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INTRODUCTION & OVERVIEW OF LEARNING COLLABORATIVE

Special and vulnerable populations (SVP)'? often face additional barriers to care, many of which are
compounded by social determinants. When screening for Social Determinants of Health (SDOH),
health centers serving SVP will need to take into account the unique needs and circumstances of the
populations they serve, particularly during times of crisis (e.g., COVID-19 pandemic). Screening for
SDONH is the first step towards addressing these disparities.

From October to November 2020, AAPCHO, HOP, MHP Salud, and NHCHC hosted the “Screening
Methods and Using Outreach and Enabling Services to Address Social Determinants of Health”
Learning Collaborative for health centers serving SVPs to explore effective strategies to screen for
SDOH and build effective practices to address SDOH through the provision of outreach and enabling
services (e.g., non-clinical services that facilitate access to care such as eligibility assistance, case
management, and transportation).

The content of this publication will include information from lessons learned, challenges, barriers, and

impact stories shared from the (4) sessions of the Learning Collaborative, interwoven with information
gleaned from research.

The Importance of SDOH Screening

Social Determinants of Health are the conditions in which people are born, grow, live, work, and age.?
These conditions can have a significant impact on an individual’s health. Many of these conditions are
shaped by the distribution of money, power, and resources.* Studies show that social and economic
factors are the primary drivers of health outcomes and can shape individuals' health behaviors.®
Furthermore, SVP are often most impacted by SDOH. As such, addressing SDOH plays a key role in
improving health outcomes for underserved and marginalized communities.

However, to address the impacts of SDOH on SVP, we need to identify these factors. SDOH
screening allows us to collect SDOH data or information to identify and better understand how these
factors may impact one’s health.® Collecting this [non-medical] information about patients’
circumstances can help better identify needs and fill gaps with enabling and social services.
Furthermore, screening helps health centers identify key barriers to care and create opportunities to
facilitate better service delivery.

Using Standardized SDOH Screening Tools to Assess Needs of Special and Vulnerable
Populations

The use of a standardized tool to collect social risk data is important to be able to collect data on
barriers to care across all points of patient contact with the health center and use that data to create
coordinated care plans. Which tool to use, however, is a question of the demographics of the patient

" https://www.nachc.org/health-center-issues/special-populations/

2 https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-
resources/access-to-health#11

3 hitps://www.cdc.gov/socialdeterminants/index.htm

4 http://www.who.int/social_determinants/sdh_ definition/en/

5 https://www.kff.org/racial-equity-and-health-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-
promoting-health-and-health-equity/

6 hitp://kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-
health-equity/



population, the data to be collected, and who will be collecting the data. The type of tool used will
determine both provider workflow and the questions asked of the patient (i.e., which data points are
collected). Additionally, compatibility with the health center’s electronic health record (EHR) will
determine how data is recorded and shared between providers.

Whether health centers are specially funded to serve particular SVP (e.g., persons experiencing
homelessness, migrant and seasonal agricultural workers, residents of public housing, racial and
ethnic minorities), or they provide care to patients representing many different vulnerable populations,
the SDOH screening tool(s) used should accurately reflect all needs of the patients.

SDOH Screening Tools

The Health Resources and Services Administration’s (HRSA) Uniform Data System (UDS), is a
national system of data to which Federally Qualified Health Centers (FQHCs) report on patient
outcomes, services delivered, and other important metrics on the nation’s most vulnerable
populations.” In the 2019 UDS report, among 1,385 FQHCs, more than 70% reported collecting data
on individual patients’ social risk factors outside of the data reportable in the UDS. Among health
centers who screen for patient social risk factors (i.e. SDOH), 36% use Protocol for Responding to and
Assessing Patients’ Assets Risks and Experiences (PRAPARE),? the most commonly used SDOH
screening tool. Other commonly used tools include:

= Recommended Social and Behavioral Domains for Electronic Health Records®

= Well Child Care Evaluation Community Resources Advocacy Referral Education (WE CARE)™

= Centers for Medicare & Medicaid (CMS) Accountable Health Communities (AHC) Screening

tool

Regardless of what tool(s) health centers use, one of the most important factors when choosing a
social needs screening tool is ensuring that the data collected and reported is meaningful and
actionable for health center providers and staff. Moreover, the SDOH screening tool should take into
account intended population or setting, total number of questions, social health domains covered, and
domain-specific measures used.?

The Role of Outreach & Enabling Services

Health centers have long recognized the importance of acting on adverse social determinants for
individual patients given the Health Center Program'’s history and roots in the social justice movement
of the mid-1960s and the War on Poverty Era. Fast forward to today, health center’s core values and
mission-driven workforce align with many of the current social, racial-ethnic, economic, and
environmental justice movements, which have been heightened during this time with the COVID-19
pandemic.

Under Federal Statute Title 42, and in Section 254b of the US Code, health centers are required to
provide primary health services that include both clinical and non-clinical services.' As defined by the

7 https://bphc.hrsa.gov/datareporting/reporting/index.html

8 https://www.nachc.org/research-and-data/prapare/

9 https://www.nap.edu/initiative/committee-on-the-recommended-social-and-behavioral-domains-and-measures-for-electronic-
health-records

10 https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/poverty/Pages/practice-tips.aspx

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

12 https://sirenetwork.ucsf.edu/SocialNeedsScreeningToolComparisonTable

13 https://uscode.house.gov/view.xhtml?req=granuleid:USC-prelim-title42-section254b&num=0&edition=prelim




Health Center Program under Section 330(b)(1)(A)(iv), enabling services (ES) are non-clinical

services that do not include direct patient services that enable individuals to access health care and
improve health outcomes. Enabling services include case management, referrals,
translation/interpretation, transportation, eligibility assistance, health education, environmental health
risk reduction, health literacy, and outreach.’ Many of these ES, if not all, are likely to improve patient
experience and health outcomes, which potentially saves on total cost of care for payers and the
overall health care system.'

In terms of the enabling services workforce, HRSA’s UDS reporting requirements have eight (8)
Enabling Services Categories including case managers, patient/community education specialists,
outreach workers, transportation staff, eligibility assistance workers, interpretation staff, community
health workers, and other enabling services (ES) staff.'® On an annual basis, health centers are
required to report full time equivalents (FTEs), types of ES visits (face-to-face or virtual), and number
of unduplicated patients served.

Going beyond the UDS and Health Center Program requirements related to ES, it is invaluable to
recruit and retain non-clinical staff who can work in tandem with clinical providers to holistically
address the health and social needs of patients. For example, outreach workers can provide
information about in-house health center services or refer out to community partner’s services in order
to meet the needs of patients. Some examples of outreach activities include community health fairs;
street outreach to homeless patients; formal or informal informational presentations at homes,
worksites, or community locations; and contacting a patient automatically assigned to your health
center by a managed care organization.'” By virtue of providing outreach and ES to patients, health
centers are in a position to effectively address patients’ SDOH barriers and can benefit from a
standardized screening tool to systematically document those social needs.

LEARNING COLLABORATIVE METHODOLOGY

For this Learning Collaborative, the NTTAP partners worked together to meet the objective of
increasing the number of health centers that receive training and technical assistance on screening
and documenting SDOH.

To meet this objective, the partners developed three interrelated activities to deliver comprehensive
training from each partner’s vulnerable population’s unique perspective. These activities included a
national webinar to lay the framework for SDOH screening and identifying the appropriate non-clinical
workforce and services in place, followed by an in-depth Learning Collaborative that would further
develop ideas identified in the webinar. The third activity is this publication, which will assess what
was learned from participants of the Learning Collaborative as well as its challenges and successes.

NTTAP faculty met monthly and shared leadership roles in planning meetings for all activities
quarterly, with additional ad hoc meetings scheduled as needed. During these meetings, partners
shared language and updates for work plans, so all activity descriptions and objectives were
consistent across organizations.

14 https://www.hrsa.gov/sites/default/files/grants/apply/assistance/Buckets/definitions.pdf

15 https://www .healthaffairs.org/doi/full/10.1377/hlthaff.2018.05228

16 https://bphc.hrsa.gov/sites/default/files/bphc/datareporting/pdf/2020UDS Tables.pdf

17 Enabling Services Data Collection Implementation Packet. Available at: https://aapcho.org/enabling-services-data-
collection-implementation-packet/




The previous webinar was outlined according to the partnering NTTAP staff members’ expertise,
which was then expanded in correlating sessions of the Learning Collaborative. These roles were
developed according to the NTTAP partners’ expertise and resources:

= AAPCHO - Enabling Services Data Collection Toolkit

= HOP - Structural Competency

= MHP Salud - ROI Education Tool

= NHCHC - Assessment tools for persons experiencing homelessness

Application Process

After promoting across all four NTTAP organizations’ networks and the HRSA Bureau of Primary
Health Care Digest, a weekly newsletter for the health center community published every Tuesday,
the Learning Collaborative received applications of interest from 49 unique organizations. A large
group introductory session that included 85 individual participants from 41 organizations prompted
NTTAP faculty to split participants into smaller cohorts, with each faculty leading a cohort. Cohorts
met in breakout groups during the remaining Learning Collaborative sessions. Participating
organizations are listed in Table 1. Due to participant attrition, breakout groups 3 and 4 were ultimately
combined and co-facilitated.

Table 1. Participating Organizations by Group. Funding defined below.

Group, Staff Lead Organization Name Funding Stream*
Alabama Regional Medical Services 330(e), (h), (i)
Circle the City 330(e), (h)
Bay Area Community Health Foundation Not provided
S‘;‘;‘;‘:lﬂlgﬂe"y Family Health Centers of San Diego 330(e),(h), (i)
Herald Christian Health Center 330(e)
TCC Family Health 330(e)
Colorado Health Network Not provided
Premier Community HealthCare 330(e), (9)
Mercy Care Atlanta 330(h)
Kokua Kalihi Valley 330(e), (i)
2;:?);2;:'?830 Wahiawa Health Center Not provided
Waikiki Health 330(e), (h)
Waimanalo Health Center 330(e)
West Hawaii Community Health Center 330(e)




Medina County Health Department Not provided

Rocking Horse Community Health Center 330(e)

HCH Primary Care Health Services, Inc. 330(e), (h), (i)
Group 3: Esly Multi-Cultural Health Evaluation Delivery Systems, Inc. Not provided
AL \\cish Mountain Health Center 330(e)

TTUHSC-Larry Combest Comm. Health and Wellness Ctr | 330(e)

NeighborCare Health 330(e)
Unity Care Northwest 330(e)
2-1-1 Maryland Not provided
Bronxworks, Inc. Not provided

Community Health Care Association of New York State Not provided

Cornell Cooperative Extension Onondaga County Not provided
Group 4: Joe Lee, Cornell University Not provided
el Joseph’s Home 330(h)
Kentucky Primary Care Association Not provided
Oklahoma Primary Care Association Not provided
St. Peter’s Health Partners Not provided
WVU Center for Excellence in Disabilities Not provided
Chestnut Family Health Center 330(e)
Chicago Family Health Center 330(e)
TCA Health 330(e)
Boston Healthcare for the Homeless Program 330(h)
Slr_'ogﬂg: Bl S Community Action Health Center 330(e), (9)
Project HOPE 330(h)
Mount Vernon Neighborhood Health Center 330(e)
Ryan Health 330(e)

HealthSource of Ohio 330(e)




*Funding streams from HRSA are defined as follows: Community Health Center Programs, funded
under section 330€, Health Care for the Homeless (HCH) Programs, funded under section 330(h),
Migrant Health Center (MHC) Programs, funded under section 330(g); and Public Housing Primary
Care (PHPC) Programs, funded under section 330(i). Participants self-identified funding in the

application process.

This Learning Collaborative addressed problem areas and goal setting for SDOH Screening Practices
across four sessions, with guided questions that correlate with the Change Map model, described in
the next section. Sessions and related independent activities were organized to address key

components of the Change Map process Figure 1.

Figure 1. Topics covered by Learning Collaborative session.

. e Overview and Introduction to
Session 1 the Learning Collaborative

. e Cultural Appropriateness and
Session 2 Required Resources

. * Implementation and Tracking
Session 3 VN
* Defining Success and

Scalability

Session 4

Participants were also provided access to a Group Participant Page to access session materials,
recordings, shared resources, and chat options between sessions. A public version of these compiled

resources is available here.

The Change Map Model

This Learning Collaborative followed the structural model of a Change Map, developed in 2018 by
Lauryn Berner, Research Manager of the National Health Care for the Homeless Council. This model
utilizes program evaluation tools to initiate interventions or opportunities to evaluate and adapt
existing programs to meet the objectives set by the Learning Collaborative. Each session’s objectives

are listed below in Figure 2.




Figure 2. Learning Collaborative objectives by session.

«ldentify unique considerations of special and vulnerable populations when screening for
SDOH

*Understand the purpose and structure of a Change Map

*Craft a problem and goal statement regarding SDOH screening within their patient population)

\

*Using a lens of cultural sensitivity, discuss appropriate strategies to effectively screen SDOH
for special and vulnerable populations

*Propose a SDOH screening intervention and work through key considerations required for
success

J
)
*Discuss data collection tools and strategies to support and track progress of new practices
Qutline activities/phases, propose a timeline, and describe a plan to track progress and
collect data for their SDOH screening intervention
J
*Define what success looks like and articulate long-term goals for SDOH screening and
providing Enabling Services
*Complete your change map to meet identified goals for SDOH screening within special and
vulnerable populations y

Health center staff can also use the model as a method to reverse engineer a program or a process
and evaluate its effectiveness after the completion of the Learning Collaborative. The Change Map
model is designed to encourage health center staff to utilize existing resources and identify where staff
and/or leadership can be more fully effective.

Participants were provided questions between sessions to reflect on the content covered in the
previous session. Figure 2 shows a breakdown of the questions that shaped the modeling and
organization of the Learning Collaborative. Questions were broken down into the following sections:

Background
o What is the big picture problem?
o What is your overall goal?
e To whom do you want to provide the initial implementation?
o Consider using data to identify any disparities
¢ What is contributing to the issue within your identified population?
o Consider talking to providers (both clinical and non-clinical) and consumers to
understand the need

Action
o What interventions could help address the contributing factors?
¢ Do you have to make any adjustments to ensure that the intervention is culturally appropriate
for your intended population?
o Consider asking for consumer input on this step.



Support
o What resources are needed to implement the intervention? (materials, staff time, financial
need, etc.)

e What partnerships would be helpful?
¢ Do you have buy-in from staff and leadership?

Details
o What are the steps and/or phases of implementing this project?
o Create a list and drill down as many details as possible
o What is the expected timeline for implementing these activities?
o Consider developing a Gantt Chart here to help frame and track activities

Monitor
¢ How will you track your progress?
¢ What data do you have or need?
¢ How will you know when you have reached your goal?
¢ What are the long-term goals for this intervention?
o Consider sustainability and scalability

Summaries of responses were then entered into the Change Map, as seen in Figure 3, and shared on
screen during subsequent sessions for discussion, elaboration, and feedback during breakouts with
Learning Collaborative faculty. Throughout the Learning Collaborative, organizational participants
completed their change maps at various stages. A selection of examples of completed Change Maps
can be found in Appendix A.

This process allows providers, staff, or administrators to develop a plan that demonstrates
consideration of the background and context of a perceived problem area, cultural considerations, and
necessary support to receive the buy-in needed from staff who are responsible for the proposed
activities, as well as leadership. The Change Map model takes participants through the steps of
implementation and data collection. These are determined by the needs and available resources of
the participating organization.



Participants were then encouraged to identify the data needed to support their proposed interventions

a.nd t_o utilize it in such a way tha.t Figure 3. The number of participants who completed
highlights the value of work that is respective Change Map sections.

often overlooked. Once these

foundations are established, the Change
Map can be used as a visual for previous
work or utilized when approaching potential
funders.

The variation across the Change Map
process and its completion reflects the
stages of implementation that health
centers and organizations were in at each
stage of the Learning Collaborative (Figure
3).

The intent of this model is to identify a pre-
determined or developing goal that will
effect change and encourage a useful
method of re-visiting and addressing new
concerns for health centers as they arise. Using this method, health center staff can not only take the
necessary steps to achieve the goal, but also have a tool to re-evaluate and make improvements to
better achieve the goals of the health center, the community, and their served populations. Selections
of completed change maps can be found in Appendix A.

RESULTS OF THE LEARNING COLLABORATIVE

Session Feedback

As a means of evaluating the effectiveness of facilitation strategies used and utility of the content
shared during each Learning Collaborative session, poll surveys were launched at the end of
individual sessions to assess participant satisfaction, confidence in their ability to apply the information
to their work, and knowledge gained throughout the session. Participants were asked to rate their
satisfaction, confidence in their ability to apply the information to their work, and knowledge gained
throughout the session on a scale of 1-5, with a target average rating of 3.5 for each measure across
all Learning Collaborative sessions.

As for limitations, the responses to our session polls fluctuated across the Learning Collaborative
since attendance and attentiveness is beyond our control. Some potential barriers include scheduling
conflicts with our four session dates and times as well as competing priorities in health
center/organization workload due to the COVID-19 pandemic. Table 2 shows the average participant
ratings in each category for all four sessions.



Table 2. Average participant satisfaction, confidence, and knowledge gained ratings per Learning

Collaborative session.

Session Satisfaction Confidence Knowledge Gained
October 7
Rank Percent | Count Rank Percent Count Rank Percent Count
5 - Extremely 5 - Extremely 5 - Extremely
Satisfied 29% 10| | |[Confident 20% 7] | [High Level 9% 3
4 - Very 4 - Very 4 - High Level 29% 10
Satisfied 49% 17] | |Confident 40% 14] 113 - Moderate
3 - Moderately 3 - Moderately Level 49% 17
Satisfied 20% 7] | |Confident 31% 11{1{2 - Minimum
2 - Somewhat 2 - Somewhat Level 11% 4
Satisfied 0% 0] [ |Confident 6% 2| (|1 - Nogain 0% 0
1-Notatall 1-Notatall
Satisfied 0% 0] | |Confident 0% o| | Average: 3.4
Average: 4.1 Average: 3.8
October
21 Rank Percent | Count Rank Percent Count Rank Percent Count
5 - Extremely 5 - Extremely 5 - Extremely
Satisfied 32% 12| | |Confident 26% 10| | [High Level 13% 5
4 - Very 4 - Very 4 - High Level 34% 13
Satisfied 42% 16| [ |Confident 39% 15|13 - Moderate
3 - Moderately 3 - Moderately Level 47% 18
Satisfied 26% 10| [ |Confident 29% 11]{2 - Minimum
2 - Somewhat 2 - Somewhat Level 5% 2
Satisfied 0% 0] [ |Confident 5% 2[|]1 - No gain 0% 0
1-Notatall 1-Notatall
Satisfied 0% 0| | [confident 0% o| | Average: 3.6
Average: 4.1 Average: 3.9
November
4 Rank Percent | Count Rank Percent Count Rank Percent Count
5 - Extremely 5 - Extremely 5 - Extremely
Satisfied 33% 11} | |Confident 21% 7] | [High Level 15% 5
4 - Very 4 - Very 4 - High Level 39% 13
Satisfied 39% 13| [ |Confident 52% 17] [ |3 - Moderate
3 - Moderately 3 - Moderately Level 39% 13
Satisfied 27% 9| [ |Confident 24% 8] |2 - Minimum
2 - Somewhat 2 - Somewhat Level 6% 2
Satisfied 0% 0| [ |Confident 3% 1]|]1 - No gain 0% 0
1-Notatall 1-Notatall
Satisfied 0% 0| | |confident 0% o| | Average: 3.6
Average: 4.1 Average: 3.9
November
18 Rank Percent | Count Rank Percent Count Rank Percent Count
5 - Extremely 5 - Extremely 5 - Extremely
Satisfied 27% 9] | |Confident 27% 9] | [High Level 15% 5
4 - Very 4 - Very 4 - High Level 36% 12
Satisfied 52% 17] | |Confident 42% 141 (|3 - Moderate
3 - Moderately 3 - Moderately Level 36% 12
Satisfied 12% 4] | |Confident 21% 71112 - Minimum
2 - Somewhat 2 - Somewhat Level 3% 1
Satisfied 0% 0| [ |Confident 0% 0] |]1 - No gain 0% 0
1-Notatall 1-Notatall
Satisfied 0% 0| | [confident 0% o| | Average: 3.7
Average: 4.2 Average: 4.1




As a means of evaluating the overall effectiveness of our Learning Collaborative related to screening
and utilizing enabling services to address SDOH a post-learning collaborative evaluation was
conducted using Google Forms. The information shared by participants will be used for continuous
quality improvement since we will be offering this training for two more rounds during Fall 2021 and
Fall 2022.

Learning Collaborative Evaluation

Knowledge Change & Impact

The first area of interest is participant knowledge change (whether knowledge was affected and to
what degree) and the overall impact of the Learning Collaborative, as it relates to participants’
work. For example, Figures 5-6 show that a majority of participants gained significant knowledge in
both areas of standardized SDOH screening and standardized ES Data Collection as a result of the
Learning Collaborative. Figures 4-7 show the impact of the Learning Collaborative on stage of
implementation for both SDOH screening and ES provision.

Figure 4. Change in knowledge of standardized SDOH screening as a result of the Learning
Collaborative.

How would you rate your knowledge of standardized SDOH screening AFTER participating in the
series?
15 responses

10.0

9

7.5 (60%)

5.0

2.5

0 (0%) 0 (0%) 0(0%)  0(0%) 0 (0%)
0.0 \ | \
1 2 3 4 5 6 7 8 9 10

Figure 5. Change in knowledge of standardized ES Data Collection as a result of the Learning
Collaborative.



How would you rate your knowledge of standardized Enabling Services Data Collection AFTER

participating in the series?
15 responses

5 (33.3%)

2 (13.3%) 2 (13.3%)

1 (6.
0 ((I)%) 0(0%)  0(0%)

0 | 1
1 2 3 4 5 6 7 8 9 10

Figure 6. Change in status of SDOH screening programming after the Learning Collaborative.

Where would you say your organization currently is in screening for the Social Determinants of
Health (SDOH) AFTER participating in the series?

15 responses

@ Beginning our journey (familiar with the
basic concepts, but not sure how to put
them into practice)

@ Halfway down the road (some policies
and procedures, but not full integration

with other organizational priorities)
w @ Close to the finish line (strong skills,
strategies, polices and organizational

commitment, and looking for small
refinements and to share knowledge)

Figure 7. Change in status of Enabling Services provision after the Learning Collaborative.




Where would you say your organization currently is in its current practices of providing Enabling
Services related to SDOH AFTER participating in the series?

15 responses

@ Beginning our journey (familiar with the
basic concepts, but not sure how to put
them into practice)

@ Halfway down the road (some policies
and procedures, but not full integration
with other organizational priorities)

@ Close to the finish line (strong skills,
strategies, polices and organizational
commitment, and looking for small
refinements and to share knowledge)

Figure 8 shows organizational readiness to implement strategies for SDOH screening as a result of
the Learning Collaborative. Figure 8 shows that two thirds of participants (66.7%) observed a
moderate impact in their SDOH screening implementation as a result of the Learning Collaborative.

Figure 8. Readiness to implement lessons and strategies learned from the Learning Collaborative

As a result of this SDOH Screening learning collaborative, how ready are you in your ability to

implement lessons/strategies gained from the sessions into your health center/organization?
15 responses

@ 1: We have not discussed implementing
lesson(s) learned at this time

@ 2: We are considering implementing
lesson(s) learned

@ 3: We are actively planning to implement
lesson(s) learned

@ 4: We are currently implementing one or
more lesson(s) learned

@ 5: We have fully operationalized one or
more lesson(s) learned

Figure 9. Degree of impact of Learning Collaborative on SDOH screening implementation



To what degree has the Learning Collaborative impacted the implementation of screening for

SDOH at your organization?
15 responses

@ No impact

@ Minor impact

@ Neutral

@ Moderate impact
@ Major impact

Overall Satisfaction, Confidence, and Knowledge Gain

The second area of interest is overall Learning Collaborative evaluation related to satisfaction,
confidence, knowledge change ratings, similar to individual Learning Collaborative sessions. Figure
10 shows the average participant ratings of satisfaction, confidence, and knowledge change following
the Learning Collaborative completion.

Figure 10. Participant ratings of satisfaction, confidence, and knowledge change after completion of the
Learning Collaborative.

Overall, how satisfied were you with this Learning Collaborative?
15 responses
8

7 (46.7%)
6 (40%)

2 (13.3%)

0 (0%) 0 (0%)
0 | |
1 2

How confident are you that you will be able to apply information from this Learning Collaborative

at your health center/organization?
15 responses

8

7 (46.7%)




Please state your agreement with the following statement: The Learning Collaborative presented

new areas of knowledge, and/or new ideas/methods to implement.
15 responses

8

7 (46.7%)

0(0%) 0(0%) 1(6.7%)
0 \
1 2

Health Center Perception of NTTAP Implementation

Due to high attendance at the start of the Learning Collaborative, NTTAP faculty took the
aforementioned approach of leading smaller cohorts during each session as a means of increasing
engagement. Since this was a new practice, NTTAP partners sought to collect feedback from
participants about their experience, including their opinions regarding the ideal cohort size. Eighty
percent (80%) of participants who responded to the Learning Collaborative evaluation indicated that
the ideal cohort include individuals from less than 10 different organizations. Further open-ended
feedback indicated that participants found the time to hear from and discuss with peers during the
cohort breakouts very valuable.

Follow-up Evaluation in May 2021

For context, from 2017-2020, the National Resource Center Advisory Group (NRC AG) organized a
Common Evaluation Framework (CEF) subgroup. The goal of the common evaluation framework is to
measure immediate impact and intermediate learning across all NTTAPs collectively; and
continuously assess the quality, reach, and perceived usefulness of T/TA activities. The framework
guides all NTTAPSs to seek regular input from existing health centers and other HRSA-supported T/TA
providers; collect consistent quantitative and qualitative data; impact monitoring and measurement;
evaluate performance; and disseminate evaluation results efficiently.

The CEF subgroup came to a consensus on a core set of Participant Satisfaction and Behavior
Change measures in November-December 2019. As of December 2020, the CEF subgroup proposed
a standardized 3-6 month "behavior change" follow-up question to better understand participant level
impact as a result of NTTAP learning collaborative activities. The CEF subgroup sought subject
matter expertise from program evaluation staff within the NTTAP collaborative, and used the
Transtheoretical model (Stages of Change) framework to guide the development of the new question.




In May 2021, NTTAP faculty will reach out to participants with a 6-month follow up evaluation to

assess the degree of impact in the months following the Learning Collaborative. Questions will focus
on change in participant behavior regarding implementation of lessons and strategies gained as a
result of Learning Collaborative participation.

BEST PRACTICES TAKEAWAYS

A No-One-Size-Fits-All Approach

Throughout the Learning Collaborative and Change Mapping process, participants demonstrated that
a standardized approach to SDOH screening is, in fact, not standard. Many variables of the screening
process, including the use of a screening tool, access to resources, ES staffing models, target patient
population, EHR compatibility, level of implementation of SDOH screening in the health center, and
more are not standardized, resulting in significant variations in that process at the health center level,
or even at the individual patient level. Moreover, since participants differed widely in the extent to
which their SDOH screening programs are being implemented, some health center participants
emerged as models of innovative strategies for others who were still in the process of developing
strategies for their screening practices.

Due to the large number of participating health centers and level of knowledge and experience with
SDOH screening, the Learning Collaborative addressed many components and levels of the SDOH
screening process and use of ES in order to remain applicable to all participants, regardless of where
they were in the implementation process. At the end of the Learning Collaborative, participants
identified a wide range of elements addressed across all four sessions to revise within their own
SDOH screening strategies. Figure 11 shows which aspects of their SDOH screening implementation
strategy participants wanted to change after participating in the Learning Collaborative and creating
their Change Maps.

The Change Maps completed by each participating health center showcase the specific and often
singular case for which health center participants have developed their SDOH screening strategies. A
wide variation in needs was represented by participants’ problem statements, and review of the
various overall goals and definitions of success further highlight the difference in each strategy with
regard to access to resources, experience with SDOH screening or ES provision, EHR compatibility,
level of implementation, etc. Appendix A includes completed participant Change Maps.



Figure 11. Aspects of their SDOH screening implementation strategy participants wished to change
after participating in the Learning Collaborative.

What, if anything, do you plan to change as a result of the feedback you received from the Studio?
(Check all that apply)

15 responses

SDOH questions asked

10 (66.7%)
Level of community/patient

engagementi...

2 (13.3%)
9 (60%)
4 (26.7%)
4 (26.7%)

Data interpretation
Data utilization

More patient-centered questions
More culturally relevant questions

| do not intend to change

anything
0 2 4 6 8 10

Utility of SDOH Screening Data at Various Levels of Implementation

Any SDOH data that is documented through paper or electronic screening tools helps provide health
centers, both clinical and non-clinical providers with a data-driven strategy to assess patient risks as
well as population level needs. Understanding patients’ social risk positions health centers to do the
following:
¢ Define and document the complex and interconnected health and social needs of patients;
¢ Identify workforce development needs to help providers that can assist patients with in-house
resources and/or connect them to community services and partnerships;
e Integrate clinical care and social service interventions that drive care and practice
transformation;
o Promote health equity and immediate changes at the community, state, regional, and/or
national levels;
o Demonstrate the value of the health center program to payers and policymakers in order to
ensure these social services are reimbursable and sustainable.

Identifying Enabling Services (ES) Workforce Providers for SDOH Screening and
Documentation

Using ES or non-clinical staff for SDOH screening and documentation is recommended since they are
often employed from the community and can easily relate to patients, and understand their needs. For
example, case managers, community health workers, outreach staff, and patient/community education
specialists are often aware of available community resources, which ensures health center staff who
administers SDOH screening is also able to address some or all needs of the patient. In other words,
the ES workforce providers may have immediate warm hand-off to community resources and services.
When push comes to shove, any staff from front desk to clinical providers can support SDOH
screening efforts since the goal is to paint a fuller picture of each patient that seeks care at health
centers.



In order to determine who should conduct SDOH screening and documentation at the health center, it
is important to educate key staff on the importance of SDOH and how it aligns with their roles and
responsibilities within the organization. The Five Rights Framework adapted by the Protocol for
Responding to and Assessing Patients' Assets, Risks, and Experiences (PRAPARE) partnership has
helped health centers brainstorm the appropriate workforce and customized workflow needs when it
comes to SDOH screening.'® Figure 12 walks through the Five Rights Framework key questions to
consider when determining your SDOH workflow.'®

Figure 12. Use the Five Rights Framework to Strategize the SDOH Implementation Plan

Right Information—  What information do you already routinely collect?
WHAT * Part of registration
* Part of other health assessments or initiatives

Right Format— How are we collecting this information and in what manner are we collecting it?
HOW * Self-Assessment
* In-person with staff
Right Person— Who will collect the data2 Who has access to the EHR to input the data? Who needs to see the
WHO information to inform care? Who will respond to needs identified?

* Providers and other clinical staff
*  Non-Clinical Staff

Right Time— When is the right time to collect this information so as to not disrupt clinic workflow?
WHEN * Before visit with providere (before arriving to clinic, while waiting in waiting room, etc.)
*  During visite
e After visit with provider?

Right Place— Where are we collecting this information? Where do we need to share and display this information?
WHERE * Inwaitingroom? In private office?
* Share during team huddles? Provide care team dashboards?

Analyze SDOH Screening and Enabling Services Data to Highlight Structural Inequities

As community-based, patient-directed organizations that work to overcome geographic, cultural,
linguistic, and other barriers to health by providing comprehensive preventive and primary healthcare
services,?? health centers are advocates for some of the nation’s most vulnerable populations. For
health centers to meet the needs of all patients, it is critical to understand the structures that work to
impact health, especially for those patients accessing public services such as healthcare. This means
looking beyond SDOH to the larger systems that underlie and influence these determinants, such as
policies, economic systems, and social hierarchies. Understanding structural inequity can help health
centers support and promote policies and initiatives at the local or even national level that will allow
them to better serve their patient populations.

An important tool for assessing the structural impact on health is data collection. By collecting and
analyzing data on SDOH screening and ES, health centers can recognize trends in disparities and
identify the structures creating them. Understanding what affects health at the population level allows
health centers to appropriately plan and procure resources, implement services that are specific and
adaptable (e.g., Outreach and Enrollment), and leverage necessary community and cross-sectoral
partnerships to extend their reach. Importantly, awareness of structural barriers to health through data

18 http://www.nachc.org/wp-content/uploads/2019/04/NACHC PRAPARE_Chpt5.pdf
19 http://www.nachc.org/wp-content/uploads/2019/04/NACHC PRAPARE_Chpt3.pdf
20 https://bphc.hrsa.gov/about/what-is-a-health-center/index.html




collection and analysis helps health centers advocate for their patients in a way that is proactive rather
than reactive.

Assess the Overall Value and Impact of Enabling Services

Aside from the more common outwardly facing benefits to patient health outcomes, service delivery,
and overall quality of care, ES provision and data collection also has demonstrable financial impact for
health centers. Operationally, ES can help reduce health center costs by providing services like care
coordination, health education, and outreach, while also improving patient health outcomes. Thus, the
value of ES can be reflected at the individual, community, and health center levels.?

In order to understand the impact of ES, health centers must evaluate both the patient benefit and the
health center output. Data collection is crucial for this analysis. By tracking services provided, health
centers can first better understand their patient populations and their individual needs. Furthermore,
by assessing both patient need as well as the interventions implemented to address the need, health
centers can demonstrate their value and seek adequate funding to continue providing quality care and
expand services.

Conclusion

Implementation of the Screening Methods and Using Outreach and Enabling Services to Address
Social Determinants of Health Learning Collaborative highlighted many valuable takeaways for both
participants and NTTAP faculty. In order to continue to improve the access to and quality of care for
SVP and move closer to health equity, health centers must work to identify the barriers to care in order
to intervene and remove them. ES provision and screening for SDOH are two crucial elements to this
intervention. Data collected from providing these services gives health centers a powerful tool to
address their patients’ needs in a sustainable way. However, standardizing data collection processes
can present a significant challenge. Given each health center’s unique position in the community,
patient population, access to resources (e.g., human, financial, technological), workflow, etc., there
are any number of variables that can challenge the process of standardization across the health
center and even at the individual patient level.

As a result, a lesson learned after guiding participants through the Change Map Model process and
listening to each health center’s carefully planned strategy is that there is no One-Size-Fits-All
approach to developing and implementing a standardized SDOH screening process. Social risk data,
no matter how it is collected, is useful at various levels of health center operation and implementation.
What is most important is that the health center understands the utility of the data and can work to
create a standard process to collect data that will ultimately allow them to better advocate for and
serve their patients’ needs.

21 ROI Educational Tool



APPENDIX A

Problem
Statement

Funding-
Incentivization,
Communication &
Follow-Through

Intervention

Multi-faceted outreach
efforts (inclusion of a
variety of tech
platforms), Easing the
transition between
identification and follow
through of SDOH
assistance.

Culturally

Issue & Need

Target
Population

At risk populations-
HIV/AIDS, Diabetes,
High blood
pressure, food
disabilities, housing
municipalities,
Behavioral health
patients

Figure A. Final Change Map from Bay Area Community Health

Activities &

Bay Area Community Health

Phases

We will be conducting a pilot in which we
screen 500 patients

Contributing <«
Factors

Misinformation-
establishing
legitimacy, fallout
burdens of low
socio-economic
status households
(Stressors)

Partnerships 3 g

Yes, from top down
appreciation there are
multiple forms of
company buy-in for all
levels of staff.

Government, School Districts, Other
CBOS's, Silicon Valley Businesses (Big
Tech Giants i.e. Google, Apple, Oracle),
Financial Institutions, Transportation
companies (AC Transit, BART, VTA),
Food banks, Housing Authorities
(Subsidy Vouchers), Temp Agencies
(Connecion/Sacred Heart), Religious
centers

Appropriate

Yes, most of our
interventions are focused
around a physically
objective standpoint and do
not affect any cultural
boundaries/risks.

4 Resources

Funding, staff, expertise
(immigration field), time,
Premises/Equipment

AAPCHO

Contributors: Allison Coleman, Parweez Mohammad

>

5-month period

Progress

A mixture of
Excel
spreadsheets &
the EPIC
information
system

We have prior pilot data from
Outreach, HIV, and wellness
departments and are seeking

reinforcement from the new pilot

data ... .o
"lﬂ Outreach
Partners

Tracking P

Overall Goal

To assess the SDOH for
all BACH patients

Sustain &
Scale

Accrual of further resources,
contacts, and workforce.
Success of repetition and or a
stable protocol for future
outreach attempts and
workforce data analyses to
be conducted.

Define
Success

After processing the results of our
pilots we will combine that data with
community feedback. This will be the
benchmark for which we place our
final goals upon.




Figure B. Final Change Map from Family Health Centers of San Diego

Issue & Need

Problem
Statement

SDOH screening tool
primarily implemented
at the nursing level,
missing many clients.
SDOH data does not
always result in linkage
to needed support
services or resources.

Target
Population

Homeless Services
& Health Homes
Program (from non-
nursing point of
contact)

Contributing <«

Intervention
Factors

Piloting the approach to
implement SDOH
screening at these two
enabling service levels

Homelessness,
housing challenges,
comorbidities, access
barriers and
confusion in
navigating the
healthcare landscape;
overall lack of

resources.
Culturally

M*

Yes. Leadership is
motivated to improve our
SDOH screening and to
capture this data at
multiple points of patient
contact.

Family Health Centers of San Diego

Activities &

Overall Goal

Phases

Phase I: Review of current template forms and assessments used by
various CM programs. Obtain feedback from the different programs on
what they'd like to change. Provide training for M, TIC, and other CM
best practice trainings.

Phase II: Propose new assessment to project leaders and
implement/pilot new points of interventions for SDOH screening

Phase Ill: Work with internal data team to collect data on new process.

The approach will be internal to
begin, collaborating across
departments. Once implemented,
collaboration with other
organizations such as community
hospital partnerships, 211, and
others would be beneficial to
share SDOH information when
available.

Appropriate

Yes, interventions are culturally appropriate for
the target population as the case managers
providing the screening have been trained in
Motivational Interviewing and Trauma Informed
Care approaches. These pts are already
screened for other programs so the SDOH
screening will be a enhancement to this process.

Contributors: Freddy Sanchez, Jesenia Sanchez

4 Resources

Training for staff who need Ml and TIC
training or refresher training. This will
require the allocating funding to hire an
external trainer. Additionally, staff will
need to be trained on the SDOH screening
tool utilized internally. This can be done

during zoom trainings to minimize impact ...

to staff productivity.

>

Phase 1-2 would be
implemented over the
course of 3-6 weeks.
Phase 2-3 would occur
over 3-6 months. To
develop gantt chart to
capture all activities

Implement SDOH screening
at all ES levels and other
applicable client touch
points. Use data to connect
clients to needed support
services.

Sustain &
Scale

To implement the successful
pilot of screening and spread
this to other enabling services
across the organization. Also,
to standardize the methods
for capturing the screening
and having agreeable singular
data.

Tracking
Progress

Tracked through a Gantt chart
style system. Likely to utilize
smartsheet for assignments and
updates. Consistent staff
feedback would occur and be
conducted via conference calls.
Data reports would be
developed to track progress at
various points of the change

process.

Define
Success

Current sdoh capture % data. Need to capture data on
similar sdoh-iike data points to consider migration and
standardi2afion. Additi we need to ine who
is currently collecting the sdoh-like data, then monitor %
of SDOH screening once cafige is implemented. We also
aim to capture outcome data from the screening. What
action(s) were done for the cl'lent as a result ofceTTam
SDOH indicator: sI

i\t Outroach

\J Partners

Completion and evaluation of
our pilot approach

.‘-u-."“ o) OMES-DRIVED




Figure C. Final Change Map from Chicago Family Health Center

Chicago Family Health
Center

Activities & >
Phases

1) Build tool in Athena; 2) Finalize workflows: who, January 1, 2021

Issue & Need Overall Goal

Problem Target
Statement Population

Decrease in quality measures  HIV,

metrics Hypertension, when, how, where; 3) Staff Training, scripting, _ o
Asthma, or collection, connections to resources; 4) Utilize data To address all patients within our
childhood for patient needs and response; 5) Evaluate communities, using SDOH to

processes for any changes

M*
Progress

the Covid-19 Yes Health Centers with Setting SMART
Pandemic, isolation, previous goals and

immunization
(not finalized)

identify most relevant health
disparities & populations

Sustain &
Scale

Contributing
Factors

Intervention

Providing tools,

education, or linkage Screen 15% by 3/21; imbed SDOH

to services to have
access to care.
Targeted health
population campaigns
and outreach.

anxiety, uncertainty,
lack of food
resources, job
insecurity and
transportation.

implementation and
same EMR, community
resources, internal care
management teams,
MHN partnership

Culturally
Appropriate

4 Resources

The PRAPARE tool is translated into
26 languages and has been
validated by health centers to
ensure that the translations are
accurate and culturally appropriate

Staff time for: IT, integration, workflow,
data capture, referrals and warm handoffs,
tool and process training, reviewing and
integrating resources

Contributors: Olga Rivera, Ana Sanchez, Sybil Sawal

into care plans; identify and
address top SDOH areas; improve
outcomes by 12/21 by 10%; 2
partner organizations; standardize
workflow

HRA, UDS, PHQ-9, SDOH - How a. By meeting the ObjeCﬁVeS

to incorporate into HER without  that were set (seeing resuts)
duplicationg efforts b. Finalizing workflows
c. Data trending in the right
direction

referring back to
timeline to hold
key stakeholders
accountable.

Define
Success



Figure D. Final Change Map from HealthSource Ohio

Issue & Need

Problem Target
Statement Population

Access to and Our HSO
knowledge of patients and
community consumers.

resources.

Contributing
Factors

Intervention

Food insecurity;
Transportation; Pride
factors against
sharing need for
assistance; Not
knowing what is
available.

Comprehensive lists
of updated resources;
food pantries,
gardens, assistance in
qualifying for
services,
transportation

Culturally

HealthSource Ohio

Activities &
Phases

Started implementation 3 years ago - Using
Change Map to reassess process: Seeking
sponsorship, volunteer recruitment, donation
resources, consumer participation, focus groups to
grow and replicate with partners

M*

Retail/big business for

Absolute buy-in

from staff, sponsorship; community
leadership and connections in our 8-county
employees. service area to assist with :

volunteering, funding, food

Appropriate

groups; patient committees difficult due to recurring
engagement issues

Consistent SDOH questions regarding access to food; kitchen
kits offered to those with food insecurity; patient feedback
led to kits being offered in insulated totes that don’t show
content; consumer input provided through past focus

drives.
4 Resources

Donations of food for kitchen kits.
Funding for the program to include
purchase of foods, bags, promotional
items, advertising, and printing of recipe
cards. We seek volunteers to stuff food
bags for distribution.

Contributors: Becky McMullen, Jennifer Patrick

’m

We will begin the
reassessment as soon
as possible and with
implementation of
changes in 2021.

Tracking
Progress

We will request feedback from
others on progress. We will
compare our new numbers of
volunteers, money raised,
food donations to past to gage
participation and success.

We have the numbers from our first 3
years of the Kitchen Kits program and
will continue to measure. We ask for

future participation in round table
discussions and cooking classes in
addition to our Kitchen Kits program.

Overall Goal

To assist patients and community
members in awareness and
accessing available resources
(food insecurity)

Sustain &
Scale

Revisit Change Map;
Chart progress, success
and breakdowns of
processes; Duplicate to
evaluate and update
other programs.

Define
Success

Finalizing Change Map;
Complete process and
evaluate data, address
participation and document
changes; Implement in 2021
and replicate with more
programs



Problem Target
Statement Population

Identifying and MSAW (Migratory
connecting Seasonal
patients/clients to Agricultural

the services needed. Workers)

Figure E. Final Change Map from Premier Community HealthCare

Activities &
Phases

Reach out to partner organizations/current MSAW patients to
gather their thoughts/ideas/resources about the written
materials. Then share updated materials with staff to train
them to better identify MSAWSs. Next, share the revised

patients who come to center to help them better self identify
as MSAW with the assistance of the now trained staff member.

materials with community partners. Lastly, share materials with

-

The overall
expected
timeline is 3
to 5 months.

Issue &Need  premijer Community HealthCare ©verall Geal

To continue to increase our
new MSAWs seen at Premier

MSAWs in our service area.
Then the next goal would be
to continue to make sure the

timely services and follQw up.

An increase in the number of new
MSAWSs seen at Premier compared
to the previous year. Also look at
the total number of MSAWs in the
service area according to public

Factors Progress Scale
Written materials ata  COVID-19, accessto  There would definitely have to  partnering with We will track our progress
literacy level PPE, job changes, be buy-in from staff and organizations that assist the based on the number of new | we hit 100% of th
conducive to the weather, community,  leadership. Leadershipwould  target population such as MSAWs seen at the center as ol We hit 100% of the
population; Provide immigration status, prioritize the MSAW the Migrant Education compared to the previous
information and PPE language barrier, population and all staff would  program, Farmworkers Self- quarter and previous year.
with safe distancing educational and be t_ralned to identify MSAW Help, and St. Andre Free our MSAWs are receiving
health literacy level patients. Clinic.
Culturally Define
Yes, through collaboration Staff time will be needed to we currently. a.\lregdy collect data on .
with organizations who work with organizations, MSAW |dent|_f|cat|9n'but we are looking to
assist MSAWSs. Also, garner patients/consumers to then improve the |de_nt|fy|ng process so that we
input from current MSAW make materials culturally are asking the right questions and staff are
appropriate. more knowledgeable in correctly

patients/consumers of
Premier

Contributors: Manny Mayor, Isabelle Segovia

identifying the MSAW.

data and compare to how many
we have seen at Premier.



Figure F. Final Change Map from Ryan Health

Issue & Need

Problem Target
Statement Population

Implementing SDOH High risk,
screening as a hypertension,
routine part of and diabetic

patient care. patients

Contributing

Intervention Ealios

1. Timing - appt length;
2. Staffing - Capacity;

screen before visit, 3. Complex Patient

sections divided Referrals;

among multiple staff, 4.

Screening in waiting
room, virtual tele-

Ryan Health

Overall Goal

Activities &
Phases

1) Workflow development and Implementation; 2)
Finalize a creation of favorite CBOs list to help
speed up the referral process; 3) Individual site
Data Tracking; 4) Determine target pilot population
with Pop Health. 5) Finalize PRAPARE questions to
be asked.

M*

There is buy in from Our current partnership with
some staff and Aunt Bertha is incredibly
leadership, but it is helpful. Further partnerships
not uniform across with some of the CBOs that
our network. we frequently refer to could

self administration Staff/Leadership be beneficial.
Buy-in
1) Conversations need to occur with our staff members to better T o
understand how they would like to see SDOH integrated into their | "‘(’j‘ev 5;? / off b
workflows. 2) Conversations and meetings need to happen with our t?:in‘ie:\sgslp staft buy-in,

surrounding it.

patients so that they can have an active role in how our centers go
about addressing social needs and the conversation and protocol

Contributors: Amy-Marie Irvine, Meredith Gentes

’m

1) 1-2 months;
2) 2 weeks;
3) ongoing;
4) 1 month;
5) 1-2 months

Tracking
Progress

Progress will be
tracked through
automatic
reports from our
EMR and Aunt
Bertha

We need to collect data on

our pilot population and their

appointment frequency. We
also need to collect data on
our currently most utilized
CBOs.

Create and implement an
effective workflow to screen our
patients for SDOH needs and
refer them to the appropriate
services

Sustain &
Scale

To design a workflow that
allows us to universally screen
all our patients once a year for
SDOH needs and have an
efficient system in place to
address those needs.

Define
Success

Constant data tracking and
workgroups; patient-
integrated workflow design;
Staff feedback to measure
success



Figure G. Final Change Map from TCA Health

Issue & Need

Problem Target
Statement Population

Not formally All staff
capturing robust members
SDOH information in who do
EHR or other patient /

database client intake

Contributing
Factors

Intervention

Staff being confident
asking personal
questions; computers
and tablets for on-
the-go/mobile intake;
EHR integration /
form creation

None at this time

TCA Health

There is buy-in from
leadership but not
all staff.

Activities &
Phases

1. Determine SDOH questions, align with goals.
2. Develop tracking and data entry tool

3. Determine the best point of entry/workflow
4. Conduct PDSA with each department.
5
6

Overall Goal

Revise implementation based on PDSA.
Finalize SDOH data collection process.

M*

internal partnership with QI
and clinical leadership (since
their workflow will be
impacted the most. External
partnership with Athena to
get intensive training

Culturally
Appropriate

There has not been formal patient input
but through conversations patients have
expressed the need for certain services
and formally collecting this information
will create that foundation.

Contributors:

Donisha Reed, Dekesha Calhoun

’

EHR (Athena) training on form
creation - staff time to become
superuser and build out new
forms for intake and workflow
creation / adaptation.

D

APCHO

’m

1. November 16

2. November 23

3. December 4 Implement PRAPARE or

4. December 28 another SDOH screening

5. January 8 at intake for clinical and

6. January 22 program visits.
Tracking Sustain &
Progress Scale

Calendar

Checklist , Gantt
Chart or Project
Planning
Template

Success

Use/access to dental,
behavioral health, Ob/GYN,
food access and SNAP usage,
and employment & training
resources.

WTCOMES DRIVEN
XPERIENCED
NNOVATIVE

a4



Problem Target
Statement Population

Prevalence of adult adult patients
patients with diagnosed with
uncontrolled hypertension and
hypertension food/utility insecurity
(BP>140/90) and stress disparities

Figure H. Final Change Map from Waimanalo Health Center

ssueSieed Waimanalo Health Center

Activities &

Phases

1. Generate list of HTN patients and filter by SDOH disparities,
targeting food/utility insecurity and stress (these are top 2
disparities identified by our PRAPARE data collection). 2.
Contact/Outreach identified patients for enrollment into our
programs available: SMBP, Ola Hou | Ka Hula, Farmers Mkt +
Nutritional Educ to supplement PCP visits. 3. Enrolled patients
entered in Cohort tracked in Azara Population Analytics - we would
track Controlling High Blood Pressure measure grouped by Cohort.

Intervention Sont g < Partnerships g g Ul
Factors Progress
Increase awareness of Telehealth : i . .
visit option: SMBP program; _Poss_lble loss of igﬂgg'{itofr:c::dl(:)aedr?c:::':s:cldussggfes on We have partnt_ershlp Regular BP readings
maintain funding for hula program; job/income due to clinical measures provided to staff on a with AHA, seeking logged. Performance
demic additional partners to i i
use AHA funds to purchase pan weekly basis, implementation of Otech nai p tracked in Azara using
Farmers Market vouchers (RD to tablets to assist with PRAPARE help with Food Controlling High Blood
distribute to identified pts to assessment and continued education Insecurity disparities Pressure measure
encourage supplemental for staff on SDOH and why we assess grouped by Cohort
counseling to PCP visits helps with staff buy-in
Culturally
Appropriate a4 Resources
Papa Laau Lapaau (7 laws of health) Prevention Coordinator, Registered Dietician, Cultural \é\éer::\é?ndit:scxgﬁc;‘sdzy E:r:/ltl:’}glslid(;g%a
group classes, Hula program, Olelo Healers, Zoom for group classes/meetings, donation of new including sisits with RDFT Pegrformance
Hawaii classes, SMBP program, Farmers BP kits from AHA to help SMBP, donation of funds from AHA over time analyzed in Azara.
Market vouchers + Nutrition Education to purchase Farmers Market vouchers for RD to distribute to :i:. Health ,:'1‘
program to supplement PCP visits identified patients to encourage supplemental counseling to \ l|| Outreach W"““““
PCP visits D Parners - Qo

Contributors: Nadine Owen, Christina K. Lee M.D.

SMBP program
length determined
by PCP. Ola Hou |
Ka Hula is 12 weeks
(2x/week, 1 hour
sessions + six 30
min educ classes)

Overall Goal

Sustain &
Scale

Sustained change in lifestyle:
regular exercise, better
nutrition, consistent and
accurate blood pressure
readings and maintaining
controlled blood pressure
<140/90

Define
Success

The performance for the
Controlling High Blood Pressure
measure improves to >80% for
the cohort or target population
OUTCOMES-DRIVEN

EXPERIENCED
INNOVATIVE




Figure |. Final Change Map from West Hawaii Community Health Center

Issue & Need Wesi H CIWCIii CHC Overall Goal

Problem Target Activities &

Statement Population Phases
West Hawaii Community Leadership and : Biseamht_ Phase (NOVEm‘Te{ Zdotm:: S?t?‘H aisessme”t;"d . By March 2021,
Health Center has a minimal ~ Clinical Staff. [nterventions research refated to health outcomes and paymen Roll out with new

understanding of Patient * Internal Buy-In Phase (December 2020): preparing and patients
complexities due to limited presenting meeting materials with Senior Management,
SDOH data screening and Operations, and Claims

collection. «  Pilot Phase (January — February 2021): compile data, revise
workflows, set up trainings, train all staff, assess findings

Sustain &
Scale

Tracking

Contributing
- Progress

Factors Partnerships g g

Intervention

- Discussions with Admin and staff _ contributing factors include

i -in. | | th ]
a lack of standardized SDOH Partial buy-in Other FQHCs Gantt chart! ncrease the overa

Medical Director health and wellness of

- Education on SDOH (e.g. how data collection ih experience with SDOH MSProject our community on a

addressing these lead to improved approves and have d llecti macro-scale. Using our
i Lack of administrative buy in  been planting the ata collection, g

outcomes; moving to mandatory y lessons learned, and data to advocate for

seeds for years programming that fill

reporting on these UDS; financial

X . - Lack of staff understanding implementation the gaps in our
incentives (PPS rates, pay for of im . gaps |

, portance of SDOH (buy-
quality, etc in) procedures community.

Define
Success

Culturally
Appropriate

4 Resources
Time for the following activities:

Have current reporting SDOH date from
Yes, WHCHC culture is more receptive if changes - Research health outcomes, financial incentives, etc . behavioral health and CC teams (z codes,  If we adhere to our benchmarks

comm referrals, etc.). Have other health and objective in our
come from top down rather than bottom up. info (BMI, ALC, etc.). Need to collect SDOH  timeline/Gantt Chart.

Starting point needs to be with CEO and COO - To create materials to present to through intake forms on paper __

then directors Leadership/Operations Teams l Health m .
. . l I' Outreach W EXPERIENCED

SDOH questions on paper - For presentations- meetings have packed agendas Partners . INNOVATIVE

AAPCHO et
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