
TWO SIDES OF THE SAME COIN: ADDRESSING 
SOCIAL DETERMINANTS OF HEALTH AND 
ENABLING SERVICES DATA COLLECTION

April 25, 2019
1:30 p.m. EDT



Overview
Purpose:
Standardized data collection on SDoH and ES are two sides of the same coin and
provide the foundation for health centers to succeed in a value-based pay environment
by not only helping them address root causes of poor health, but also by highlighting
the value of the health center model.

By the end of the webinar, participants will be able to:
Ø Explain the importance of tracking health center interventions in

addressing patients’ social determinants of health risks.                              
Ø Describe the role of Primary Care Associations (PCAs) and health

centers in identifying patient social risks and promoting a
standardized protocol to track enabling services.

Ø Identify resources available for PCAs and health centers to implement
an enabling services data collection protocol within their own
organizations.
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Agenda
1) Welcome & Introductions
2) Enabling Services Accountability Project 
3) NCA Partnership: Enabling Services Data Collection 
4) PCA Perspectives 
5) Health Center Perspective 
6) Q&A/Closing 



Using GoToWebinar
• All participants in Listen Only 
mode

• Connect to audio via telephone 
or computer, not both

• Type questions or comments 
into the “Question” box on your 
Control Panel.



ENABLING SERVICES 
ACCOUNTABILITY PROJECT



AAPCHO’s Enabling 
Services Accountability Project
PARTICIPATING CENTERS: 

• Charles B. Wang Community Health 
Center (New York, NY)

• International Community Health 
Services (Seattle, WA)

• Kalihi-Palama Health Center 
(Honolulu, HI)

• Waianae Coast Comprehensive 
Health Center (Waianae, HI)

*Acknowledgement: New York Academy of Medicine (NYAM) , National 
Association of Community Health Centers (NACHC), et al.



AAPCHO’s Enabling Services Accountability Project (cont.)

Develop 
standardized 

enabling services 
(ES) data collection 

protocols

Describe utilization of 
ES at health centers

Evaluate the impact 
of ES on health 

access, outcomes, 
and utilization of 

primary care

Disseminate findings 
to health centers and 

policymakers to 
guide effective 

resource allocation

Facilitate research 
and expansion 

opportunities to other 
health centers and 

networks

Goals



Definitions
• Enabling Services: Non-clinical services that are specifically linked to a 

medical encounter or the provision of medical services for a patient at your 
health center. “Enabling” patients to improve access and health outcomes. 

• Standardized collection allows for better tracking of these unique services 
across health centers for national evaluation and advocacy

15 categories of services
• Social Services
• Case Management
• Referral – Health
• Referral - Social
• Financial Counseling

• Health Education, 1-1
• Health Ed, 2-12
• Health Ed, 13+
• Supportive Counseling
• Interpretive Services

• Outreach
• Inreach
• Transportation – Health
• Transportation – Social 
• Other



Old ES Categories Revised Categories Code

Case Management Assessment (CM001) Social Services Assessment SS001

Case Management Treatment and 
Facilitation (CM002)

Case Management CM001

CM Referral (CM003) Referral- Health RF001
Referral- Social Services RF002

Financial Counseling/ Eligibility Assistance Financial Counseling/Eligibility Assistance FC001

Health Education/Supportive Counseling
*Individual
*Group

Health Education- Individual (one-on-one) HE001

Health Education- Small Group (2-12) HE002

Health Education- Large Group (13 or 
more)

HE003

Supportive Counseling SC001
Interpretation Interpretation IN001
Outreach Outreach OR001

Inreach IR001
Transportation Transportation- Health TR001

Transportation- Social Services TR002
Other Other OT001



BOTH are necessary to:    
ü Demonstrate health center value to payers
ü Seek adequate financing
ü Better target and/or improve services
ü Achieve integrated, value-driven delivery system

and reduce total cost of care

NEEDS 
DATA 

Standardized 
data on 
patient social 
risk/barriers 

RESPONSE 
DATA

Standardized 
data on 
interventions 
(ES + others)



NCA PARTNERSHIP: ENABLING 
SERVICES DATA COLLECTION



Non-clinical	services	that	are	provided	
to	health	center	patients	that	promote,	
support	and	assist	in	the	delivery	of	
health	care	and	facilitate	access	to	

quality	patient	care

What Are Enabling Services?



NCA Partnership
Ø Training	of	Trainers	Approach

Ø T/TA	Examples

Ø Categories

Ø Implementation	Packet:

http://www.aapcho.org/resources_db/enabling-
services-data-collection-implementation-packet/

Ø Meeting	with	PCA/HCCN	Partners	(Dec	2017)

http://www.aapcho.org/resources_db/enabling-services-data-collection-implementation-packet/


PCA/HCCN Virtual Convening: Major Themes 
ØWhat	is	the	value	of	this	work?
ØWhat	are	the	biggest	barriers	to	implementation?
ØHow	is	your	organization	helping?
ØHow	should/could	PCAs,	HCCNs,	and	NCAs	use	this	data?
ØHow	should/could	PCAs,	HCCNs,	and	NCAs	support	ESDC?



Findings and Recommendations
ØValue	of	ES	– sets	health	centers	apart
ØTracking	varies	greatly;	ES	likely	underreported
ØImportance	of	using	ES	data	to	show	ROI
ØValue	of	toolkit	&	structured	trainings
ØValue	of	linking	to	PRAPARE



PCA PERSPECTIVES



Tracking Enabling Services



Our History

• Partnership with AllianceChicago to purchase their customized Centricity 

EHR content

• AllianceChicago had health center in Hawaii that requested enabling 

services content, based on AAPCHO work

• Opportunity to work with AAPCHO to implement enabling services data 

collection within two Iowa health centers using AllianceChicago content

• Learned that implementation of PRAPARE (or other SDOH screening tool) 

first helps demonstrate the value proposition for collecting enabling 

services . . . 

• Same two health centers then served as pilots for testing and 

implementing the PRAPARE tool 



Where We’re Headed Next

• We now have six health centers at different stages of implementation of PRAPARE 
across Iowa
• Over 24,000 unique patients have been screened with the PRAPARE tool across the state

• Capturing SDOH has made obvious the need to capture enabling services in a 
standardized way as had the opportunity to implement Medicare CCM programs

• The Iowa PCA and its member health centers are focused on:
1. A process for determining if health centers have the ability to capture enabling services in a 

consistent way in their current HIT environments
2. An evaluation of vendors that specialize in connecting health care providers with 

community-based services and ensure a closed referral loop with technology
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April 2019

The MPCA Mission & 
Vision
Our Mission:
To enhance integrated care through community health centers 
while influencing policy at the state and national level

Our Vision:
Quality Integrated Care for All



Michigan Health Centers



Michigan Health 
Center Sites
• 45 Health Center 

organizations
• 38 Health Centers
• 3 Health Center Look-Alikes
• 5 American Indian Health 

Service Providers
• Serving more than 700,000 

patients at over 300 sites in 
both rural and urban 
communities across Michigan

Source: American Journal of Public Health 106, No. 11 (Nov. 1, 2016); pp. 1981-1989



Section Title



Social Determinants of Health and 
Enabling Services



Section Title

• Partnerships with social services organizations 
• Branding to increase awareness of comprehensive primary care 
• Advocacy
• Outreach and enrollment network 
• Community Health Workers network
• Medical-legal partnerships
• Food insecurity 
• PRAPARE implementation
• Patient perspectives pilot project

MPCA Support

Enabling Services



• Build and strengthen partnerships
• Continue to advocate for health centers and enabling 

services
• Support data collection of social determinants of health 
• Support health centers in implementing PRAPARE tool
• Risk stratification
• Workforce support
• Alternative Payment Methodology 

A Look into the Future

Priorities



Azara
Walkthrough

 

 

 



Improving Patient Outcomes Through Data

Social Determinants of Health: Understanding Your Population

March 21, 2019



CONFIDENTIAL

This file contains information that is confidential to Azara Healthcare, LLC  
Do not view, copy, distribute, or disclose without prior consent.



SDOH Start to Finish

Choose a Survey Tool

Create/Use the EHR Templates Available

Define Workflows Required to Capture SDOH Data

Mapping and Validating the data

Understanding SDOH: Drilling Down in DRVS

Use the Data
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Understanding SDOH
Drilling Down in DRVS



Drilling Down in DRVS

Dashboard Registry PVP CMP

azarahealthcare.com 3
5



Social Determinants of Health (SDOH) in DRVS

azarahealthcare.com 3
6

▪ Available on PVP and Care Management Passport

▪ Filtering by SDOH Triggers (e.g., values)
– Available on all measures and reports via the "Additional Filters" icon.
– Reflect SDOH triggers active during the selected measurement period for the given  

report/measure.

▪ SDOH Filter
– A list of available SDOH triggers, as seen on the PVP.
– Filter works as an "AND" statement. For example, if two triggers are chosen, the patient  

must have both triggers.

▪ SDOH Count Filter
– A numerical filter displaying the count of active SDOH triggers for patients.



Social Needs Assessed | Screened – Core – Results



Social Needs Assessed | Distribution and Count

azarahealthcare.com 27



Social Needs Assessed | Screening – Trend and Core Criteria

▪ Evaluate assessments done and completeness of assessment



Trendline by Location

azarahealthcare.com 29



Social Needs Assessed | Criteria by Domain



SDOH Registry

▪ Questionnaire Completed Date – Used by CHC to indicate an  

assessment of social needs has been done

▪ SDOH Tally

▪ SDOH Triggers - also on PVP & Care Management Passport

▪ Raw SDOH responses

42azarahealthcare.com



SDOH Triggers and Raw Data

43azarahealthcare.com



Accessing the SDOH Filters

44azarahealthcare.com



SDOH Filters
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SDOH Filter Functionality
AND

OR

▪ Ability to filter by SDOH criteria and SDOH Count

▪ Patient must fit all filter types added to appear.

− Period AND Housing Situation AND Financial Class, etc.

− Applies to patient characteristics (not locations/providers)

▪ Patient can fit any filter within a specified filter type.

− Food OR Utilities OR Phone, etc.

46azarahealthcare.com



A1c >9 or Untested = 32%

47azarahealthcare.com



Diabetes >9 or Untested by SDOH Risk

34% of patients with food insecurity  
have an A1c>9 or untested

(2% worse than general Population)

48azarahealthcare.com



DM >9 or Untested by # SDOH Risks

40% of patients with 12 SDOH risk  
factors have an A1c>9 or untested

49azarahealthcare.com



DM Dashboard with SDOH Filter

50azarahealthcare.com



Pre-Visit Planning (PVP)
▪ SDOH section on the PVP.

▪ (10) Indicates number of SDOH risks.

▪ Configurable alert – default is assessment in 1 yr

▪ Required UDS SDOH items will show if entered in registration/demographics.

▪ SDOH must be turned on in Admin.

40azarahealthcare.com



Care Management Passport

41azarahealthcare.com



Hypertension – SDOH Transportation Insecure (TY April 2018)



Hypertension – SDOH Transportation Insecure + Homeless



?
Questions?

? ?

azarahealthcare.com 50



Need to Know More?



• Associate Director of Operations and Enabling Services
• Email: nchoudhury@mpca.net
• Phone: 517.827.0475

Nashia Choudhury, MPH

Cheryl Gildner, MA
• Data Manager
• Email: cgildner@mpca.net
• Phone: 517.827.0870

mailto:nchoudhury@mpca.net
mailto:cgildner@mpca.net


HEALTH CENTER PERSPECTIVE



PRAPARE Screening 
Implementation

Upper Great Lakes Family Health Center 



Quick Facts

u Upper Great Lakes Family Health Center 

u 24,792 patients in 2018

u Services in 4 counties in the Upper 
Peninsula of Michigan

u Service Lines

u 9 Family Practice clinics

u 1 OB/GYN Clinic

u 1 Pediatric Clinic

u 2 Dental Clinics

u Behavioral Health 

u Care Management Services



PRAPARE Screening 
Implementation: 
Phase 1 

u Initial focus on care management 
& care coordination patients

u Care management eligible patients 
are identified by provider, nurse, 
and in team huddles

u PRAPARE screening embedded into 
care management/care 
coordination workflows

u Care managers, coordinators, and 
community health workers trained 
in providing enabling services. 



EHR Progress Note View

Patient Registry (Azara) View 



PRAPARE 
Implementation: 
Phase 2

GOAL: Implement Screening for ALL 
Patients

• Increased intake time
• Screening burnout – Up to 37 questions for 

adult annual exams
• AUDIT-C
• Tobacco Screening
• PHQ2/9
• GAD-7
• DAST-10 
• RAAPS (Adolescent)

• PRAPARE Screening is performed, now what? 

Challenges:



PRAPARE 
Implementation: 
Phase 2
u Solution: Check-in Kiosk

u Add ALL adult intake question on kiosk for 
patient to fill out in waiting room, including 
PRAPARE

u Nurse imports filled out questionnaire into 
EHR

u Structured data captured, decreased intake 
time

u Start with Adult Annual Exams

u New Challenges

u Long Lines 

u Increased time to before check-in status 
appears

u Some populations unable to navigate kiosk 
check-in



PRAPARE 
Implementation: 
Phase 2

u Final Solution

u Remove kiosk stand, invest in 
loose iPads

u Front desk staff hand patient 
iPads 

u Patient fills out while waiting for 
intake nurse



Condensed 
Workflow



Enabling Services Process



Next Steps
u Final Solution

u Enabling services codes

u Alert in Pre-Visit Planning



Contact Me

Kelly Niileksela | Quality Manager

Upper Great Lakes Family Health Center

506 Campus Drive, Hancock, MI 49930

P 906.483.1490 | F 906.483.1394

kelly.niileksela@uglhealth.org
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QUESTIONS & ANSWERS



Questions for Speakers



Open Discussion
• What types of non-clinical services are you already providing that may 

not be represented in your data reporting? How much ROI might be 
missing? 

• In what areas could NCAs or PCAs improve their assistance or impact in 
the area of ESDC? Are you currently supported in this area by your own local 
PCA?

• From the implementation example you heard today, what stood out as the 
most feasible approach to introducing a new process?  What might be the  
biggest barrier to a similar implementation process? How might it be tailored to 
suit your organization?  



Resources
Øenablingservices.aapcho.org

• Implementation Toolkit:
• ES Research Studies
• Webinars
• Health Center Training 
Opportunities

Ønachc.org/prapare
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