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Housekeeping

 Session will be recorded

« PowerPoint slide deck and resources are available
for download

« Use the conference platform and NACHC mobile
for engaging with us and each other
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...
Agenda

Topic Timing in EST

Opening and Housekeeping 1:00pm
* Nalani Tarrant, NACHC

PRAPARE Social Interventions Protocol & Data Documentation for Impact 1:05pm
* Albert Ayson, Jr., AAPCHO

Implementing the Social Interventions Protocol 1:15pm
* Meaghan Arzberger, Nasson Health Care/York County Community Action Corporation

Addressing SDOH Using PRAPARE in Missouri: A Programmatic Perspective 1:25pm
* Angela Herman-Nestor & Shannon Bafaro, Missouri Primary Care Association

Panel Discussion 1:35pm
Q&A 1:50pm
Adjourn 2:00pm

Nachc.org/PRAPARE
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Today’s Special Guest Speakers

Angela Herman-Nestor Shannon Bafaro
Director of Health Care Director of Value Based Care
Transformation and Quality Initiatives

Meaghan Arzberger
Service Integration and Data
Driven Project Manager
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< (NASSON | COMMUNITY 9.0 MPCA
.ﬂ/ Eﬂlth Care égg;igolj ‘ Missouri Primary Care Association
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...
Learning Objectives

1. Understand the importance of tracking interventions provided in response
to social determinants of health needs.

2. Describe the data collection protocol to track social interventions provided
In response to the identification of PRAPARE social determinants of health

needs.

3. Hear experiences of organizations in using the standardized social
Interventions data collection protocol

Nachc.org/PRAPARE



Anchoring SDOH Data in Health Equity

Nalani Tarrant
Deputy Director, Research Projects
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—
What is PRAPARE? PRAPARE

Protoc Hdegt nd Ass
Patients’ Assets, Risks, and Exper

Protocol for Responding to and
Assessing Patients’ Assets, Risks and Experiences

A national standardized patient risk assessment protocol designed to engage
patients in assessing and addressing social determinants of health

Nachc.org/PRAPARE



National PRAPARE Use 2020 & PRAPARE

http//blt |y/PRAPAREMap2020 Protocol for Responding to and Assessing

Patients’ Assets, Risks, and Experiences

PRAPARE Use Among Federally Funded Health Centers, 2020

100%

Note: Percentages reflect PRAPARE use among federally
funded health centers that report screening for social risk.
Excludes Health Center Program Look-Alikes and may
underestimate the true volume of federally funded health
centers using PRAPARE. For example, data may not capture all
health centers accessing PRAPARE through some Electronic
Health Records or other Health Information Technology
platforms and does not capture health centers using parts of
PRAPARE.

Map: © National Association of Community Health Centers
and the Association of Asian Pacific Community Health
Organizations, October 2021. For more information, email
prapare@nachc.org

Source: 2020 Uniform Data System, Bureau of Primary Health
Care, Health Resources and Services Administration, DHHS.
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Roadmap to Health Equity

2

PRAPARE

Protocol for Responding to and Assessing
Patients’ Assets, Risks, and Experiences
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PRAPARE Social Interventions Protocol
and Data Documentation for Impact

Albert Ayson, Jr.
Associate Director of Training and Technical Assistance
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S
Social Interventions address SDOH

CASE CASE MANAGEMENT REFERRALS

ASSESSMENT EACILITATION - Social Interventions =
o -'.\
a

o, Non-clinical services, including
®

“enabling services,” that address

FINANCIAL e

COUNSELING/ EDUCATION non-medical, health-related social

ELIGIBILITY ASSISTANCE
E.’ determinant of health needs

ds

-Adapted from National Academies of Sciences,

INTERPRETATION OUTREACH TRANSPORTATION Engineering, and Medicine report, 2019
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Standardized Social Interventions Data \v’, PRAPARE

Use Cases Patient to Pol ICY Level Prooc) forResponding o ard Asessig
— : : . : : : :
Individual-level Patient and Family )—‘ Track social intervention gaps to improve social care and well-being
.  Connect patients with clinic/community resources, close the loop on social
Care Team : :
Members needs & proactively follow up on internal/external referrals
Review social services and determine effective interventions for population
Local-level Health Center ‘—l Pop

management, allocate resources appropriately, & build needed partnerships

Community Policies )—( Inform advocacy efforts related to local policies around social interventions

Communicate, collaborate, and exchange bidirectional social care data for
Local Health System )_ coordinated continuous patient care, & inform needed social care partnerships;
Close referral loops by understanding status of social service referral/outcomes

VISION: Integrated, efficient cross-sector social & care delivery system to
understand needs and address hidden disparities

Nachc.org/PRAPARE



USE CASE: Care Narrative without PRAPARE & & PR APARE
Social Interventions Documentation st

Maria’s Story: Example of a care narrative
MEDICAL HISTORY without PRAPARE and Social Interventions

Uncontrolled diabetes,
missed appointments, and
oor medication adherence

COMPLAINT DIAGNOSIS INTERVENTION FOLLOW-UP SDOH INVESTIGATION

Hospitalized for blood
sugar, prescription for
hypertension, and placed
on a CPAP machine for

Maria fell asleep at
the stove and
almost caused a
fire

Care team discovers she
has not been taking her
medicine or using the
CPAP machine because

sleep apnea

she can’t afford them

Nachc.org/PRAPARE



USE CASE: Care Narrative with PRAPARE & PRAPARE
& Social Interventions Documentation e

_ How could PRAPARE and social
Uncontrolled diabetes,

missed appointments, and interventions change this narrative?
oor medication adherence

COMPLAINT

Maria fell asleep at

the stove and
almost caused a
fire

DIAGNOSIS INTERVENTION

Hospitalized for blood

sugar, prescription for

hypertension, and placed

on a CPAP machine for
sleep apnea

H INVESTIGATIO |

Care team discovers she
has not been taking her
medicine or using the
CPAP machine because
she can’t afford them

FOLLOW-UP
/\ Provide social interventions: /Team care member follows up with )
Administer PRAPARE| Assess eligibility and enroll Maria community partner to check status
and assess SDOH in public insurance. Provide of referral and assist Maria as
|nte-rf.er|ng with referral, make appointment, and needed. Maria is monitored for
clinical care arrange transportation to treatmc.ent plan adherence and
community partner to address seen before the 2-week mark due

resources for material insecurity \ e /

Nachc.org/PRAPARE




Strategy

<& PRAPARE

Protocol for Responding to and Assessing
Patients’ Assets, Risks, and Experiences

Social
Intervention
codes
environmental
scan and
national
alignment

Define criteria,
principles, use
cases,
scenarios,
workflows and
reporting
methods

Understand
best practices

and lessons
learned

Develop draft
tool for PDSA
testing

Social Interventions Technical Expert Panel

Develop
strategy for
pilot testing

Nachc.org/PRAPARE



Step 1. Social Intervention Response Categories

SI-RE Racial/Ethnic Support Services

SI-CL Clothing Support Services

SI-FW  Farmworker Support Services SI-PH Phone Support Services

SI-VN veteran Support Services SI-OM Other Material Security Support Services

SI-IN Interpretation Services : : :
P SI-MT Medical Transportation Services

- ousing Support Service : : :
SI-HS  Housing Supp vices SI-NMT  Non-Medical Transportation Services

|-F Financial Counseling/Eligibility Assistance : : :
SIFC ! ! . NGr=IgIbLy ! SI-SI Social Integration Support Services

SI-ED Education Support Services :
PP SI-ST Mental Health Support Services

SI-EM Employment Support Services : :
ad PP SI-IN Incarceration Support Services

SI-FD Food Support Services SI-RF Refugee Support Services

SI-UT Utilities Support Services
SI-CC Child Care Support Services

SI-ST Safety Support Services

SI-DV Domestic Violence Support Services
SI-MH Medicine or Health Care Support Services

Nachc.org/PRAPARE



e
Step 2: Social Intervention Response: Activity Codes

AMOO01 PRAPARE Assessment
AMO002 Assessment

CMO001  Social Care Management

RF001 Referral

RF002 Follow-up on Social Service
Closed Loop, Referral Status

General socialrisk assessment using the PRAPARE instrument. This activity code is used to recognize
organizations for the time used to conduct the general PRAPARE assessment.

Social assessmentused as a follow-up to a positive PRAPARE response or social need that includes the use of an
acceptable instrument measuring sociceconomic status, wellness, or other non-medical health status.

An encounter with a patient or their household or family memberin which a comprehensive patient-centered social
care plan is developed or monitored to address a positive PRAPARE response or social need. The care plan
focuses on supporting patients in meeting social service needs of the patients and may include a followup plan to
close the social service loop.

Facilitation of a visit with a patient to a social service provider. Includes re-referrals if necessary.

Follow up with a patient who was previously referred to an external organization or other department. Please
indicate care team followup status of social intervention using the following categories:
0 = Patient social need was not met and requires followup to address social need
(select primary reason)
a. Patient has not yet followed up with referral dept/organization
b. Patient unable to be served at referral dept/organization
c. Patientlostto follow up
d. Patient social intervention in progress (e.g. awaiting application eligibility, patient newly enrolled in program)
e. Other, please specify:
1 = Patient social need was met through social intervention
2 = Patient no longer needs service
a. Patient used different organization
b. Patient chose not to use referral resource
c. Patient situation changed and no longer needs service
d. Patient requested not to be called again
e. Other, please specify:
=0

3 ther, please specify:

Nachc.org/PRAPARE



Step 2: Social Intervention Response: Activity Codes (cont’d)

EAO001

EDOO1

SCO001

INOO1

ORO001

TROO01
OT001

Eligibility Assistance

Education

Supportive Counseling

Interpretation

Outreach

Transportation

Other Social Intervention
Activity: Please Specify
(OPTIONAL)

Counseling of a patient and assessing the patient’s eligibility of a program to address a social need.

The provision of learning experiences in an encounter designed to help individuals improve their social
health, including: describing appropriate use of social services, teaching self-management approaches,
explaining how to prevent injuries for patients, and other promoting behaviors to address social needs.

The provision of support to patients to mitigate distress or concerns regarding issues affecting their social
wellbeing. This would include listening to patient concerns and providing encouragement when appropriate.

Provision of interpreter services by a third party (other than the service provider) intended to reduce
barriers to a limited English-proficient (LEP) patient or a patient with documented limitations in writing or
speaking skills sufficient to affect the outcome of an encounter.

Providing information about social services to engage patients to address social need(s) including checking
in with a patient to close the social service loop in order to ensure appropriate and timely social service.

Providing transportation assistance to a patient requiring transport to receive appropriate social services.

If the social intervention does not fall into the above categories, please enter free text name and description
of other social intervention. This is REQUIRED if the social intervention service type field “Other” is
marked.

Nachc.org/PRAPARE



Social Interventions: Supplementary Documentation

Organization Organization Type Service Date Provider ID Provider Type

Patient Current Lancuage Used to
Patient Date of Gender Identity B : Length of Social
Provide Social

Birth and Sexual . Intervention
. . Intervention
Orientation

Patient ID

Encounter Type

(includes phone & Appointment Type Scope of Service
video telehealth)

Nachc.org/PRAPARE



Social Interventions Documentation Workflow Example

Document
PRAPARE positive
response(s)

Under each
positive
response,
document the
PRAPARE Social
Intervention
Response(s)

If referral provided,
document Social Service
Closed Loop Referral Status

Under the Social Document the
Intervention Social
category, Intervention
document the Supplementary
PRAPARE Social data (e.g. visit
Intervention length, provider
Activity Code(s) type)

PRAPARE data is
transmitted to
referral
dept/organization

Care Team
member follows
up to track and
close the social
service referral

loop

Nachc.org/PRAPARE



Why are Social Interventions Data Important? < PRAPARE

Protocol for Responding to and Assessing
Patients’ Assets, Risks, and Experiences

NEEDS
DATA

RESPONSE
DATA

Standardized data
on patient social
risk/barriers

Standardized data
on interventions

BOTH are necessary to:

Increase community capacity to recognize hidden disparities and proactively address SDOH with
effective social interventions

Demonstrate community value of social interventions for equity
Provide necessary evidence to achieve adequate financing for interventions to address equity
Better coordinate patient care to comprehensively address the root causes of health inequities

Achieve integrated, value-driven delivery system and reduce total cost of care

Nachc.org/PRAPARE




.
Examples of Reporting Metrics & PRAPARE

Protocol for Responding to and Assessin
Patients’ Assets, Risks, and Experiences

« # of SDOH screens and corresponding social interventions by month, by
category & provider type

« # odeDOH Interventions addressed compared to number of PRAPARE
needs

« Top patient SDOH needs that lack community resources/interventions

. {\/Iean length of time spent on social interventions, by category & provider
ype

« Summary of patient referral status (e.g. completed, lost to follow up, etc.)
by social intervention, by organization

Nachc.org/PRAPARE



Impact & Outcomes of Social Interventions Data Documentation

+/ Reduction in missed appointments
+/ Reduction in ER visits and hospitalizations
v Improvement in appropriate, preventive care

v Improvement in quality indicators such as A1C and overall health
outcomes

Nachc.org/PRAPARE



Implementing the Social Intervention Protocol

Meaghan Arzberger,
Service Integration and Data Driven Project Manager,

) “00 7 York County
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York County

York County Community Action and i*(gASSON ocomy
Nasson Health Care # A Healihare | ACTION

v/ FQHC embedded in a Community Action Agency
 Founded in 1964
* The mission of York County Community Action Corporation is to alleviate the
effects of poverty, attack its underlying causes, and to promote the dignity and
self-sufficiency of the people of York County, Maine.

Programs include Children’s Services, WIC, Transportation, Energy Services, Economic
Opportunity (Financial and Housing Support), Nasson Health Care

+ 5,800 patients served across Primary, Dental, and Behavioral Health

Nachc.org/PRAPARE



A “00 7 York County

e: NASSON | COMMUNITY
» |\ Health Care | ACTION
Corporation

Soclal Interventions Workflow
AN

Provider reviews PRAPARE

MMA Enters Responses into
MextGen priorto provider responses and discusses with
patient

Patient Completes PRAPARE
encounter

Screening

L _ " _ Provider makes referral in
Provider diagnoses, if _
appropriate, using ICD10 codes NextGen the same asany
= S e S other health referral

Case Manager develops a
“Pathway Plan™ with the
that includes a serie

yns and referral

Nt

nterventi
Interventions are codified

needs assessment

Referral Specialist uploads the
consult notes into MextGen for
Prowvider
Nachc.org/PRAPARE




N
. . . %N“W
Measuring the Social Intervention Workflow z(NASSON

York County

COMMUNITY
ACTION

Corporation

» | Health Care
N

e We track:
o Number and % of patients screened using PRAPARE
o Number of patients diagnosed with social need and what needs have been
identified
Number of social diagnosis by provider
Number and type of social need referrals
Number and type of social interventions provided
Number of visits and time spent with social service case manager

O O O O

e \What we want to track:
o Improved health
o Cost savings

Nachc.org/PRAPARE



. . %N“W
Monitoring and Lessons Learned e,(NASSON

¢ L Health Care
N

York County

COMMUNITY
ACTION

Corporation

e SDOH Leadership Team monitors and supports implementation
e Lessons Learned:
o MAs need to get PRAPARE responses in for the provider
o A dedicated social service position to receive referrals
o Case Management rather than only triage
o Some providers have bought into the process more so than
others
o Communication between social side and health side along
with building trust

Nachc.org/PRAPARE



Addressing SDOH Using PRAPARE in Missouri:
A Programmatic Perspective

Angela Herman-Nestor,
Director of Health Care Transformations & Quality Initiatives

Shannon Bafaro,
Director of Value Based Care

*%° MPCA

Missouri Primary Care Association



..
Growing Necessity for SDOH Understanding 4. MPCA

issouri Primary Care Association

* Association between SDOH elements and preventative and chronic
disease management/outcomes for patients

* Dollars attributed to quality metrics that are influenced by SDOH
elements

 Dollars attributed to collecting SDOH elements
 Alignment with recognition programs, such as NCQA PCMH

Nachc.org/PRAPARE



..
State & Federal Alignment with SDOH Reporting 4.¢ MPCA

Missouri Primary Care Association

Programs SDOH Alignment
UDS (Federal Reporting) 13 SDOH elements; all patients
CHW Program (27 FQHCs, 1 Look Total PRAPARE (21 elements); Medicaid
Alike)
St. Louis Alliance (city/state Total PRAPARE (21 elements); all patients except
program) Medicaid; focus on patients with chronic diseases
(*4 STL FQHCs only) to support successful participation in Centers for
Disease Control Lifestyle Change Programs
CHW Foster Care Initiative Total PRAPARE (21 elements); patients in foster

care and assist foster families with SDOH needs

Health Center Control Network  Incorporate SDOH into Care Plans
(Federal Reporting)

Value Based Plans Continuously growing interest; Requests vary by
contract

Patient Engagement (State Total PRAPARE (21 elements); MCO Assigned

Program) Members [

Nachc.org/PRAPARE



Missouri SDOH Tracking Over Time

XS

MPCA

Missouri Primary Care Association

NACHC

Developed
PRAPARE

Screen

CHW Program
Began

Initial MO
FOHCs
mapped
SDOH to
DRVS

National
Interestin
SDOH
Growing
(Expansion in
DRVS
Capabilities)

FUTURE:
Expanded
Payer Interest
& Reporting
Additional Capabilities?
EMR SDOH added Referral
Templates to Tracking and
Developed to HCCN/HRSA Community
Track SDOH Programs Engagement?

Payer Interest PRESENT:

in SDOH Standardized
Elements Mapping of
PRAPARE for

all 28 MO
FOQHCs

Nachc.org/PRAPARE



SDOH Screening and Addressing
dentified SDOH &0 MPCA

*Missouri is utilizihng PRAPARE as the sole SDOH screening
*Structured documentation of PRAPARE in EMR/PMS to allow mapping
to population health management system.

*SDOH Information from PRAPARE is available in Azara DRVS the
population health management system used in Missouri in registries,
dashboards, pre-visit planning tool/alerts, and ability to apply SDOH to
various quality metrics.

Nachc.org/PRAPARE



SDOH Screening and Addressing
dentified SDOH &0 MPCA

*SDOH screening is not enough, need a workforce to assist patients with
navigating resources to meet SDOH needs identified by screening.

*Missouri is building a robust Community Health Worker workforce

‘Movement towards SDOH referrals being tracked and treated the same
as referrals to clinical specialties.

MO PCA is facilitating conversations with common IT solutions for
community referrals UniteUs and Aunt Bertha soon to be Find Health

Nachc.org/PRAPARE



PRAPARE Adoption Plan:
Roadmap to Structured Reporting “MPCA

Individualized Time Slot

(sign-up) with Pop Health

Vendor, PCA, and CHC
Teams.

Group Promotion of
PRAPARE Mapping and
Validation

4 Phase Mapping Plan by
EMR

Don’t expect individual processes with similar systems to
have “cookie cutter” results.

Nachc.org/PRAPARE



2020 — 2021 PRAPARE Missouri
Standardized Mapping “MPCA

Multidisciplinary Mapping Team essential to success: CHW, CHW
Supervisor, Quality Lead, IT Support

*Use of Standardized SDOH Screening Tool: Only PRAPARE Assessment
used with mapping of Completion date, Questions and Responses Mapped to
SDOH Elements with Locked Fields (*Exception with UDS Elements)

*SDOH Screening Workflow and Referral: Organization-wide Screening
Workflow Discussed/Established and status of SDOH referral workflow

Payer and Coding Discussion: Payer Mapping Reviewed/Updated and status
of SDOH coding

Nachc.org/PRAPARE



Mapping Process

MPCA review of individual
data elements and state
decisions on documentation
expectations including
exceptions.

Health Center review of
workflow for screening
collection and documentation.
Make modifications as
necessary.

Azara (pop health vendor)
review of back end mapping to
identify outdated connections
and instill new guidelines to

mapping.

45 min .
individualized
mapping call

If no way to
document true
response, leave blank
Lock down all
responses — no free
text!

Complete date should
ONLY come from a
structured field or
“save” click — Never
an encounter.

. NOTABLE OUTCOMES:

Nachc.org/PRAPARE



.
Barriers and Areas of Advocacy 4.0 MPCA

Missouri Primary Care Association

L imitations in documentation of PRAPARE elements for EVERY EMR
vendor.

*CHW work often exists outside of a patient visit, however systems are
often not designed for documentation and use by non-clinical staff.

*Collection and reporting of SDOH ICD-10 codes is of growing
Importance, but not easily accessible/available.

*SDOH referral tracking and closing loops remains a struggle however
making progress

Nachc.org/PRAPARE



Questions & Discussion

Nachc.org/PRAPARE



Discussion Questions PRAPARE

Pt‘LA tRk dEp

1. From your point of view, what role or impact does data collection on social
needs and social interventions have on health disparities amongst
structurally marginalized populations?

2. What support or resources would be needed to support health centers
collect data on social needs and social interventions?

3. What keeps you up at night when it comes to addressing the social drivers
of health?

4. What gives you hope in your role or line of work?

Nachc.org/PRAPARE



Key Points:
Leveraging Health IT for Health Equity

Nalani Tarrant
Deputy Director, Research Projects




Practical Applications of SDOH Interventions Data for Equity

1. Enable population-level analysis to track and ensure equitable allocation of

SDOH interventions across race/ethnicity ( ' k’
2.

Set goals/targets for SDOH intervention programs for the most vulnerable
racial/ethnic populations for equity accountability

3. Understand staffing & resource needs for SDOH interventions to achieve
equity -

4. Evaluate impact and outcomes for addressing SDOH interventions for
vulnerable populations

5. Assess impact of cross-sector partnerships to improve cross-sector
alignment

Nachc.org/PRAPARE
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Health Equity Impact & PRAPARE

Protocol for Responding to and Assessing
Patients’ Assets, Risks, and Experiences

Common Ianguage across sectors

o Awareness of services provided to clients across sectors

o More coordination and less duplication

o Measurement of progress toward dismantling racism & health equity

o Enhanced capacity to promote alignment across health centers and community social
service organizations

« Less fragmented social care system across sectors = Collaboration
across sectors to proactively assess and address client social risks

* Understanding of needs, effort, & resources to work upstream to
address health equity

« Effective local/national evidence-based models for dismantling
racism/disparities

Nachc.org/PRAPARE
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Contact Information — Guest Speakers

Meaghan Arzberger
meaghan.arzberger@yccac.org
207-459-6728

0
) 0 7 York County

=
=, [ NASSON COMMUNITY
s 0 Health Care | ACTION

AN Corporation

Shannon Bafaro
sbafaro@mo-pca.org

Angela Herman-Nestor
aherman@mo-pca.org
573-636-4222 573-768-0204

‘ Missouri Primary Care Association

Nachc.org/PRAPARE
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We appreciate your time and commitment!

* If you have questions, please contact:
Nalani Tarrant ntarrant@nachc.org
Albert Ayson, Jr. aayson@aapcho.org

X
) § *
* T“AN §1ou* Website: www.nachc.org/prapare

Email: prapare@nachc.orq
Twitter. @prapare_sdoh

X

Nachc.org/PRAPARE
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