journey to enhancing  the system of HEALTH in our country to let me know



What Can we Do to 
Address Gaps in 
NMDOH– Intervention– 
Why Address Non-
Medical Drivers of 
Health



Integrative Behavioral Health Home 
Food RX – Food as Medicine 

Collaborative Partners

Collaborative Projects: Interventions for Implementing Non-Medical 
Drivers of Health Approaches to Improve Health Outcomes  
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Your Health and Wellness Partner
19



Review of Goals 
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1. Data-driven decisions

2.Identification of high-utilizer and 

assignments 

3.Care coordination and collaborative 

contacts with patient care team

4.Gaps in Care and Social 

Determinants of Health

Utilizing Optum Portal –
Data 

23



How Will We Track 
and Monitor



United Health/Optum Partnership Details:

• Per member per 
month (PMPM) 
payment 
structure

• Total cost of care 
shared savings

• Performance 
measures as part 
of shared savings 
bonus payout
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Health Home Measures 
• Follow-Up After Hospitalization for Mental Illness (HEDIS® - FUH): 7-day 
• Comprehensive Diabetes Care HH - Composite 1 (HEDIS® - CDC): Eye exam 
• Child and  Adolescent Well-Care Visits (HEDIS® - WCV)
• Plan All-Cause Readmissions (HEDIS® - PCR)
•  Ambulatory Care: AMB HH (CMS) 
• Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are Using 

Antipsychotic Medications (HEDIS® - SSD) 
• Inpatient Utilization General Hospital/Acute Care HH (HEDIS®  IPU) 
• Rate of Inpatient Behavioral Health Admissions - TPI (Custom)
• Medication Adherence: Mood Stabilizers, Anti-Psychotics and Anti-Depressants- MA-MS, 

MA-AP, MA-AD (Custom)
Reporting Only Measures 
• Follow-Up After Hospitalization for Mental Illness HH (HEDIS® - FUH): 30-day 
• Behavioral Health Inpatient Days - TPI-DAYS (Custom) 
• 7- and 30-Day Inpatient Behavioral Health & Residential Treatment Facility Readmission 

Rate TPR-7, TPR-30 (Custom)



Proprietary information of UnitedHealth Group. Do not distribute or reproduce without express permission of UnitedHealth Group.

Our 
Measures



Measure Numerator Denominator Baseline Your 
Performance

Percentage 
Change from 

Baseline

Points 
Earned

% Quality/Utilization Points Earned: 
The percentage of quality/utilization 
points earned out of the total 
available. The Harris Center earned 
the maximum points !



Addressing Food Insecurity 

Presenter
Presentation Notes
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What is Food Insecurity?

Food insecurity (FI) is a lack of consistent access to 
enough nutritious food for an active, healthy life 

due to a lack of resources.

Source: National Institute for Health Care Management Foundation



Harris Center Mapping Screening – Non-Medical Drivers Screening
Front desk 

provides screening 
& financial 

evaluating for 
Patient Assistance 
and Sliding Scale 

fee

Individual completes the Screening 
information  - to include releases of 

information for follow-up and consent to 
receive treatment 

Nurse – CMA 
receives basic 

screen  - completes 
– physical health 

screen  - documents 
in EPIC EHR

Mental Health 
Professional – 

provider- completes 
– Behavioral Health 

Assessment – to 
include Phq9, 

Columbia suicide , 
bio-psycho-social 

assessment- to 
include the SDOH 

Tool & documents in 
chart

Mental Health 
Professional – 

reviews the bio-
psycho-social – 

SDOH AAFP Tool 
results with – 

Individual

RN reviews physical 
health screen with 

the individual  

Individual 
receives 
feedback 
related to 

needs – 
associated 

with follow-up 
and risks

Individual does 
not require  

further 
engagement – 
Provider make 

community 
referral  

Treatment Team Provides develops with 
client patient centered treatment plan – 
to include follow-up with case manager, 

psychiatry, primary care, -etc. 

Front desk – nursing, treatment team 
formulate with client follow-up appts, plan 

of care, assignment case manager 

Follow-up appointments 
with physical health at the 

Harris Center or with 
Psychiatry is identified 

through front desk

Client leaves clinic
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Case Manager review 
treatment plan and 

facilitates care 
coordination with reducing 

SDOH deficits, follow-up 
care with Community 

providers related to 
physical health, 

transporation, housing, 
employment, food 

insecurity, mental health 
follow-up appointments Tr
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Social Needs Screening Tool 



Food Insecurity Screening
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For each statement, please tell me whether 
the statement was 
“Often true, sometimes true, or never true” 
for your household:

Within the past 12 months, we worried 
whether our food would run out before we 
got money to buy more. 

a) Often true
b) Sometimes true
c) Never true
d) Don’t know, or refused

Within the past 12 months, the food we 
bought just didn't last and we didn't have 
money to get more.

a) Often true
b) Sometimes true
c) Never true
d) Don’t know, or refused

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.



Food Rx enrollment process
Redeem Food

● Identified Patients will 
get 30 lbs of fresh 
produce and additional 
items twice a month at 
our sites 

Screen for Eligibility

● All patients are screened for Food 
insecurity using 2 item-Hunger vital 
signs – Janeth & Team

● Patients that screen positive and/or 
meet qualifying criteria may opt into 
the Food Rx  program – SAI 
contacts clients with opportunity - 
gets them to opt in – tell them there 
are enrollment form, quality of life 
survey, once dates of food truck 
delivery – let them know  dates, 
make sure they have means to take 
home 

Enroll into Food Truck

● Clients assigned unique 
Food ID number

● Client completes 
enrollment form (Forms 
Assembly)

● Patient completes 
Quality of Life survey

● FIRST Link refer to HFB 
for SNAP application 
assistance

Presenter
Presentation Notes





• Harris Center

• Identify the staff members from each site that will be the POC 
• Eligibility will include screening positive for FI as well as the Daily Living 

Assessment, financial Screen of needs (both shared by Harris Center) and 
Quality of Life (shared by HFB) will be gathered to show the impact of the 
program: 

• SDOH - two Hunger Vital Signs - Janeth
• Provide best dates and times to provide site assessment at each location 

for market trailer: Dates for site review: Completed
• Population health target at each of the four clinics – abnormal screens and 

data related to Health Risks – High Blood Pressure, Diabetes, other health 
concerns, Non-medical drivers of health screening results - Financial 
screening form: Janeth – Anna-Dr. Hickey-& Team

Site Staff Member– verify DLA
 – tell about the program- add 
to treatment plan – get the 
okay- ask if they can come to 
site to get 30 lbs of food to take 
home 2 x a month

Market Trailer – individuals that will oversee 
the check-in process

Identify patients and spread sheet with 
positive -two questions SDOH, poverty, 
health condition, Financial, DLA, & the site 
location

Southwest (77074) - Food Bank Services - Peers Care Navigators 

Southeast (77087) - Food Bank Services Peers Care Navigators

Northwest (77092) - Food Bank Services Peers Care Navigators

Northeast (77028) - Food Bank Services Peers Care Navigators



Food Rx enrollment process
Program Duration

● Patients remain eligible 
for set duration. 

● Average time is 6 
months 

Data

● Screenings and surveys 
administered at baseline, 
6 month intervals, 
program completion

● Client tracks health 
outcomes – every 6 
months – part of 
Assessment

Note: Since April 2024 – 
over 1000 clients x 25 lbs of 
food = 25,000 lbs of food. 

Presenter
Presentation Notes





Presenter
Presentation Notes
For our Healthcare Partners, this is the measure we use to screen for food insecurity, officially known as the Hunger Vital Sign 2-question food insecurity screener. It has been validated and reduced from an 18-item USDA Household Food Security Scale (HFSS). Using a standardized screening method allows for consistency during evaluation across all CAP partners.

(Describe questions)

If someone answers “often true” or “sometimes true” to either question, they are considered food insecure. 




Trying to provide behavioral health treatment without addressing Non-Medical 
Drivers and Health Disparities–
 is like spraying greater and greater quantities of pesticides on crops growing in unsuitable soil—
the plants will not thrive.
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