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• Webinar will be recorded
• PowerPoint slide deck and resources are available 

for download
• Use the Zoom platform for engaging with us and 

each other: chat, Q&A section, reactions, and raise 
your hand

• New realities: kiddos, furry friends, unstable 
internet, renovations, etc. 

Housekeeping



Using our core competencies framework, the SDOH Academy is offering a 
“Breakthrough Series” of webinars and office hours where SDOH Academy 
faculty will help you “break through” the clutter to find the: resources, 
experts, and peer linkages. 

Each webinar will equip participants with the tools needed to increase their 
competency in four core areas SDOH response strategies and will be 
immediately followed by an optional, half-hour office hours session from 
4:00pm - 4:30pm.

About the 2021 “Breakthrough” Series

https://static1.squarespace.com/static/5dc0745687c4ad4c655e82b9/t/5e266816a938247a39162814/1579575318788/The+SDOH+Academy+Core+Competencies.pdf
https://sdohacademy.com/2021-breakthrough-series


• Target  Audience:  Staff from health centers, PCAs  & health center-
controlled networks 

• Time Commitment: One hour, with an optional 30 minutes for “office-hours”

• Registration:  Use the link at  the  end of  this presentation or in the chat box 
to register for each session you plan to attend

• Recordings:  All trainings are recorded and made available under the “SDOH  
Trainings” tab on the SDOH Academy website

About the 2021 “Breakthrough” Series

https://sdohacademy.com/2021-breakthrough-series


Learning Objective 1:

Participants will describe the importance of SDOH and 
enabling services data and its role in assessing, 
addressing, and tracking patient-level needs and 
interventions.



• Enabling services for SDOH, including how to provide, document, and 
track for underserved populations; and

• Technology needs for SDOH, including what infrastructure is needed to 
address, assess, collect data for, and track SDOH, as well as the necessary 
infrastructure to improve health access, quality services, and patient 
engagement.

Improve Access to Quality Health Care and Services by 
Increasing Capacity for Patients to Access SDOH Services



• Likely already are focusing on social determinants in some way given 
mission but without standardized data, it is harder to systematize and 
streamline this work into workflow

• Standardized data on social determinants of health is needed to inform 
care planning and population health management activities

• Standardized data on social determinants of health is also needed to 
demonstrate value of health centers and your focus on addressing non-
clinical needs

To Address Social Risks, You First Need to 
Document Social Needs…



Use Cases for SDOH Data and Interventions 
from Patient to Policy Level

© 2019. PRAPARE. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.  

Patient and Family

Care Team Members

Health Center

Community Policies

Local Health System

Payment Negotiation

State and National 
Policies 

Individual-level

Local-level

State and 
national-level

Address PRAPARE needs to improve social care and well-being

Connect patients with clinic/community resources, close the loop on social 
needs & follow up on internal/external referrals

Review social services and determine effective interventions for population 
management, allocate resources appropriately, & build needed partnerships

Inform advocacy efforts related to local policies around social interventions

Communicate, collaborate, and exchange social care data for coordinated 
continuous patient care, and inform needed social care partnerships; 
Close referral loops by reviewing outcomes of social service referrals

Demonstrate the relationship between social interventions, health, quality of 
life, and cost of care for sustainability of social care; Provide evidence of ROI of 

effective social interventions

Improve capacity and sustainability for addressing complex patient care 
(payment reform)



Patient Perspectives

James 
No transportation

Maritza
Single parent

Ashanti
Limited English

Kai
Depends on caregiver



Two Sides of the Same Coin: 
SDOH & ES Data Go Hand-in-Hand

BOTH Are Necessary To:

✔Demonstrate health center value to payers
✔Seek adequate financing
✔Better target and/or improve services
✔Achieve integrated, value-driven delivery system reform and reduce 

total cost of care

NEEDS 
DATA 

Standardized 
data on patient 
social risk/ 
barriers 

RESPONSE 
DATA

Standardized 
data on 
interventions 
(ES + others)

© 2019. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.  



UDS Reporting Requirements

The Health Information Technology (HIT) 
form includes a series of questions on HIT 
capabilities including: 
1. EHR implementation
2. Certification of systems
3. How widely adopted the system is 

throughout the health center



HIT Questions



Poll #1

Does your health center collect data on individual patients’ 
social risk factors, outside of the data reportable in the UDS?

● Yes
● No, but we are in planning stages to collect this information
● No, we are not planning to collect this information



HIT Questions



Poll #2

Which standardized screener(s) for social risk factors, if any, do you 
use? (Select all that apply.) 

● Accountable Health Communities Screening Tools
● Upstream Risks Screening Tool and Guide
● iHELP
● Recommend Social and Behavioral Domains for EHRs
● Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences (PRAPARE)
● Well Child Care, Evaluation, Community Resources, Advocacy Referral, Education (WE CARE)
● WellRx
● Screening tools built into EHR
● We do not use a standardized screener



HIT Questions



HIT Questions



Poll #3

If you do not use a standardized assessment to collect this 
information, please indicate why.

● Have not considered/unfamiliar with assessments
● Lack of funding for addressing these unmet social needs of patients
● Lack of training for staff to discuss these issues with patients
● Inability to include with patient intake and clinical workflow
● Not needed
● Other



Learning Objective 2:

Participants will identify key resources related to 
Increase Access to Care (IAC) core competency and 
where to locate them on the SDOH Academy and 
Clearinghouse websites.   



Overview of SDOH Screening Tools
• PRAPARE:developed by NACHC, AAPCHO, and OPCA
• Screening Tool (Available in 26 languages)
• Implementation and Action Toolkit
• PRAPARE Readiness Assessment Tool
• Coding- Crosswalks include ICD-10, LOINC, SNOMED

○ PRAPARE Data Documentation (January 2020)
• PRAPARE Tiger Team

https://www.nachc.org/research-and-data/prapare/about-the-prapare-assessment-tool/
https://www.nachc.org/wp-content/uploads/2020/04/PRAPARE-One-Pager-9-2-16-with-logo-and-trademark.pdf
https://www.nachc.org/research-and-data/prapare/toolkit/
https://www.nachc.org/wp-content/uploads/2018/05/PRAPARE-Readiness-Assessment-2018.pdf
http://www.nachc.org/wp-content/uploads/2019/12/Data-Documentation-with-PRAPARE-Crosswalked-Codes-January-2020.xlsx
https://confluence.nachc.org/display/PTT/PRAPARE+Tiger+Team


Overview of SDOH Screening Tools
National Center for Farmworker Health:
● Health Center SDOH Self Assessment tool

(Available in English)
● Patient SDOH Screening Tool & Action 

Plan (Available in English)
● IAC PLUS SDOH Checklist
● Customizable SDOH Screening tool 

SDOH Hub coming soon!

http://www.ncfh.org/uploads/3/8/6/8/38685499/sdoh_self-assessment_tool_%5b05.07.2018%5d.pdf
http://www.ncfh.org/uploads/3/8/6/8/38685499/patient_sdoh_screening_tool.pdf
https://ncfh.box.com/s/vkrjdmoeankls3wg90zucg94ut3vfpe6
https://ncfh.box.com/s/vkrjdmoeankls3wg90zucg94ut3vfpe6
https://ncfh.box.com/s/z17hz0sfs63ti0ep7647w1ix3owiss2f


Additional SDOH Resources 
from NCFH
• Language Competency Checklist
• Language Access Services Assessment 

and Planning Tool
• Implementing a Language Access 

Program
• FHN 2019 SDOH Webinar series
• COVID-19 web page

http://www.ncfh.org/uploads/3/8/6/8/38685499/language_competency_checklist_2020fv.pdf
http://www.ncfh.org/uploads/3/8/6/8/38685499/assess_plan_language_access_services-fv-2020.pdf
http://www.ncfh.org/uploads/3/8/6/8/38685499/language_access_lc-infographic.pdf
https://outreach-partners.org/2019/10/03/fhn-sdoh-webinar-series/
http://www.ncfh.org/covid.html


Overview of SDOH Screening Tools
● CMS: Accountable Health Communities 

Screening Tool
● Health Begins:Upstream Risks Screening 

Tool & Guide
● iHELLP Social History Questionnaire
● Boston Medical Center: WE CARE Survey
● Health Leads:Social Needs Screening 

Toolkit
● Well Rx Questionnaire

https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://www.aamc.org/system/files/c/2/442878-chahandout1.pdf
https://www.aap.org/en-us/Documents/IHELLPPocketCard.pdf
https://www.bmc.org/pediatrics-primary-care/we-care/we-care-model
https://nursing.utexas.edu/sites/default/files/AMEN_Health_Leads_Social_Needs_Screening_Toolkit.pdf
https://forms.loinc.org/93667-4


Overview of SDOH Screening Tools

The EveryONE Project by the American Academy
of Family Physicians (AAFP):
● Guide to Social Screening
● Social Needs Screening Tool
● Neighborhood Navigator
● Action Plan

https://www.aafp.org/content/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-guide-sdoh.pdf
https://www.aafp.org/content/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-form-sdoh.pdf
https://www.aafp.org/family-physician/patient-care/the-everyone-project/neighborhood-navigator.html
https://www.aafp.org/content/dam/AAFP/documents/patient_care/everyone_project/action-plan.pdf


Addressing SDOH Needs
Enabling Services:
• AAPCHO Enabling Services Data Collection 
• PCA Enabling Services Virtual Summit 

Podcast Series
• NACHC Outreach and Enabling Services

Health Center Data Integration: 
• Corporation for Supportive Housing (CSH) 

Data Integration Best Practices for Health 
Centers and Homeless Services 

http://enablingservices.aapcho.org/
https://anchor.fm/pca-es-podcast-series
https://www.nachc.org/health-center-issues/outreach-and-enrollment/
https://d155kunxf1aozz.cloudfront.net/wp-content/uploads/2020/12/CSHData-Integration-Report_Final11.12.20.pdf


Learning Objective 3:

Participants will define how health centers have used 
SDOH screening tools to improve health access, quality 
services, and patient engagement.



Addressing Social Determinants of 
Health Needs through Enabling Services

Nashia A. Choudhury, MPH
Director of Operations
MyCare Health Center (Michigan)



Overview

► Overview of MyCare Health Center

► Defining Social Determinants of Health and Its Impact

► Importance of Data Collection

► Closing the Loop through Enabling Services



Direct Dental 
Services (2018)

Dental services via 
contract (2015)

COVID-19 and Its 
Impact

Connection to Care 
Program (2017)

MAT Program & Enabling 
Services (2016)

Focus on Integrated 
Health (2020)

New Access Point 
(2014) MyCare Health Center 

Opens (2010)

Timeline



2019 UDS Report Data
► Macomb County, MI

► Center Line, MI
► Mt. Clemens, MI
► Clinton Township, MI (currently closed)

► 14,356 patient visits
► 9,554 medical visits (3,626 patients)
► 3,797 dental visits (1,337 patients)
► 485 mental health visits (179 patients)
► 42 enabling services
► 872 substance use disorder visits (135 

patients)
► 4,565 total patients

► 43% Male (1,966) 57% Female (2,599)

► Age of patients (years)
► 0-19: 23%
► 20-44: 38%
► 45-64: 34%
► 65+: 5%

► Race 
► 57% White
► 30% Black/African American
► 4% Asian
► 5% Unreported

► Insurance source
► 7% Sliding Fee Discount Program Eligible
► 55% Medicaid
► 14% Medicare
► 5% Medicaid/Medicare Dual Eligible
► 19% Private/Commercial



Social Determinants of 
Health Model
► Availability of resources to meet daily needs
► Access to educational, economic, and job 

opportunities 
► Access to health care services 
► Quality of education and job training 
► Availability of community-based resources in 

support of community living and opportunities 
for recreational and leisure-time activities 

► Transportation
► Public Safety
► Social support, social norms, and attitudes 



Importance of Data Collection



Collecting SDOH in AllScripts (EHR)

► AllScripts does not utilize PRAPARE
► SDOH Questionnaire available in AllScripts
►Mapping the questions to the integrated 

data system (IDS) 
► Follow-up after collection of SDOH data 

and coordination of care 
► Diagnosis codes for SDOH 







Integrated Data System: Azara DRVS

► Social needs 
► Risk stratification tool
► Risk category of high, medium, and low appearing 

in red on visit planning and care management 
passport reports

► Risk as a filter available on a number of features 
throughout DRVS



Social Needs All Patients



Risk Stratification: Patient Risk (Moderate)



Closing the Loop through Enabling 
Services 

► Collect and apply data to understand patients’ 
needs in the communities served

► Care transformation 
► Improve health and reduce costs 
► Effect change at the patient, organization, and 

community levels
► State policy and transformation initiatives 



For more information
Nashia A. Choudhury, MPH
Director of Operations
MyCare Health Center
nchoudhury@mycarehealthcenter.org
586.222.4742

mailto:nchoudhury@mycarehealthcenter.org


Questions?



Key Take-aways

• Better track which services and interventions are most effective in 
addressing needs

• Develop evidence base to demonstrate to payers what it takes to 
care for complex patients

• Use evidence to inform care transformation and payment models to 
sustain non-clinical work

• Small steps lead to sustainable progress… work your way towards 
SDOH screening and ES documentation



Contact the faculty:

Albert Ayson, Jr. (AAPCHO): aayson@aapcho.org

Colleen Velez (CSH): Colleen.Velez@csh.org

Gladys Carrillo (NCFH): carrillo@ncfh.org

Jamie Blackburn (CSH): Jamie.Blackburn@csh.org

Nalani Tarrant (NACHC): ntarrant@nachc.org

Sakura Miyazaki (AAPCHO): smiyazaki@aapcho.org

Yuriko de la Cruz (NACHC): ydelacruz@nachc.org

mailto:aayson@aapcho.org
mailto:Colleen.Velez@csh.org
mailto:carrillo@ncfh.org
mailto:Jamie.Blackburn@csh.org
mailto:ntarrant@nachc.org
mailto:smiyazaki@aapcho.org
mailto:ydelacruz@nachc.org


The Faculty



Office Hours:
30 minutes


	Slide Number 1
	Slide Number 2
	Nashia A. Choudhury, MPH�Director of Operations,�MyCare Health Center 
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Addressing Social Determinants of Health Needs through Enabling Services
	Overview 
	Timeline
	2019 UDS Report Data
	Social Determinants of Health Model
	Importance of Data Collection
	Collecting SDOH in AllScripts (EHR)
	Slide Number 36
	Slide Number 37
	Integrated Data System: Azara DRVS
	Social Needs All Patients
	Risk Stratification: Patient Risk (Moderate)
	Closing the Loop through Enabling Services 
	For more information
	Slide Number 43
	Slide Number 44
	Slide Number 45
	Slide Number 46
	Slide Number 47

