
Preparing for the ESRD QIP 
Screening for Social Drivers of Health

Reporting Measure

Quickinar Series—Part Two

ESRD = End Stage Renal Disease

QIP = Quality Incentive Program
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• Identify the difference between social drivers of 
health (SDOH), and health-related social needs 
(HRSNs).

• Review the five SDOH that the QIP requires dialysis 
facilities to screen patients for.

• Discuss different HRSN screening tools. 
• Explore how SDOH are calculated for submission to 

the QIP.



What Are the SDOH?

Healthy People 2030 describes SDOH as the “conditions in 
the environments where people are born, live, learn, work, 
play, worship, and age that affect a wide range of health, 
functioning, and quality-of-life outcomes and risks.” 

Office of Disease Prevention and Health Promotion. Social Determinants of Health. Available at  https://odphp.health.gov/healthypeople/priority-areas/social-
determinants-health. Accessed on October 28, 2024.
Auerbach J. De Beaumont. Health Affairs: Meeting Individual Social needs Falls Short of Addressing Social Determinants of Health. Available at 
https://debeaumont.org/news/2019/meeting-individual-social-needs-falls-short-of-addressing-social-determinants-of-health/. Accessed on October 28, 2024.
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https://odphp.health.gov/healthypeople/priority-areas/social-determinants-health
https://odphp.health.gov/healthypeople/priority-areas/social-determinants-health
https://debeaumont.org/news/2019/meeting-individual-social-needs-falls-short-of-addressing-social-determinants-of-health/


HRSNs Versus SDOH

• Health-related social needs 
describes individual-level 
factors impacting patients.
– Are often the result of Social 

Drivers of Health.
– When impacting health, can 

also be called social needs.
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CMS. Social Drivers of Health and Health-Related Social Needs. Available at 
https://www.cms.gov/priorities/innovation/key-concepts/social-drivers-health-and-health-related-social-needs. 
Accessed on October 29, 2028. 

https://www.cms.gov/priorities/innovation/key-concepts/social-drivers-health-and-health-related-social-needs


Key Concepts

• Social determinants and social 
drivers are interchangeable 
terms referring to community-
level factors impacting health.

• HRSNs are individual-level 
factors impacting health.

• Dialysis facilities should use 
different strategies to screen for 
and identify SDOH and HRSNs.

• HRSNs require personalized 
interventions, while addressing 
SDOH require broader, 
community-level action.
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ESRD QIP  
 Screening for Social Drivers of Health 

Reporting Measures 
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Screening for Social Drivers of 
Health Measures 
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Part 1:
Screening for SDOH 
Reporting Measure

Part 2:
Screen Positive Rate for 

SDOH Measure

CMS



Measure Reporting Periods

• The two measures are intended to provide 
information to dialysis facilities on the level of 
unmet HRSNs among patients served, and not 
necessarily for comparison between dialysis 
facilities.

• The deadline for submission will be the end of 
the EQRS December data reporting month 
(approximately two months after December).

• Dialysis facilities will follow established annual 
structural measure submission and reporting 
requirements.

• Facility-specific results will be displayed on an 
annual basis on the Care Compare website.
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Screening for SDOH Reporting 
and Screening Positive 

Measures
• CY 2025 – Mandatory 

reporting on an annual basis
• CY 2027 – Payment 

determination
*Dialysis facilities will report this measure as 5 
separate rates.

EQRS: End Stage Renal Disease Quality Reporting System    
CY: Calendar Year

CMS. CY 2024 ESRD PPS Final Rule | ESRD QIP Finalized Proposals. Available at 
https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf. Accessed on October 28, 2024.

https://www.medicare.gov/care-compare/?providerType=DialysisFacility
https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf


Part 1: Screening for Social Drivers of 
Health Reporting Measure2

• Enables facilities to identify patients with HRSNs. 
• Reduces healthcare access barriers, addresses the disproportionate 

expenditures attributed to populations with greatest risk, and 
improves the facility’s quality of care. 

• Improves care coordination efforts by helping facilities understand 
what HRSNs might be contributing to poor patient outcomes.
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CMS. CY 2024 ESRD PPS Final Rule | ESRD QIP Finalized Proposals. Available at 
https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf. Accessed on October 28, 2024.

https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf


Screening for SDOH Reporting 
Measure Calculation
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Numerator: The number of patients who are 18 years or 
older during the performance period and are screened 
for ALL five HRSNs.

Denominator: The total number of patients who are 18 
years or older during the performance period.

Patients who opt out of screening and patients who are 
unable to complete the screening and have no legal 

guardian or caregiver who can complete the screening 
on their behalf are excluded from the denominator.

CMS. CY 2024 ESRD PPS Final Rule | ESRD QIP Finalized Proposals. Available at 
https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf. Accessed on October 28, 2024.

https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf


What Are the Five HRSNs That Patients 
Should Be Screened For? 

HRSNs:
• Food insecurity
• Housing instability
• Transportation needs
• Utility difficulties
• Interpersonal safety
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Health-Related Social Needs 
Screening Tools

• Health-related social needs screening requires 
individual assessments.
– Dependent on patient circumstances.
– Can be impacted by community factors.
– Social needs are fluid, so regular screening can be helpful.

• Multiple options for screening tools are available.
– PRAPARE tool (prapare.org)

– CMS tool (innovation.cms.gov/files/worksheets/ahcm-
screeningtool.pdf) 

– Screening tool comparison (sirenetwork.ucsf.edu/tools-
resources/resources/screening-tools-comparison)
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CMS = Centers for Medicare & Medicaid Services
PRARARE = Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences

CMS. CY 2024 ESRD PPS Final Rule | ESRD QIP Finalized Proposals. Available at 
https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf. Accessed on October 28, 2024.

https://prapare.org/
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf


CMS Health-Related Social Needs 
Screening Tool

The Accountable Health Communities (AHC) Health-Related Social 
Needs (HRSN) Screening Tool
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CMS. The Accountable Health Communities Health-Related Social Needs Screening Tool. Available at 
innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf. Accessed on October 28, 2024.  

https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf


PRAPARE®

The PRAPARE® social drivers of health assessment screening tool and implementation/action toolkit was developed and owned by the National 
Association of Community Health Centers (NACHC), in collaboration with the Association of Asian Pacific Community Health Organization 
(AAPCHO), the Oregon Primary Care Association (OPCA), and the Institute for Alternative Futures (IAF). PRAPARE® and its resources are 
proprietary information of NACHC and its partners intended for use by NACHC, its partners, and authorized recipients. Do not publish, copy, or 
distribute this information in part or whole without prior written consent from NACHC. For more information, visit www.prapare.org.
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PRARARE = Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences

http://www.prapare.org/


Part 2: Screen Positive Rate for SDOH 
Reporting Measurev2

• Identifies the proportion of patients, 18 years and older, at the facility who 
screen positive for one or more of the HRSNs.

• Requires facilities to report data as five separate rates for each HRSN. 
• Enables facilities to capture the magnitude of HRSNs and estimate the impact on 

healthcare utilization and quality of care.
• Prompts the development of individual patient action plans for those who screen 

positive. 
• Improves patient outcomes by acknowledging patients’ non-clinical needs that 

contribute to adverse clinical outcomes. 
• Supports data-informed collaboration with community-based services to connect 

patients to local resources. 
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CMS. CY 2024 ESRD PPS Final Rule | ESRD QIP Finalized Proposals. Available at 
https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf. Accessed on October 28, 2024.

https://www.cms.gov/files/document/esrd-qip-cy-2024-final-rulev2final508pdf.pdf


Screening Positive Measure Calculation  
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Numerator: The number of patients admitted to the 
dialysis facility, 18 years during the performance 
period and who are screened for each of the five  
social drivers and who screen positive for having a 
need in one or more of the five HRSNs—calculated 
separately, one measure per HRSN.

Denominator: The total number of patients during the 
performance period who are 18 years or older and are 
screened for an HRSN.
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Thank you!

Susan Cooper, MSW, LCSW 
Health Services Advisory Group (HSAG) 

Quality Improvement Manager II 
scooper@hsag.com | 480.578.9306
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This material was prepared by HSAG: ESRD Networks 7, 13, 15, 17, and 18, under contract with the Centers for Medicare & Medicaid Services (CMS), an 
agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. 
Publication Number NW-ESRD-7N4HEQ-10282024-02
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