Identifying the Enabling Services Workforce for SDOH
Screening and Documentation

September 30, 2020
8:00 am HT / 11:00 am PT / 2:00 pm ET
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Agenddad

. Welcome & Introductions (5 Min)

. Enabling Services Workforce Providers for SDOH Screening and
Documentation during COVID-19 (AAPCHO - 15 Min)

. Demonstirating the Impact and Value of Enabling Services (MHP
Salud - 15 Min)

. Indicators of Structural Inequity: The Importance of Documenting
SDOH (HOP - 15 Min)

. Frameworks & Implementation for Special Populations (NHCHC - 15
Min)

. Highlight Learning Collaborative (5 Min)

. Questions/Discussion (20 Min)




Purpose

To explore strategies to screen special and
vulnerable populations for SDOH and build effective
practices to begin addressing SDOH through
Enabling Services. Given the COVID-19 pandemic,
this training will highlight the critical importance for

Enabling Services providers to collect social risk dato
among health center patients.




Learning Objectives

By the end of the webinar, participants will be able:

1. To identity Enabling Services workforce providers for SDOH
screening and documentation during COVID-19

2. To demonstrate the overall value and impact of Enabling

Services,
structura

3. To provio

the neec

and how Enabling Services can highlight key
Inequities

e an overview of relevant tools used for assessing
s of special and vulnerable populations (e.g.,

oatients experiencing homelessness)
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o0e Q&A

All questions(1) My questions(1)

My Question  09:29 AM

Using Zoom Webinar

- s 4 — — How can | sign-up for more training opportunities?
® @ Zoom Webinar Chat 1 Collapse all (2) A
From AAPCHO T/TA to All panelists and other attendees: You 09:29 AM
Welcome to the webinar! I I'm also interested in learning!

@ AAPCHO T/TA  09:30 AM

Feel free to email us at training@aapcho.org for more
information or visit our website at www.aapcho.org.

From Me to All panelists and other attendees:
I'm excited to be here!

e

!‘y: f\ Comment ]

/

My Question  10:01 AM
How can | sign-up for future webinars?

¥ AAPCHO T/TA is going to answer this question live.

Va

iy | Comment j

Type your question here...

IR All panelists and attendees ~

|Your text can be seen by panelists and
other attendees

.QA @

Unmute

A @

Unmute Chat Lower Hand

Send anonymously Cancel
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Technical Assistance NHCHC
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% Beleny Reese MPH
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Esly Reyes, MPH
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Learning Objecftive #1

To identify Enabling Services workforce providers for SDOH screening
and documentation during COVID-19




Enabling Services Workforce Providers for

SDOH Screening and Documentation during
COVID-19

Albert Ayson, Jr., MPH

Associate Director, Training & Technical Assistance
AAPCHO




What are enabling services or ES¢

[ ] [ ] °
“TREATMENT AND Non-clinical services
MANAGEMENT TREATMENT AND
ASSESSMENT FACILITATION

2 - that promote,

-,
®

support, and assist in
ey 2 Tthe delivery of health
Y| care and facilitate
access to quality
A patient care.




Enabling Services = Social Interventions

Improved
Health
Outcomes and
Lower Costs
(e.q. reduced

emergency
visits)

Appropriate
Care (e.q.
preventive visits)

Social
Determinants
of Health

Enabling
Services
& Other
Non-Clinical
Interventions




Health Center & ES Workforce

2017 | 2018 | 2019 | A2017-2019

Physicians 12,894 13,394 14,083 A 9%
Nurse Practitioners 8,852 9,658 10,513 A 19%
Physician Assistants 3,077 3,227 3,348 A 9%
Certified Nurse Midwives 692 728 730 A 5%
Nurses 17,663 18,445 19,273 A 9%
Other Medical Service Providers 34,120 32,464 34,758 A 2%
Dentists 4,882 5,100 5,324 A 9%
Other Dental Service Providers (Hygienists, Therapists, Aids, Techs) 12,920 13,616 14,374 A11%
Psychiatrists 754 814 897 A19%
Psychologists 869 925 962 A 11%
Other Mental Health Providers and Staff 9,025 10,031 11,683 A 29%
Substance Use Disorder Providers 1,416 1,748 2,137 AS51%
Other Professional Services 1,511 1,697 1,881 A 24%

icion Service Provide ) RO 6 [] A %
Total Facility and Non-Clinical Support Service Providers 79,691 83,323 88,946 A12%
TOTAL 223,840 236,151 252,868 A 13%

Source: HRSA Uniform Data System, 2017 -2019 &




Enabling Services Providers (UDS)

~ Case Managers

~ Patient/Community Education Specialists

~ Outreach Workers

_ Transportation Staff

_ Eligibility Assistance Workers

_ Inferpretation Staff

. Community Health Workers

~ Other Enabling Services

Source: HRSA Uniform Data System
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Enabling services workforce

UDS Data: National - Staffing & Utilization (Enabling Services Staff)

Staff 2015 2016 2017 2018 2019 A 2015-2019
Case Managers 6,761.63  7,621.93 849599  9,140.72  10,103.86 49%
Patient/Community Education Specialists 059416  2.587.65 2 585 2 645.50 2 681.75 3%
Ouireach Workers 2,763.21 264583 268806  2,578.45 265612 Y 4%
Transportation Staff 616.12 665.3 750.68 796.07 869.15 4%
Eligibility Assistance Workers 4,639.81  4,5352 445506 = 4,421.25 = 4,460.65 V4%
Interpretation Staff 1,011.38  1,061.7  1,129.46  1,194.08  1,244.4] 23%
iAo N/A 87928  1,130.3  1,293.36  1,483.09 68%*
Other Enabling Services 473.18  500.31 497 A1 528.52 571.73 21%
Total Enabling Services 18,859 20,497.2 21,732.02 22,597.95 24,070.76 28%
Source: HRSA Uniform Data System, 20152019 &; jlii Semroach

* Percent change from 2016-2019

AAAAAAA

Partners




Enabling Services Data Collection

WHICH TYPE OF SERVICES WERE PROVIDED AND FOR HOW LONG?

SERVICE DATE (MM+DD+YR) PATIENT DOB (MM+DD+YR)
What AAPCHO advocates for
PATIENT ID PATIENT ZIP CODE

ENCOUNTER TYPE (CHECK ONLY ONE) [ Face ToFace [ TELECOMMUNICATION [ ofr-siTe O oTHER ) 1 5 E n O b | i n g S e rVi C e S

APPOINTMENT TYPE (CHECK ONLY ONE) [ scHeDULED [ wALk-IN

GROUP OR INDIVIDUAL (CHECK ONLY ONE)  [] GROUP O INDIVIDUAL C O -I-e g O ri e S
SERVICE PROVIDED IN LANGUAGE OTHER THAN ENGLISH (SPECIFY LANGUAGE)
°
* Volume and length of time

ENABLING SERVICE CODE MINUTES OTHER

Social Services Assessment SS001 10 20| 30|40 50| 60| 70 | 80 | 90 100 | 110 120 f O r O | | E n O b | i n S e rVi C e S
Case Management CMO001 10 20| 30 | 40 50 | 60 | 70 | 80 | 90 100 | 110 120 g

Referral - Health RF001 10 . 20 | 30 | 40 . 50 | 60 | 70 | 80 | 90 . 100 | 110 ‘ 120 ° °

Referral - Social Services ”RF002 10 A 20 | 30 | 40 ‘ 50 607 70 807 90 . 1007 1107' 120 o s ettl n g Of -l- h e S e rVI C e S
Eligibility Assistance/ FC001 10 20 | 30 | 40 50 | 60 | 70 | 80 | 90 100 | 110 120

Financial Counseling °

Health Education - Individual HE001 | 10 20 | 30 | 40 50 | 60 | 70 | 80 | 90 100 110 120 o Lq n g U q g e O S S I S'l'O n C e
(one-on-one)

Health Education - Small Group HE002 10 20 | 30|40 50 | 60| 70 | 80 | 90 100 | 110 120

(2-12)

Health Education - Large Group HEO003 10 A 20 | 30 | 40 . 50 | 60 | 70 | 80 | 90 .100 110 [ 120

(13 or more)

Supportive Counseling SC001 10 ' 20 | 30 | 40 ‘ 50 | 60 | 70 | 80 | 90 ‘ 100 | 110 . 120

Interpretation INOO1 10 20 | 30| 40 50 | 60 | 70 | 80 | 90 100|110 120

Outreach ORO0O01 10 A 20 | 30 | 40 ' 50 | 60 | 70 | 80 | 90 ‘ 100 | 110 - 120

Inreach TROO1 10 . 20 | 30 | 40 . 50 | 60 | 70 | 80 | 90 . 100 | 110 . 120 1. Health

Transportation - Health TROO1 10 20 | 30 | 40 50 | 60 | 70 | 80 § 90 100 110 120 & U Outreach
Transportation - Social Services TR002 10 20 | 30| 40 50 | 60 | 70 | 80 | 90 100|110 120 AAPCHO Bt Rdrtn”%

Other 0To01 10 . 20 | 30 | 40 50 | 60 | 70 | 80 | 90 ?100 110 . 120




AAPCHO ES Categories and Codes

Old ES Categories Revised Categories Code
Case Management Assessment (CMOO0T) Social Services Assessment SS001
Case Management Treatment and Facilitation (CM002) Case Management CMO01
CM Referral (CM003) Referral- Health RFOO1
Referral- Social Services RFO02
Financial Counseling/ Eligibility Assistance Financial Counseling/Eligibility Assistance FCOO1
Health Education/Supportive Counseling Health Education- Individual (one-on-one) HEOOT
*Individual
*Group Health Education- Small Group (2-12) HEOO2
Health Education- Large Group (13 or more) HEOO3
Supportive Counseling SCO001
Interpretation Interpretation INOO1
Outreach Outreach ORO001
Inreach IROO1
Transportation Transportation- Health TROO1
Transportation- Social Services TRO02

Other Other O1001




Major SDOH Screening Tools Used by
Health Centers
« 2019 Uniform Data System (UDS):

« /0% of health centers reported collecting data on individual patients’ social
risk factors

« 23% in planning stages to collect individual patients’ social risk factors

* Protocol for Responding to and Assessing Patients’ Assets, Risks, and
Experiences (PRAPARE) toolkit: http://www.nachc.org/research-
and-data/prapare/

« 2019 UDS: 34.4% of health centers reported using PRAPARE

- Centers for Medicare & Medicaid’s (CMS) Accountable Health
Communities (AHC) Screening tool:
hitps://innovation.cms.gov/files/worksheets/ahcm-
screeningtool.part

« 2019 UDS: 6.5% of health centers reported using AHC screening tool

oy o BN

il;. Health
Source: HRSA Uniform Data System, 2019 & tlj Outreach
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http://www.nachc.org/research-and-data/prapare/
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf

Other Social Needs Screening Tools

About Us SIREN Resources News & Events COVID-19 Resources Q | Evidence & Resource Library

AAFP- Access AHC-Tool Arlington BMC- HealthBegins Health MLP IHELLP Medicare NAM NC PRAPARE
Tool Health: Thrive Leads Total Health domains Medicaid
Spartanburg Assessment
# Social 15 10 19 1 11 24 10 10 9 12 1" 17
Needs
Questions
# Non-Social 0 28 8 0 0 4 0 0 30 12 0 4
Needs
Questions
Patient or NS NS Medicare NS NS NS NS NS Medicare NS Medicaid CHCs
Clinic &
Population Medicaid
Reading 7th 5th grade 8th grade 10th 7th grade 11th grade 6th 8th grade College 6th 5th grade 8th grade
Level* grade grade grade grade
Reported NR NR NR NR NR NR NR NR 10 - 20 min. NR NR NR
Completion
Time
Languages Spanish, 25
Arabic, languages
Chinese,
French,
German,
Swahili,
Vietnamese

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



https://sirenetwork.ucsf.edu/SocialNeedsScreeningToolComparisonTable

NEW UDS Question for 2019

UnicorMm DATA SYSTEM * Appendix D: Health Center Health
Information Technology (HIT)
201 9Health Center Data Capabilities

 Questions 11 and 12

— “Does your health center collect data on
individual patients’ social risk factors...?”

— “Which standardized screener(s) for social risk
factors... do you use?”

ili. Health
I'” Outreach
Partners
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http://www.bphcdata.net/docs/uds_rep_instr.pdf

. Poll Question «

» 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, EQucation (WE CARE)

WellRx
Other (please describe in chat box)
. We do not use a standardized screener

® Q000

—h

D@

. Healtt
| Outreact
Source: HRSA Uniform Data System, 2019 & ! E;”-{,,S,AS’




Why collect standardized SDOH datae

/f__> Individual Patient and Family |—| Empowered to improve health and wellbeing
level

Care Team Members |—| Better manage patient and population needs

Organizational Health Center I—I Design care teams and services to deliver
level patient/community-centered care
System/ Community/Local Integrate care through cross-sector partnerships,
Community Health System develop community-level redesign strategy for
level prevention, and advocate to change local policies

& - l. Health
i1} Qutreach
<& PRAPARE @ U

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.



The Intersection of SDOH

and COVID-19

@Fact Sheet: The Impact of COVID-19 on PRAPARE
Social Determinants of Health Domains

This fact sheet outlines how PRAPARE SDOH domains
impact individuals’ risk of morbidity and mortality from
COVID-19. Care team members and aligned social service
partners can use this information to identify those who may
be most vulnerable during the pandemic, prioritize patients in
need of outreach and additional services, and develop plans
for addressing social risks in the community.

Access now: Printer-friendly version available here!

<& PRAPARE &

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.

& PRAPARE SAAPCHO

THE IMPACT OF COVID-19 ON PRAPARE SOCIAL

- rm iR T “——-w“mnn—m—mcuumm
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https://bit.ly/PrintPRAPARECOVIDFS

Impact of COVID-19 on Enabling Services

« Health Center Infrastructure & Workforce
* Enabling Services Delivery
« Workforce & Policy Training

 Demonstrating Value

Healtl
Source: Health Center Association of Nebraska (HCAN) — PCA Virtual Enabling Services Input & | g”f““:’
(April 2020). All PCAs surveyed. 29 responses collected. Contact: Keshia Bradford MPA. Analysis FACYY FORE, (QUTARE CoMMY
by AAPCHO.




Population of Focus May Affect Your Workflow

 What will the population of focus be¢ How does that affect the workflow model?
« All patients: multiple types of staffing possibilities
« Patients with multiple co-morbidities: chronic care disease management feam
« Patients with behavioral health conditions: behavioral health integration
specialists

 What other activities could PRAPARE leverage or add value to¢ Does this affect or
inform the workflow model?
« Other health assessments (e.g., HRA, SBIRT, PAM, ACE, PH-Q, etc.)
« Other initiatives or prioritiese (e.g., addressing opioid epidemic)

* How does PRAPARE align with existing staff and workflowse Are there staff with similar
responsibilities where PRAPARE could add value@
« Don't necessarily need new staff
» Cross-train staff

<& PRAPARE @ U

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.
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What workflow to use for SDOH screening?¢

F

T ® ® @® @

THE RIGHT IN THE WITH THE VIA THE RIGHT AT THE
INFORMATION RIGHT FORMAT RIGHT PEOPLE CHANNELS RIGHT TIMES
WHAT HOW WHO WHERE WHEN

!ll {}\i;l'::fr“‘i;}u.'.'r\
PRAPARE & U Pariners

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.




Sample Workflow Models

I T S T T S

Non-clinical staff In waiting room  Before of after provider visit Administered PRAPARE with Provided enough time to discuss SDH needs. Wanted
(patient navigator, or in staff office patients who would be waiting same person to ask question and address need. Often
community health 30+ mins for provider administer PRAPARE with other data collection effort
workers) (Patient Activation Measure) to assess patent’s ability

and motivation to respond to their situation.

Nursing staff and/or In exam room Before provider enters Administered it after vitals and Wanted trained staff to collect sensitive information.
MAs exam room reason for visit. Provider reviews Waiting area not private enough to collect sensitive
PRAPARE data and refers to case info
manager
Care Coordinators In office of care When Completing chart Administered PRAPARE in Allows care coordinators to address similar issues in
coordinator reviews and administering  conjunction with Health Risk real time that may arise from both PRAPARE and HRA
Health Risk Assessments Assessments
Any staff (from Front No wrong door  No wrong door approach Allows everyone to be part of larger process of
Desk Staff to approach “painting a fuller picture of the patient” and taking
Providers) part in helping the patient
Patient Self- At home, in Before visit with provider Self-administered using email, Low burden on staff to collect data. Privacy for patient
Assessment waiting room, mobile, tablets, kiosks, etc. to complete assessment. Utilize time when patient
etc. would otherwise be waiting. Staff time can be used to

discuss results with patients to address needs.

<& PRAPARE & U

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.




Example: Using ES Staff for Screening Post-Visit

* Reasons to Use This Model:

* Non-clinical staff often employed from the community so can more easily relate to patients, understand their
needs, and build trusting relationships

* Non-clinical staff also often more aware of available community resources

* Ensures staff person administering PRAPARE also addresses needs

Recorded webinar walking through

* Advantages: advantages and tradeoffs of each
* Doesn’t delay visit with provider workflow model available at
* Provides immediate warm hand-off to services and resources www.nachc.org/prapare

* Tradeoffs:

* Provider doesn’t have data available at point of clinic visit to inform care
* Could lengthen overall visit time

www.nachc.org/prapare

Non-Clinical Staff
Administers

Non-Clinical Staff Refer
Patients to Appropriate

Patient Has Provider Refers

Clinical Visit with Patients to Non-
Provider Clinical Staff

PRAPARE with Resources and Services

Patient

<& PRAPARE

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.


http://www.nachc.org/prapare

SDOH Screening in Action: Siouxland CHC's Interventions To
Address Food Insecurity for Diabetic Patients (lowa)

Health center helps Siouxlanders meet
basic needs to improve medical outcomes

Sioux City Journal

DOLLY A. BUTZ dbutz@siouxcityjournal.com Jun 23,2017 (1) When patients arrive at SCHC or Siouxland Community Health of

Nebraska, SCHC's satellite clinic in South Sioux City, they receive
a paper PRAPARE, Protocol for Responding to and Assessing
Patients' Assets, Risks and Experiences, questionnaire to help
identify any needs they might have. In the last 12 months, 6,317
patients have been screened.

Thirteen percent of those patients said they or the family
members they live with had been unable to get food and
transportation when they really needed it in the past year, while
10 percent said they couldn’'t pay for utilities.

PRAPARE project graphics
20f5
In the past year, have you or any of your family

members you live with been unable to get any of the
following when it was really needed?

12% = iveee
= Clothing
9% - Transportation
: wtog
Acknowledgement: Dave Faldmo, PA-C, MPAS @ Siouxland Community Health Cent - _—

Does not include anyone answering “No™ or Refusing to Answer

Cy
=/~ Siouxland . ii:. Hea
< | Community Health &) ["i outreach
PRAPARE /’ an iowahealtht center e

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.
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Resources 10 help your organization collect standardized
do’ro on SDOH and Enabling Serwces

PRAPARE
* National, standardized
social determinant of health
assessment tool : ;
Accountabiity Project © Screening uide for
. Developed by NACHC, legal needs
AAPCHO, and Ol’egon . Standardized o Developed by MLP
PCA codification system to | \
o document enabling ICD-10-CM:
« Built into EHR and meant services provided e
to be patient-centered
- ESDC Toolkit developed * Guidance on how to
« Most common SDH by AAPCHO use Z codes for
screening tool used by homeless
CHCs and Medicaid + ESAP Training provided |
mana-ged. care by AAPCHO x HOP x * Written by NHCHC
organizations NHCHC LJ Ot




Learning Objective #2

To demonstrate the overall value and impact of Enabling Services,
and how Enabling Services can highlight key structural inequities




Demonstrating the Impact and Value of
Enabling Services

Esly Reyes, MPH
Program Directfor, MHP Salud




Impact of Enabling Services
Quality of

Health
Qutcomes

)

And a fourth one

Service
Delivery

Care




Return on Investment

A return-on-investment (ROI) calculafion is the total value of the benefit/profit
resulting from a program/intervention divided by the total program cost.

Total Value of Benefits

ROI=

Program Costs

MHP Salud, ROI Toolkit for Community Health Worker Programs



ROI Is basically..

The money you/your
organization could be
saving!!!

How much money and
resources do you put in and
how much (and what) do you
get out

MHP Salud, ROI Toolkit for Community Health Worker Programs



ROI| Benefits

Estimates direct financial
impact

Versatile and simple

The basic estimate of

Supports sustainability orofitability

Understandable Impact

il;. Health

‘I. Outreach

3 Partners
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MHP Salud, ROI Toolkit for Community Health Worker Programs



Types of ROl

Community | Institutional Individual
Level Level Level

MHP Salud, ROI Toolkit for Community Health Worker Programs



Community Level %

How much benefit (or
return) is the entire
community receiving as a
result of investment Dy the
communitye

ExamPIe: Preventing
hospitalizations because
patients/community
members are affaching to
their care plans due to ES
outreach, case

management and follow-
up.

t1;. Health
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MHP Salud, ROI Toolkit for Community Health Worker Programs



Institutional Level

What return did the host
clinic or network receive
based on their inputse

Example: Increase of /( ' “)
patient attendance to ‘ 4.,
doctor's appointments -

due fo ES staff reminders
and follow-up.

MHP Salud, ROI Toolkit for Community Health Worker Programs



n

Individual Level

What savings did the @

individual receive .
based on inputs to thelir
programe

Example: Decreased

out of pocket costs for

diabetes care due to

ES staff education,

follow-up, and case
management. S

MHP Salud, ROI Toolkit for Community Health Worker Programs




Impact

Enabling Services programs/interventions can get THREE different
types of ROIs 1o better show who benefits how much from the
same program.

ES Program/Intervention

o N2 N\
- N
»

MHP Salud, ROI Toolkit for Community Health Worker Programs




ROI Example

A patient who receives
services from a Community
Health Worker and learns how
to better care for their health
which then results in lower
medical costs for them for the
rest of their life is o FOREGONE
COST or UNREALIZED COST -
money not spent that would
have been needed otherwise.

These concepts need to go in
an ROl eguation to make it
more representative of
outcome.

t1;. Health
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MHP Salud, ROI Toolkit for Community Health Worker Programs



Example:
Reduce Costs of Care per Patient

Denver Health: Return on Arkansas Community

: Connector Program:
leiestiane ((CI) i 82,26 11 Tracked Medicaid spending of
savings for each dollar spent

: 900 patients and saw a 3 years
due to decrease in urgent care : T
savings of over 2.6 million, or
and uncompensated costs.

: $2.92 savings for each dollar
Annual savings were $95,941. spent.

Spectrum Health (Grand
Rapids, MI): $2.53 savings
for every $1 of cost for
patients diagnosed with
diabetes or heart failure.

Sources:

Whitley, E., Everhart, R & Wright, R. (2006). Measuring return on investment of outreach by community health workers. Journal of Health Care for the Poor . Health
and Underserved, 17, 6-15. http://communityvoices.org/assets/wp-content/uploads/2014/02/ROI-of-Community-Health-Workers.pdf ‘l' pa ,t‘-: P
Felix, H., Mays, G., Stewart, M., Cottoms, M. & Olson, M. (2011). Medicaid savings resulted when community health workers matched those with needs to | . QOutreach
home and community care. Health Affairs, 30(7), 1366-1374.

Michigan Community Health Worker Alliance. (2015). Community health workers & Michigan: Outcomes. http://www.michwa.org/wp-
content/uploads/MichiganCHWOutcomesTable_MICHWA_2015.pdf



http://communityvoices.org/assets/wp-content/uploads/2014/02/ROI-of-Community-Health-Workers.pdf

ROI
EDUCATIONAL TOOL

A Guide For Conducting A Return On Investment
Analysis of Your Community Health Worker Program

.
iy
$

Building your ROl tfeam
Finding your numbers

EDUCATIONAL TOOL

OOODOOIOORDT
[ ]

<
3
3
:
:
$
%
g
X
{;\'\x

o

A GUIDE FOR CONDUCTING ;) . . .
OF YOUR COMMUNITY HEALTH WORKER PROGRAM [l « Getting to know your financial
R information
: - Calculations of ROI

Health Center Examples

hitps://mhpsalud.org/portfolio/roi-toolkit/

MHP Salud

11:. Health
‘I. Outreach
: Partners



https://mhpsalud.org/portfolio/roi-toolkit/

The following flow chart will guide you through some typical questions
about where you are in the ROl process.

Do you have outcomes
for your CHW Program?

Maybe?

See: Getting started witha Do you have a budget See: Finding your numbers:
new CHW program/grant for your program? Recommended Data for RO!

Do you know what type of ROI See: Getting to know your
you would like to calculate? financial information

See: Do you have health cost
Types of ROI data for your ROI?

Congratulations! You are See: Sourcing cost-savings
ready to calculate ROI! data for your CHW program

As you move through the educational tool, you will see these icons
within each section. These will be indicators for you to pause, review,
and practice what you have learned in that particular section.

Key information you should take
from this section

Examples for this section

Now you try it!




ES Value during COVID-19 Times

ES Staff can clarify Public Charge and
Fear of accessing services (due to Public Immigration myths by using reliable
Charge or immigration status) resources and making referral to
community programs

ES Staff can help clients to apply health
insurance or know where to access low-
cost services (i.e. FQHCs)

Self-medication and self-diagnosis (due to
lack of health insurance)

Es Staff can translate information for clients
and explain the meaning of important
health documents

Lack of health information available in their
language and literacy level

Lack of effective communication with

health providers (due to language barriers) £5 SIGLT E@) GIE) @ MUSAnEeIen) DEmisen

patient-health provider communication




ES Value during COVID-19
Times

COVID-19 Challenges ES Unique Response

Misinformation on COVID-19 ES Staff can educate on COVID-19 risk and share
credible resources in clients’ language

Fewer social service resources ES Staff can connect to available social services
available
Fewer medical resources ES Staff can connect community members to
available available medical resources (i.e. mobile services)
Lack of transportation (due to ES Staff can educate on virtual services and
limitation and restriction applied resource available

as COVID-19 response)

Unavoidable exposure to COVID-  ES Staff can educate on how to minimize risk and
19 provide resources (i.e. face masks)




Sharing ES Value

“Having supportive leadership
“Periodically sharing the success members and/or medical
of ES staff with CHC leadership providers is essential to strengthen
and the entire care team gives the ES profession. Further,
value and credibility to ES staff receiving support from these
and supports the sustainability of professionals fosters respect and

these positions.” increases the frustworthiness and
credibility of ES staff.”

NACHC, Key Consideration for Developing Core Competencies for Health Center Enabling Services Staff: A Guide for Health Centers,
https://cdn]l.digitellinc.com/uploads/nachc/articles/655646205d55a26d233d404853462bdb25.pdf



https://cdn1.digitellinc.com/uploads/nachc/articles/65566205d55a26d233d40485362bdb25.pdf

. Poll Question

 What strategies have you/your organization found helpful
INn demonstrating the value of Enabling Services Staff?

(Please type your response into chat box)




Indicators of Structural Inequity: The
Importance of Documenting SDOH

Beleny Reese, MPH
Project Manager, Health Outreach Partners




How SDOH help us understand health
(In)equity

Health
+ Shiffing the burden from the e e Outeomes
pGTIeﬂT TO Thew enVII’OﬂmeﬂT (i.e” housing, — (i.e., maternal
and circumstance fransportation, mortality, chronic
jobs, condifions, COVID-
‘ education) In 19) |
 What is the origine | |
Social Determinants Health Disparities
of Health




Structures
What are sfructurese

The policies, economic systems, and other institutions
(judicial system, schools, efc.) that have produced and

maintain modern social inequities as well as health
disparities, offen along the lines of social categories such as

race, class, gender, sexuality, and ability.
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Structural Inequity: The underlying cause

The 5 Whys

Define the Problem ]- Disparity in health

SDOH H

outcome

Why is it happening?

Why is that?

Why is that?

— Why is that?

Why is that?
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COVID-19 & Comorbidity

US. Where Chronic Health Conditions and Coronavirus Could Collide

Covid-19 health risk

— T
Lower Higher

Source: New York Times W hY? & dlij Ottreach

Partners

AAPCHO



https://www.nytimes.com/interactive/2020/05/18/us/coronavirus-underlying-conditions.html

County-Level Diabetes Prevalence, 2007

Sources: Centers for Disease Control and Prevention, “Estimsted County Level Prevalence of Diabetes and Obesity—United States, 24 .
Morbidity and Morsality Weekly Report 58 No. 45 (Nov. 20, 2009): 12591263,

"./éy" %K

e - -

Nonmetm persstent paveny ' Olher nonmelo
Metro persistent poverty :] Other metro

Parsistont pov counties--20 percent or mor residants ware poor as measured by each of tha last four
censuses, 197%"%980 1990, and W 2000, ¥

Source: Economic Research Service, USDA.



COVID-19 & Racial/Ethnic Disparities

Rate ratios American Indian Asian, Black or

compared to White, or Alaska Native, Non-Hispanic African American, u':fn’ﬁ‘m,

2.8x
higher

Non-Hispanic Persons Non-Hispanic persons

2.8x
[ ———
HOSPITALIZATION?2 &

ace and ethnicity are risk markers for other underlying conditions that impact health — including socioeconomic status, access to health care,
increased exposure to the virus due to occupation (e.g., frontline, essential, and critical infrastructure wor

Source: CDC

Non-Hispanic persons



https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-discovery/hospitalization-death-by-race-ethnicity.html

The underlying cause(s)

 Employer-based health insurance coverage
» High burden of chronic disease

« Redlining & gentrification
» Lack of generational wealth

« Communities lacking immediate access to grocery stores,
healthcare facilities, other basic services

e Racism

e The “structural determinants of the social determinants of
health”

t1;. Health
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. Poll Question «

Can you idenftity one structure that affects the
health of the patient population you serve?¢

(Please type your response into chat box)




Social determinants as indicators of
structural inequities

« Harmful structural factors are not easy to “see”
* Easier fo measure the downstream effects

* |[denftifying SDOH can be a powerful clue to bigger
influencing factors

e Data = POWER




|[dentifying Structures

« Can be on individual patient level, community level
« Research/Data monitoring

* NO single formula or indicator

« SDOH are the link




What does this mean for health centerse

Being able to recognize structures and their influence on health outcomes is
helpful in many ways:

= Understand barriers to health at population level

= Qutcome-based payment

= Project need for resources

= Enrollment

= Adapt services, programming to specific needs

= Case management, MLP

= Boost community health advocacy efforts




Structural Competency

 Training for health professionals

 Focus on influence of

"upstream’ factors on health
and healthcare delivery

» Case studies applicable to the
health center setting

« Customizable

e For all team levels
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Visit https://outreach-partners.org/ to learn more
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https://outreach-partners.org/

Learning Objective #3

To provide an overview of relevant tools used for assessing the needs
of special and vulnerable populations (e.q., patients experiencing
homelessness)
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-rameworks & Implementation for Special

Populations
Tools and Resources

Brett Poe
Research Associate, NHCHC




Why are
SDOH

Implementing
& Care
dlelalgligle)

Tools &
Resources

Bringing it
Home

important




NEIGHBORHOOD AND BUILT ENVIRONMENT

SOCiOl De'l'ermin(]ﬂ'l's Of Lack of Control Over Food Choices

Access to & Quality of Affordable Housing
Access to & Quality of Temporary Shelters

Health Equity for People who Exposure fo Crimes Viokncs
xposure to Environmental Conditions
are Homeless

HEALTH AND HEALTH CARE
Discountinuous & Fragmented
Health Care System

Access to Social Care

Access to Public & Private
Insurance

Provider Culiural Humility
Health Literacy

SOCIAL AND COMMUNITY CONTEXT

Social Cohesion

Civic Participation

Discrimination

Social Injustice

Involvement with the Justice System
Social Inclusion/Exclusion

EDUCATION
High School Graduation

Enrollment in Higher Education
Language and Literacy
Early Childhood Education and

Development

ECONOMIC STABILITY
Extreme Poverty
Employment
Access to Income Support

Food Security
Housing Stability

Source: AdoFted from HealthyPeople 2020, Social Determinants of Health
*Image developed on Piktochart.com




Why do SDOH Matter to Health Centerse

Why treat people and send them back to the

Level .Of conditions that made them sick in the first place? Health
Security Outcomes
hypertension,
Food hyperlipidemia, poor
physical & mental health
Asthma, lead poisoning,
Housing other respiratory

conditions

Overall poor health,

Employment :
heart disease, stroke

Presentation: Advancing the interoperability of social and behavioral determinants of health. Daniel Vreeman Indiana University
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Neighborhood, Physical
Environment,
Community and Social
Context
Health Care System
Personal Health

Transportation

Child Care
Employment
Personal Safety
Language
Public Safety
Behavioral Health
Refugee status

Incarceration History

Protocol for
Responding to &
Assessing Patient
Assets, Risks, and

experiences

X
X (optional)
X
X (optional)
X (stress)
X (optional)
X (optional)

National Committee
on Vital and Health
Statistics (NCVHS)

X X X X

Accountable Health
Communities (AHC)
Health Related Social
Needs (HRSN) (CMS)

>




Tools & Resources

Using the Right Staft

Community Nurse vs. MA vs.

Health Workers Doctore Power Balance




Ask and Code

Asking about SDOH

Asking different
questions
“Where did you
sleep last
nighte” vs. “Are
you homelesse”

Implement
Nfelifligeligligle] elgagle] Use "Z" Codes
Procedures

Nelgglells
Questionnaires

Source: https://nhchc.org/wp-content/uploads/20192/08/ask-code-policy-brief-final.pdf



https://nhchc.org/wp-content/uploads/2019/08/ask-code-policy-brief-final.pdf

How to Ask and Code

Common questions:
 How to ask the question? What counts as “homeless”?
How to make time amid many screenings and questions?
Where to insert the answer in the EHR?
What to say to the patient/client in response?
What if the patient doesn’t want to say due to stigma?
Will coding for housing status benefit—or complicate—billing?

Strategies:
e Add housing status fields to the EHR (not open text!)

e Assess utility of homeless data
* Implement formal procedures for asking & coding

e Train staff




How 1o Ask and Code

|ICD-10-CM Z Series:

Factors influencing health status & contact with health
services

Z55-765 Series: Persons with potential health hazards
related to socioeconomic & psychosocial circumstances

Z59 Series: Problems related to housing & economic
circumstances

259.0 = Homeless




Tools & Resources

Motivational
Trauma-Informed Care Interviewing

Safety Express empathy
Trustworthiness Develop discrepancy
Choice Roll with resistance

Collaboration Support autonomy & self-

Empowerment efficacy

Source: https://nhchc.org/wp-content/uploads/2019/08/DecHealingHandsWeb.pdf 3. Health
ili_l.! Outreach
Partners

HEALIWY PEORL



https://nhchc.org/wp-content/uploads/2019/08/DecHealingHandsWeb.pdf

Tools & Resources

* Trauma-Informed Organizational Toolkit
« Understanding Trauma
* Managing Organizational Change
» Creating Capacity and Structure
« Organizational assessment



https://nhchc.org/research/publications/trauma-informed-organizations-change-package/trauma-informed-organizations2/

. Poll Question «

What do ﬁou do if you can’t address someone’s needs?

(Select a
Q.
o.

C.

that apply)
Refer to existing partners

Get contact information to follow-up with potential future
resources

Don't ask the question/s if capacity or partners aren’t in
place

. Document requested needs that aren’t currently

addressed

. Other (Please type your response into chat box)




Implementing & Care Planning

N\
‘ PRAPARE and Data Collection Tools Experience

Using Data for Building Partnerships and Program
Design

\
‘ Using SDOH Data for Referrals and Care Coordination
|

[

‘ Using Data to Access Funding

Source: https://www.nhchc.org/wp-content/uploads/2018/11/csh-nhchc_prapare-summary-report-and-recommendations1.pdf

N\




PRAPARE & Data Collection Tools Experience

“Health providers are trained to find cures. We get frustrated when we
know about SDOH and can’t make a referral that solves the problem.”

Staff not comfortable or lack training
asking about housing status and other
‘sensitive questions.’

Data collection can be challenging or
burdensome.

Various data collection tools are being
used.

How data is being stored varies by
health center.

Collecting SDOH data requires training on details of the data
collection tool, and ensuring staff have a general comfort with
asking personal, non-medical questions.

Interviewers find it helpful for tools to be conversational and distinct
from the medical history or other health forms.

More health centers are implementing SDOH data collection, and
PRAPARE specifically. PCAs/HCCNs are working with national
organizations to deliver fraining and developing tools to encourage
and support SDOH data collection and data validation.

ldeally the data is being collected in the EHR to be used by
providers and other staff members. However, it was reported that
aligning the systems takes significant effort.

Source: https://www.nhchc.org/wp-content/uploads/2018/11/csh-nhchc_prapare-summary-report-and-recommendations].pdf




Using Data for Referrals & Care
Coordination

“Some parents are not wanting to disclose information on social determinants for
fear of children being removed from the family by the authorities”

Knowing where to make referrals, and  Generally, a health center’s care coordinator, navigator or other
how to follow-up. ‘enabling services staff’ creates a resource guide to be adapted
by health center staff for the community.

Understanding how SDOH can impact  Data may inform a person-centered approach to include health,
care plans. and quality of life.

Source: https://www.nhchc.org/wp-content/uploads/2018/11/csh-nhchc_prapare-summary-report-and-recommendations1.pdf




Bullding Partnerships & Program Design

“Many of our health centers are just gefting to this point. We're encouraging health cenfters fo
build partnerships and identify programs that are needed and leverage existing resources.”

Many health centers do not have Health centers have been able to identify potential partnerships based

the capacity to provide needed on high prevalence of a certain population with housing instability.
services and there are limited

resources in the community.

Source: https://www.nhchc.org/wp-content/uploads/2018/11/csh-nhchc_prapare-summary-report-and-recommendations1.pdf




Using Data to Access Funding

“Staff response fo concerns (financial and organizational capacity) about delving into
non-medical areas is that ‘We are doing it already. We might as well gather the data
and develop the fools to address the issues.”

Many health centers do not yet Health centers and partners have used preliminary data to explore
have robust SDOH data or a team  small funding opportunities.
dedicated to using the data for

funding and impacting policy.

Source: https://www.nhchc.org/wp-content/uploads/2018/11/csh-nhchc_prapare-summary-report-and-recommendations1.pdf
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https://bit.ly/SDOH_LearningCollaborative_10072020

Bringing It Home: Implementing Change
INn Practice

Change Map

Working towards improving health
outcomes step by step

NATIONAL

HEALTH CARE
for the
HOMELESS

COUNCIL

Developed by Lauryn Berner, MSW, MPH
National Health Care for the Homeless Council




Questions to Consider

Background
» What is the big picture problem?
» What is your overall goal?

» To whom do you want to provide the initial implementation?
= Consider using data to identify any disparities

» What is contributing to the issue within your intended population?
= Consider talking with providers (both clinical and non-clinical) and
consumers to understand the need.
= Consider asking about social determinants of health and cultural

factors.

» What interventions could help address the need considering the
contributing factors?

Action

» Do you have to make any adjustments to ensure that the intervention is
culturally appropriate for your intended population?
= Consider asking for consumer input on this step.

Support

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

= Consider using the HCH Costing Tool.
=% > What partnerships that would be helpful?

» Do you have buy-in from staff and leadership?

Y

» What are the steps and/or phases of implementing this project?
= Create a list and drill down the details as possible.

Details

» What is the expected timeline for implementing these activities?
= Consider developing a Gantt Chart here to help frame and track
activities.

\ 4
Monitor
» How will you track your progress?
» What data do you have or need?

» How will you know you have reached your goal?

» What are the long-term goals for this intervention?
= Consider sustainability and scalability

& i




Issue & Need

Problem Intended
Statement Population

Background

. Contributin
Intervention & =
Factors

Action

Activities &
— ctivities
Phases

Details

e Staff Buy-in B ey Partnerships §ogu

Support

> CuItura_IIy
Appropriate

4 Resources s

-

L Tracking
Progress

(@)
Par

Health

Overall Goal

Monitor

Define L
Success
& i

Sustain &
Scale




Problem
Statement

Our patients with

uncontrolled diabetes (> 9

Alc) and with borderline
uncontrolled (7-9 Alc).

Intervention

Standardized diabetes care

checklists, Group
visits/Family night,
Telehealth interventions,

Cookbooks, Food resources

Issue & Need

Target
Population

Middle-aged men
(don't come in as often,
have harder time
controlling diabetes);
Hispanic men (?)

Factors

1. The main issue we identified
centers around food (acquiring,
storage while at work, preparing
meals, etc.) 2. Willingness to
come in for regular status checks
(work, general attitude toward
medicine, perhaps cost) 3. Not
adhering to recommendations
for lifestyle

Contributing <«

Activities &

Health Site Example

Phases

Il Handbook & Curriculum: Formalizing processes/policies &

visits.

IV Execution & Review: Conduct first group visit, reflect on

We have had buy-in from a brainstorming
session; people are willing to contribute
their ideas and want to see improvement.
We need to incorporate that feedback
into our improvement so they feel
included in the process. Now we need
buy-in to go the extra mile, perhaps after
hours, and need to see willingness to put
change ideas into action.

that educates people. Figuring out

replicate it. Food banks - supply
healthy cooking options.

| Research & Planning: Wrapping up research & big picture planning
compiling a curriculum (educational & lifestyle changes) for group

IIl Recruitment & Preparation: Recruiting patients & training staff.

—M Partnerships 3 g

Vuela for Health - a local organization

what their curriculum is so we do not

Commit2Fitness - local gym that gives
our patients discounted memberships.

Culturally

Appropriate

We will try to tailor things to patient
feedback. As Hispanic cultures have
a great deal of diversity, we will try
to incorporate teaching skills like
looking for health recipes or how to
shop broadly with individualization
based on input.

4 Resources

Food - to give out. Looking at local food
banks to help supply. Alc point-of-care
reagents. We have the machine but have
not used it due to cost. Group
appointments would benefit greatly from
instant results. Hourly salaries for any
additional help after hours. Figuring out
how to charge for group appointments.

AAPCHO

Gantt/WBS has been
created. Hope to
implement group visits
late September/October

Tracking
Progress

Gantt chart/WBS to
show discrete tasks &
timeline. Kanban Board
to keep tab on task
progress & notes.

Data from attitudes survey pre & post
intervention (de-identified) MIPS clinical

data reporting

1:. Health
\ Il outreach
Partners
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Overall Goal

Sustain &
Scale

Have classes run

regularly
(spring/fall

sessions), expand to
other target groups

Define
Success

Reduce
uncontrolled
to less than
15% of
patients and
have 80% of
our patients
below 7 A1C.

People feel better able to eat
according to doctor recommendations,

improved diabetes measures




Change Map Resources

Questions to Consider

Cormpileted By

NAME

Change Map

Working towards improvieg heahth
cutoomes step ty step

o By Lt B, P SV
i i b o v, L




Change Map Resources

Cormpleted By

NAME

Change Map

Working towards improvieg heahth
ocutcommes step by step

o By Lyt ', PN S
s L o W v, L




1. Health

t‘-! Outreach
5 Partners

AAPCHO B




Disclaimer

HRSA

Health Resources & Services Administration

This webinar is supported by the Health Resources and Services Administration (HRSA) of the U.S.
Department of Health and Human Services (HHS) as part of awards as follow: Association of Asian Pacific
Community Health Organizations (AAPCHO) National Training & Technical Assistance Cooperative
Agreement totaling $625,000.00 with 0 percent financed with non-governmental sources, Health Outreach
Partners (HOP) National Training & Technical Assistance National Cooperative Agreement totaling
$932,014.00 with 0 percent financed with non-governmental sources, MHP Salud National Training &
Technical Assistance Cooperative Agreement totaling $753,959.00 with 0 percent financed with non-
governmental sources, and National Health Care for the Homeless Council Training and Technical
Assistance National Cooperative Agreement totaling $1,967,147.00 with O percent financed with non-
governmental sources. This information or content and conclusions are those of the presenters and
should not be construed as the official position or policy of, nor should any endorsements be inferred by
HRSA, HHS or the U.S. Government. For more information, please visit HRSA.gov.
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Post-Webinar Evaluation

» Please take 2-3 minutes to provide your feedback on
today’s webinar

hitps.//www.surveymonkey.com/r/sdohwebinar09302020



https://www.surveymonkey.com/r/sdohwebinar09302020

Thank you & keep N fouch!

Albert Ayson, Jr. Brett Poe
Associate Director, T/TA Research Associate
AAPCHO NHCHC

agyson@aapcho.org bpoe@nhchc.org

¥, Beleny Reese Esly Reyes
e Project Manager Program Director
gy HOP MHP Salud

beleny@outreach-partners.org ereyes@mhpsalud.org



mailto:beleny@outreach-partners.org
mailto:ereyes@mhpsalud.org
mailto:aayson@aapcho.org
mailto:bpoe@nhchc.org
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<& PRAPARE G ([ gutremen

Health Center Tips & Lessons Learned for
SDOH Screening

Bread of Healing Clinic’s Development of a Business Case for Social
Determinants Work (Wisconsin)

Compass Community Health’s Implementation of PRAPARE with Pediatric and
Adolescent Patients and Their Families (Ohio)

Compass Community Health’s Implementation of PRAPARE with SBIRT for
Patients with Behavioral Health Needs (Ohio)

El Rio Health’s Use of Kiosks and Tablets to Administer PRAPARE (Arizona)
La Clinica’s Use of PRAPARE with Formerly Incarcerated Populations
(California)

RiverStone Health's Incorporation of PRAPARE Data for Risk Stratification and
Scoring (Montana)

Valley-Wide Health Systems’ Linkage of PRAPARE with Enabling Services
and Care Coordination Tracking Tools (Colorado)‘% Ton ~




o . Bread of Healing Clinic’s
hitps://bit.ly/BreadofHealingCS Developmen’r of O BUS]I’JGSS
Byead ErR— Case for Social Determinants
inice Work (Wisconsin

Bread of Healing Clinic’s Development of a Business
Case for Social Determinants Work

Breod of Healng Ok BOM & 3 primary care medical home for the urinsured and undernsured In Misausee, Wisconsin
A free chng thet has opersted for 20 yeurs, Breead of Healing is well estatinted in the communiy and senws over 2 000

[ ] [ )
patients coch yeor Bresd of Healing cecided to implement PRAPARE Decsuse It was o voldated. comprehensive screening
00! that sfiowed them 10 identily which sociyl needs were prewnient I thedr communty. Sttt 3o spprecisted Tat . U S I O I I l O U I l O I I I I e S e I I
PRAFARE wis i puteri-contered ool meant to bulid rellionstips wih patemts as that §t sth BOH cinc culhure
[ wolmesimgAMMnotveectl | . .
Sread of Heslng Begen untrene PRAPARE screesing on ol patients in 2006 Lise moat free clrics, Bresd of Hesdng has
Ay S o s L o S Wi '|' h q '|'|e n'l'
of thelr patients, BOM decided 16 bring & Bachetor's Level Socud Werkir, Muster's Liver Socil Werkir, Community Hedth

Worker, and @ medicil peordder onto the PRAPARE team 10 be sbie 10 addiens Both routine newds snd Mghly comphe
alwnty

L]
Al e, st were inroduced 10 PRAPARE and Mmilersed with Breud of Healng's grotocel of ustvena, face 30 face .
strvaning PRAPARE o utilzed 45 & comvrsslion-slarier Qong over 4 wide ey of domaies 10 urily reedi that when
rencived con improse overdl hod ™ and welhess. SLY end stucent volunteess practiced asking QUEstiOfm with 0Nne snother

10 MO0 oul Guestion delvery. They then chaerved other Jeam members screernng patnts bedore begnning 10 screen
on thetr own.

° (]
Bresd of Hesng uses & platform 10 ingut end agorepite PRAPARE deta and guite daly nevigetion work since they do not
Parve an Electranic Heuth Record BOM incorporates PRAPARE Indngs and lesacns Mamed nlo siaffing huddus end cese

rirvew 10 Updale pronden with veryng schecules @nid 35 eNgEQe the entre Gire team 10 ellectivety care for the pabests.
Asnghe scvecale guites patients on how 1o ue dnk and commurnily resowces 1 address needs enified by PRAFARE.
which helps elminaie silos within o dink featunng @ Snanciel advocute, insuranoe sorclue & eferel coodneton nurse

Cuke Manager, and soow worket Cotrpbex peterts, ssowdcilly those with behevorsl Pudih neec of complex itteractions M ° M °
With cutside medical providens, @e escalled 1o Be Program Minage: w necesiary [ ) O I e r I ’ ' I O I V O I O ' I I S e y O

PRAPARE atowed Broed of Heding 10 prioclize the kiy socoeconomc needs of Per popueton Lo heip eget imted
rencurces and cepacty. They am o working with & l0ce duts mnaytics group 30 mep theit petert popueson as wel &
Per PRAPARE, ACE (Adverse Chidnhcod Experience Surveyl, snd PHG-§ scores and dinicy ouncomes dots to help BOM

Better understand the pated deibuson of s00koeconomic mnd sTuctiral rends and Pe NterPlyy DEdWeen WCOBIONMIC
e and CCY outcomes S l ' < < e S S

Implementation Findings and Results

Snce implementing PRAPARE for universal screening in 2016, Bread of Megling has decovered the folowing

s o e e e |t is important fo educate and

OF BOH'S PATIENTS (THOUGH INSURED) WERE UNFAMILIAR WITH HOW TO ACCESS MEDICAL AND

e train staff regularly

[({eL ] OF BOH'S PATIENTS WERE MOTIVATED TO WORK ON A NEED.

R  Building and maintaining

PROVIDER IN A BILLING CLINIC, WIHILE THIS LEARNING 15 CRITICAL FOR A FREE CLINIC, IT IS ALSO
HELPFUL FOR COMMUNITY HEALTH CENTERS AND OTHER ORGANIZATIONS TO
IDENTIFY AND ASSIST PATIENTS SO THAT THEY RECEVE NEEDED CARE AND SO THAT THE HEALTH CARE

——— q partnerships are essential
il i e,
<& PRAPARE ({17 o Oh

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.



https://bit.ly/BreadofHealingCS

http://bit.ly/35B1pUv Compass Community Health's
PR mplementafion of PRAPARE with
 Compass Commie Hes mplementaionof Pediatric and Adolescent

PRAPARE with Pediatric and Adolescent Patients and Their Families

. ° . oo .
| Compass Community Mealth (CCH) is 3 duss-site heatth D
canter located i Portsmouth, Ohio that serves the Scioto

County and surrewnding counties iocated in the Sauthem

Ohio regsn. CCH bagan implemanting PRAPARE in July
| 2017 aa organizatonal priornies shifed 1o addressing the

socioaconomic needs of ther Behavioral healh patients.

They had tremendous success Incerporating both SBIRT

and PRAPARE In ther cline. which lod to Improvements

In chmical quality sutcomes. retention rates, ang fnancisl

outcemaes. For example. CCH's no thaw rates decreased

by 13% over time

°
The implementation of PRAPARE allowed TOM to develop 8 fully 69gaged care and ader ship team wiho understodd the , ’ , C n n n n
compluctios of Pei pateits’ chenicel and noncieical reuds. I the words of one of COs leaders, “The PRAPARE 1ool . S O O VerSO I O O O
Wi that mising Ink that COM needed. i slowed our providers 1o have » betier understanding of sot anly the person n ,
from of them but the environment Id which Pey ved *

win the of Wi CCH's hestn patients, the team wanted (o Mfect more ° M 1
chorge and talor spediic resources omd senvices for thelt pacdatnc ond asolescent patients batting adiction. Through
NeaGun, CCH I8 sbile 10 Cruste 3pechic repoets 4nd Ulhie @adunce-Based scruening 1000 thal cn be used In

conunction with PRAPARE. such a3 e Adverse Chidhood Expedence survey [ACEL The team at COH decided 1o
“Decome port of the solution and wee this apporunty i 3 way 1o use PRAPARE to creme the very tool we iacked” to

* Provide staff with trainings

Compais Communty Heslth witzed the same leam that arglenested PRAPARE wih theit behaviorsl heath patients,

with the exception of addng o Psychiatric Nure Practitoner. The Peych NP works drectly with the SBIRT nurse to .

COONCInate Cate and iemity needs of the pediatrc padents and ther famikes | fed by and oTer pesessments. | - | -

The SBRT murse, Fonds Lewis, hos continued 10 lead the successi implementation of PRAPARE at CCH. Patient . M e e T O T I e I I TS W e re T e
SATHCI0N Trveys often mention Fonds or one of the behavory heolth providers sdministering PRAPARE with postive

comments sbout how much thiry helosd Perm andor theis child

= are and work at their pace

appiicadle to » petent
In the targeted peadistric
amd/'or adohscent ape

* It's not always about a
e I s dollar amount

tempiste in EHR b geared more lowwds ressurces thet would be

scults. Determined where the mepped and needed for these situations.
medified PRAPARE questions with PRAPARE For mxample, If & child
Guestions in the EHR 30 can easly store and drcioted Information that
Vuck data on pedetrc edolenc et patients recuited edditioral regorting

COMPASS & (i Giac
PRAPARE i .
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http://bitly/2Ez7bd6 Compass Community Health's
Implementation of PRAPARE with
. Ve SBIRT for Patients with Behavioral
RAPAREw‘:ithSBIR’l‘forPt:tgltswithBEhavioralHealthNeeds HeOH-h Needs Ohlo)

conPass < PRAPARE

Compass Community Mealth (CCH) Is lecated in
Portamout, Ohis, whare 89N of the population served
Is severely addicted 10 alcohol and/or illegal drugs.
Alse, 62% of CCH's patients are in the midet of some
sart of 1te rauma ranging Fom homeessness,

e “It's not always about dollar

being significantly highes than other communities with
Emiler camographic compostions

L — amount but all about

SBIRT {Screening, Bried Imervertion and Reforrsl for Trestment() in 20%. The gosl wos 10 reduce martidhy and motalty
of alcohol othir drug use, and trough ety wrd < of medoal and bhetwvicral heals
oprcaches. COH wall sew the dinect posliive culcomes and resdlts of the SBRT wowning end wertud 1o futer

[ ] [ ]
mpact Mo Ives of e patiects they served by focusng on the sociDeconomic crcumstances hat contidute 10 the
traume and subtance sbute. COY decided 1o inplament PRAPARE 10 tetler undintand Pub patients’ needs and I I w
provide tham with apcropdite WS SO s wd 10 the stafl in Juy 2017 wis

no resistance a3 sttt saw B as another opporunty for Impact with this speciic populstion, especially when
Implemented wongsde SBIRT screening With the Implementation of bom SBIRT ang PRAPARE. tubstance sbuse

deliver. Your bottom line will

Traning snd workTow implemertation were Cemcal for both SBIRT ang PRAPARE Becaune of the semilaritios, staft felt
comfodatie and conlident in sdmisitorng Both Kok to patimts. The COH cinicel ssafl chrectly imvolved n SBRT wne

[ ] [ ]
PRAPARE irpiementation inchaded the Cinical Direcior, Paych Nurse Fractitioner, SBRT Nurse, Care Coordinator, Licensed
Socul Worker snd the Outreach and Ervolment Speciyist U I y I

CCH hos 8 designated RN who completes both SBIRT ond PRAPARE screenings. SEIRT and PRAPARE are compieted
during 3 patient’s frst Cinic vist and wpdated anmaly Peceater uriess 3 speciic need s Wemfied. The nuese wil collect
the nformation during the wieling Lime bekore the petert wes Pw provider. The Oureach and Enroleunt Specialst refees

g commects patients 10 resources and services When patients re referred to 0fer community services, the sta®
1ow-UD WITh the patent ansor thelf referrsl source to sttempt 10 Connect them pgan

Compass Community Health Staff

— serve the patients who need

Providers and Nurses

screening will provide, and how It impacts the clinical outcomes of the patients

Performs PRAPARE data collection using mothational intanvewing sechmiques

SBIRT Nurse 20 sorves as the Point of Contact for The providers and Care Cosedimator on U S
o

10cioecommic related meme

Care Coorindator and
LISW

ST ——— - Erin Trapp, Clinical Director

ASSist woh pathent foliow Ps ANd CONNECENg PILOMS 1D COMMUNTY reSOUTCes

= COMPASS & i
< PRAPARE  Ziiiii: o U

© 2020. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, Oregon Primary Care Association.



http://bit.ly/2Ez7bd6

http://bit.ly/38ANKKX El Rio Health's Use of Kiosks
ELRIO & PRAPARE and Tablets To Administer

HEALTH

El Rio Health’s Use of Kiosks and Tablets to P RA PA R E Arizo n O

Administer PRAPARE

E1 Rio Sarta Cuz Neighborhood Meaith Corter, Inc, locased in Tucson, Arizong, begen PRAPARE implementaton in March
2017 Because potients were already Using Kiosks and tabiets st chockdn, Bl R0 s1fY fodt It would be eosy 10 ute Te same
pproach 1 mpleren! PRAPARE Along with the kicska, stal and Madersted decided 10 duveiop én electronic form in
NesaGen on tablets for patients 50 o0 18 out themseives inatead of having patients sef-adminiter Using e paper-bazed
took. OTech, 3 sec™nogy based cusiomization sofware, paryreted with El Rio to bufic PRAPARE imo o tablet system,
eroering PRAPARE questions were chapliped commectly and that PRAPARE cule win populeed drectty nio Bl Ros

NesaGen Elecronic Heath Record (EHR). Stat ploted and deployed this IFnovntion to teo of B R0’ largest heath center .
hes and received feecbock from sta and patients before sproading 10 other sites El RS0 has since rolied cut PRAPARE o
fNe More 10caton Mies and cominues 1o expand PRAPRE molementetion with standard staff banngs and engegenent

opporntes

1T Staff Invoived in the Deployment of PRAPARE Using Kiosks and Tablets L] L]
The IT depantment at B Rio had » team of prople dedicaned to the testing and Implememation of PRAPARE in Mosks and e I I l I l I I l
tabiets with roles ranging from Data Analysts 10 Support Technologsts.

El Rio's IT Department

worked dosedy wih OTech for configuration and aned all staff as weil as

o ather feedback at all
Network Technoloqists verifed that there © Mo barriens 1o the technology working et different sites t u
IT Trainers implemanted a plan for cnboarding stalf. The trainers were present for el
00 Lives and corinued 10 peovide omgaing support 1o al sites .
° 1 b b
Support Technologists deployed the kiosks and tablets ( }I l I y u p( }r S€ }rS
B i 8 aend e e o e S o S e D eve | O p a resource b o]0 K

tatiets and kicska, B o wis commitied 10 UBding e lechnology plitioem to collect PRAPARE date and 30 they
wirted 50 ofdare that They hed proceises and precedures in plece for smoother adoption. Before spresding %o cther
lozation stes. El RS0 provided mone training and suppot 1o statt. This included having lechnicdl and operitionsl orocesses
wirbedded for & perod of cays Ul & wis siscred that stall were folowng the corect rocedures and workfiowns.
The Communty Heslth Advisces and IT leam worked coldborativty 1o identity best practices and lessom leared 1o
e workdoms sl Ulimately led to addess DIINNN Nesds And 10 efrre that ary Ssues wih workfiows o

a1 lochs were id wnd fand quckly. Lasthy leadenhip quickly leamed thet 16T were very inferested in
VsusEing e impact of thet mplementation offorts by seeing duls and melnics to show VTRZAION & Pe Inchidue sle
leved and not pat ot the aggregite crgarizatonal kvl Kay staff memers feft thet it mis mperative 10 see drectly how
their work was rroucing e ovirall poal of addresaing needs 1o their patients. B! Rio st cortines 30 work through
sokutions 5 & tmely marnur and educ e il oo PRAPARE Lo ultmatoly inprove patunl hestis and web-beng by providng

commurnity 1eh0urces 30 hire b need
EL RIO 4”
v I RAI ARE COMMUNITY HEALTH CENTER
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At b 2t La Clinica’s Use of PRAPARE
S & PRAPARE Willg Formerly Incarcerated

-
La Clinica
ree

La Glinica’s Use of PRAPARL with Formerly Populations (Californio

Incarcerated Populations

Lo Okica co La Raza, inc. [La Cinicel & o Federdly Quallid Heatts Conter peoriding comprehonive healh care 1o
underserwed pogulations n Alemeda, Contra Conte, and Solno Countus. The crverse and lowincome communties in
thete counties face barers 10 accesiing care reliled 10 cost lngustic oltion, end Insccesalbily of hest cae
providers. To meet the needh of these lowncome communties, Le Clinica has Deen o B forefrant of develoging
oulturaly and Ingustically responsive patient-ceniered healh care services that recuce bariens to care for over 47 yeory

[ ]
In recogemon of e high need for integraned secvoes for thote recenty refessed from poson n Solano County, Ls .
Cinica establahed » Transtions Cink in 20%. Modeled after and poart of the Tranemons Ciinic Network based out of San
Francisco and hunded by a local managed cave plan ac well a5 the Board of State and Communiyy Correctons. Lo

Cinica's Transition Cinic  grovides comprehensive, Integroted cinical core. cwve coordnation, refemals and case
managemenm sevvices talored 1o T formerly INCarcersied populstion, who often esperence 1ipnificant economic and
ool cbetacies ot moy prevert them from obisinng ganfe employmert, stable housing. and 3 supportive sockyl
network. Ly Onkca decided to implement PRAPRE ot ther Transtions CInic to Dether undentand the sccoeconomc

[ ] [ ]
obstachs and bamiers thet their patients face and 1o Mrgel eppropridte services, roléerals, and interventions . A rO C p O I e n S W I
La Cirica has a Memorantum of Usdernstanding with the Solno County Shent's
OMce that oiows the community healhh worker (OW) to receive 8 st of
InGtvicuals that are DG released. Lo CRrica also recetves rederals from Cose o [}
MANagers ot diferent pisors and parole apencies in the area The THW is able to I n C S n T I V e S
relstionships wih IndVduals who were recently Incarceraied, La CInks ensures (5 Clpica's Trassithens Chnis care toom
to sfocate suffcient tme ot the take process. even Up 10 an how F needed (right te butt):
Oc fom Fivmiutin, M3 & Provider [ ]
ARec pamnblering PRAPARE, the patient visits with the mecical provider 1o receive Caavgin we Mabeans Carca-Crowdey,
primary care sernvices. The Transtions CInc team (0onsistng of 3 meakal provider, & Corrrnanty Puarh Rrher .
CHN, ona o Communty Hoadt Education Supenisor) works cosely together to —
Coorcinate Care and provde Cans mansgemett The THW attends coladoratiee
meetings, Community everts. nd cutrench events and vwehs hatway homes snd
| L]

CHW Is then pbie % whedule 3 primary care sppaimment

At Lo Oinica’s Tramstions Tinic. 3 community health worker [who Mad N1o been
formedy incarceratech adminsters the PRAPARE scroming 100l at intake 0 »
conversationsl way W buld rapport and Wust wih  patients. Becaute the
community health worker had ako been formerdy Incarcersted, they see atie 10 refate
to paents’ exprrences and UNJorand how SOme qUEsHons Can tigoer untesoled
trauma. During Te conversation, he CHW provid es coordinsted suppon services and
refermoks 10 oher community resowrces. Given the reed 10 bkl ¥ustng and lasting

estavinh » relationship wih e nmate belore ther release e by connecing va
thelers 1o promade the services provided at e Transtions Cinic

webcom Prough o confidential b visit 10 identfy the needs of he indvdual The
2

v P R A PA R E a californ:ils:mlcl:r::erca- : :
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http://bit.ly/35/v707 RiverStone Health’s

, Incorporation of PRAPARE
g Data for Risk Strafification
RiverStone Health’s Incorporation of PRAPARE Gnd Scorlng ( Mon- an O)

Data for Risk Stratification and Scoring

Located in Bilings, Montans, RiverStone Health

T ¥ + Responding to Socioeconomic

approach was utiized to plan the implementation
of PRAPARE and to test, eveluste, and revise the

clinical workflow that would be used by sll sites. - N |

o nd the utilty of the standardized e e S

a © v , the
d . °

: e arageen  Creation of Windows One Note
AL RiverS2coe Healih, patwnts (ape 18 and older] st asked 30 complete PRAPARE oo an S Upon theckin g
Providers and the dinicel Work IDgeiher 10 addrens RO RIVG SCIeNNG 1eSPOries Lo the repurding Datwnts
1 o

who elher have Mgh stress level , el physicelly ot Iy unsade, of o mot Barve @ Suppoet system If ° b
or sy socid ks, B petient wil e connected with the T Care Manager ot the Sme of [ ]
o Al ¢ PRAPARE formn are entured 1m0 the petert's care plan itto the Excrons:

the patern screens posit
&
Healt Record by he Care Menager. This alows for dats racking and recarding of the pEiernty’ S0C00CaNOMK CONCHTE

thest foe
°
To Buve & more seamss worklow 30 nespond 1o needs, BwerSione Heih wicr<oded PRAPARE questions 1o slert salf
Implamenting PRAPARE at 1o mhich 1 are maat aopeopriatn 12 wspand to cartain nesc. A positve screen ndicated O e O rr \ O LJ O rl O L) S
n the yelow secton notfies the mechcs dsatant that the Care Coordnanor shoud ee 1he patiest after thelr visl 1o

Gress those partoulin needs A Douiive sCreen in Hhe Cranpe seclion, on P o hand. ndicates that & chnical and'er
betwrvicrsl hodih lam membiér s*ould be votved 10 help address raka relited 10 e, safely, and domestc voknce,

Community Services
SRS - Development of a Risk

e Stratification Model that
i Incorporates PRAPARE Data

iverStone’

Health

<& PRAPARE
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Valley-Wide Health Systems’

http://bit.ly/2rHOfGg Linkage of PRAPARE with
Py @ PRAPARE Enabling Services and Care
Vol Whds oabh Syecome Liskoge of PRADARE with Coordination Tracking Tools

Enabling Services and Care Coordination Tracking Tools
Estatiished in 1976, Valley Wide Healh Systems (VWHS) has thirteen primary heoth core delivery shes strateglcoly
located Proughout mutiple rursl counties n Southern Colorndo. These ful-senice Cinics re complememed by sighe
Germisl cinics, four physical therapy ciinkcs, and numercus andlary heoth services to address e rousne and complex

needs of Pe patient pOPUNTIONS and communties terved Nong with mukiple outreach programs, VWHS a0 oversees
an Agriculiaral Worker Hoalth Senvice Program that provides vouchers 1o patients b areas o the style that do not have

migrart‘seasonsl farmworker Programs. VIWKS focuses 0n 3ssistng the patient by addressng bartiers wch o5 coet, (]
cultire, longuage, ey, and transportation $at may hisder e use of spproprinte healih care services. VIWHS
implemented PRAPARE 10 help Mem bemer identity and track noncinical needs 10 further inform ek ensbing services . W I

work

Tool

Valley Wide Health Systems’ Enabling Services Tracki

Back in 201 VWS bult an Ensbing Senices Home o °
tarrplate et 10 repiace some kgecy spreaditeets wnd
ecoss  dulebines arcund both Care Coordirulion and - .
Frarcel Elgitiity. Over the years, the Enating Senkes eree
Aupartment morkod with the Busiress e ligunce departnent -
1o eopand and refne tha wyalem 10 betier Caplre ulibie dute
B . | | . T b fl . b |
sl themeehes then worked on ways to refine their own x g
wWorkfows ond suggest ways 10 reine Pe processes needed °
Afer buldng the onginial Ensbing Services Home tempiste,
VWHS bult 3 registry system that would query patient charts

ALVAKS, the Enabling Services depirtment ahways had o

UNQUe cullure Tocused on dets and worked with P Busnen
overmight snd look for “scticnabile’ iterms for reslame dats
White mony of fese items weve Cinical In nature, others je.g.

Ireeligence departmen o cusiom-buld and relne cver 90X
seif-maragement goal setting) were more non<inical Tre

of ke workfow in-house 20 thet dets entry could be broken
Enobing Services sta® were some of Pe Nghest nlzers of
e regstries, oen wing the reghyes 10 OUlTEsch 10 patierts .
and proactisely sssst them with their heathcare and soca
°

the Business Irteligence s14T's profickency with EHR
devwiopment, dets repcrting, and [fecyche dewelopment with
the Ensbing Services stof's knowledpe of program dsts
needs, ApPIHTON ond grant requirements. and patient needs
olowed them to buld robust and usedd toos. Once the vy
prototypes were worked through and Pe design of Enading
Services Home tarted 1o stabiize, the Enating Senvices

out ecross sall depending on thelr specfic focus. Combining
needs

Recenty, the Erabing Services department focused on
Incorporating PRAPARE im0 ther curment workfow 1o bemer
inform theit work and help Weraity those most i need Based
on feedbock from w=afl VWHS ncorpormied the FRAPARE
tempiste im0 ther ENR (NewtGen) In & way thet slowed
Incividual data poknes 1o De queried to gve » single summary
redew of b pOTent's SOCNECONMIC Sroumstances whilke
g charges 10 sail's workfiow. Afe vemng PRAPARE duts in Bwk dashibowrds, manegern end viall were quickdy
b 10 sew DOt strangti end weaknesses of Twd indhvidual senioe Fes, sach i where they might De o rtatied
Sared on reeds ientifed of mhwre they codd make thelt service Ines more efMicent

. Health
"I Outreach

& PRAPARE Valley-Wide oy -J Partners

Health Systems, Inc.
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About Us

National Training and Technical Assistance Partners (NTTAPs)

ili. Health
l"l Outreach
Partners
AAPCHO (QUITARKT COMMYR
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©

Vetting Protocol

L

Learn About the NCAs

Q

Find Resources

08

Have a Question? Ask

Us

B Bl ABOUT PARTNERS FIND RESOURCES PRIORITY TOPICS PROMISING PRACTICES CONNECT
gy CLEARINGHOUSE

Qs Diabetes & Capital Development K3 Clinical Issues

¥® Emerging Issues P HIT/Data &, Leadership

« Outreach Governance Lh Practice Transformation
7% Special & Vulnerable Populations %‘ Social Determinants of Health " Workforce

|#”* Quality Improvement $ Finance #d Emergency Management

Website: www.healthcenterinfo.org

NATIONAL



http://www.healthcenterinfo.org/

Association of Asian Pacific Community Health Organizations (AAPCHOQO) is a national
organization representing health centers and community- based organizations (CBOs)

serving Asian Americans, Native Hawaiians and Pacific Islanders (AA&NHPI). Our mission is

dedicated to promoting advocacy, collaboration, and leadership that improves the health
AAPCHO status and access of AA&NHPIs within the United States, its territories, and freely associated

states, primarily through our member health centers.

Key Topics

L Disaggregated race/ethnicity data collection P Social determinants of health data collection

Q Culturally and linguistically appropriate services Q:Enabling services data collection

Website: www.aapcho.org

i1:. Health
PN HEALTH CENTER I} Outreach
L B RESOURCE 1.3 Partners
N Popamdd : artners

(@ CLEARINGHOUSE
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l l e H ea'th HOP is a national non-profit organization that works to build strong, effective, and sustainable
O u t reac h grassroots health models by partnering with local community-based organizations across the

Partners country in order to improve the quality of life of low-income, vulnerable, and underserved
populations. Clients include health centers, Primary Care Associations, Health Center Controlled
Networks, Clinic Consortia, local health departments, advocacy organizations, and other organizations that seek to improve

health services, access to care, and health equity.

Key Topics

Lh Program planning and evaluation i¥ Outreach and enroliment
& Transportation ' Collaboration

g
E] Needs assessment

Website: outreach-partners.org

il;. Health
LN, HEALTH CENTER Il outreach
L I8 RESOURCE ' Partners

WIS CLEARINGHOUSE ~
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MHP Salud implements Community Health Worker programs to empower underserved Latino
communities and promotes the CHW model nationally as a culturally appropriate strategy to
improve health. MHP Salud has been implementing Community Health Worker programs in
underserved communities for more than 35 years and providing training on the Community
Health Worker model for more than 20. Our work extends from single organizations, assisting

every step of the way in planning and executing effective CHW programs in their communities,

all the way up to state and national initiatives, focused on standardizing the CHW model and

mhpsalud.org advancing the profession as a whole.

Key Topics

v Implementation of CHW programs in hard-to-reach 0‘) Return on Investment for CHW programs
opulations
i &: Defining the differences between Community
l"_’Evaluation and outcomes for CHW programs, Health Workers, Outreach Workers, and other
especially related to CHW-collected data Enabling Services Staff

® Certification of and professional development for
CHWs

Website: mhpsalud.org
1. Health

PR HEALTH CENTER ,| utreac
RESOURCE 1 g’;_r ach
W artners

CLEARINGHOUSE AAPCHO 2oyl
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NATIONAL The National Health Care for the Homeless Council is a 501(c){3) non-profit membership
HEALTH CARE organization that leads a network of more than 10,000 doctors, nurses, social workers, patients,
for the and advocates who share the mission to eliminate homelessness. The Council was founded on

HOMELESS
the principles that homelessness is unacceptable; every person has the right to adequate food,

COUNCIL

housing, clothing, and health care; all people have the right to participate in the decisions

affecting their lives, Since 1986, we have been the leading organization to call for comprehensive
health care and secure housing for all. We produce leading research in the field and provide the highest level of training and

resources related to care for persons experiencing homelessness.

Key Topics

¥ Consumer engagement [+ ] Integrated care (Integrating health and housing,

o 3 behavioral health and primary care, substance use
Vv Medical respite

disorders screening/treatment)

il Trauma-informed care
j, Health equity (Adapted clinical guidelines, enabling

services, outreach, street medicine and shelter

care)

Website: www.nhchc.org

;. Health
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