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NEXT STEPS 



NEXT STEPS 

Complete 
Implementation & 

Action Toolkit 
Phase II Spread  

2016 

Including: 
* Free EHR Templates—by 
May 
* Training Materials—by 
this summer 
* Model Interventions to 
Address the SDH—by this 
summer 

Including: 
* Standardized data on 
Interventions  
•  National PRAPARE 

Learning Network 
•  State Based Action groups 
* Validation  
* Translation 
* Pediatric PRAPARE Tool 



PRAPARE resources: www.nachc.com/research  
¡ PRAPARE Tool 
¡ Implementation steps and timeline 
¡ Data Documentation 
 
AAPCHO’s ESAP technical and other resources at 
http://enablingservices.aapcho.org.   
 
PRAPARE info and listserv signup: Michelle Jester, mjester@nachc.org 
 
AAPCHO ESAP technical assistance:  Heather Skrabak, 
hskrabak@aapcho.org 
 
 
 

RESOURCES AVAILABLE TO YOU 
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¡ eClinical Works: June 15th 
¡ Epic: June 23rd 
¡ NextGen: June 28th 
¡ GE Centricity: June 29th 
¡  Email Michelle mjester@nachc.org if interested 
 
¡  Will cover the following: 

§  Steps to implement EHR template in another clinic’s EHR system 
§  The particulars of using the PRAPARE template 
§  A health center’s experience in redesigning or modifying workflow to collect and respond to the data 

on social determinants 
§  How the PRAPARE template can expedite the reporting and aggregation of data and be used for 

patient and population-level interventions 
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PRAPARE EHR-SPECIFIC WEBINARS 
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THANK YOU! 

 
 Vija Sehgal 
Chief Quality Officer 
Director Pediatric Services 
Waianae Coast Comprehensive Health Center 
E: vsehgal@wcchc.com 
 
Rosy Chang Weir, PhD 
Director of Research 
Association of Asian Pacific Community Health Organizations 
E: rcweir@aapcho.org 
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QUESTIONS AND DISCUSSION 



¡  End of presentation 
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  accessed	
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Figure	
  1

WHAT IS DRIVING THE NEED TO COLLECT DATA ON 
THE SOCIAL DETERMINANTS OF HEALTH (SDH)? 

How well 
do we 

know our 
patients? 

Are services 
addressing 

SDH 
incentivized 

and 
sustainable?   

 
Are 

community 
partnerships 

adequate 
and 

integrated? 
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Social and Economic 
Factors (40%) 

Clinical Care 
(20%) 

Health 
Behaviors 

(30%) 

Physical Environment 
(10%) 
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Community 
Context 

Understand 
Patients 

Transform 
Care 

Impact Demonstrate 
Value 

FROM DATA TO PAYMENT: CONNECTING THE DOTS 

àUpstream 
socio-
ecological 
factors 
impact 
behaviors, 
access, 
outcomes, 
and costs 
 
 

àInquiry & 
standardized 
data 
collection 
 
 

àUnder-
stand extent 
of patient & 
population 
complexity 
 

àNew or 
improved 
non-clinical 
interventions, 
enabling 
services, 
and 
community 
linkages 
 
 
 

àImpact 
root causes 
of poor 
health 
 

àImprove 
outcomes, 
patient/staff 
experiences 
 

àLower total 
cost of care 

àNegotiate 
for payment 
change  
 
àEnsure 
sustainability 
of 
interventions 
 
 
 

Analyze standardized data 

Individual Patient 
Level 

Local Population 
Level 

State and National 
Level 



Selected questions 
to measure SDH 

domains 

• Pulled from 
existing 
validated 
questions when 
possible (few 
validated 
questions exist) 

Questions 
Reviewed by 

Health Literacy 
Expert   

• To ensure 
language 
matched 
common 
reading levels 

Performed 
Cognitive 
Testing on 
Questions 

• Each pilot site 
performed 
cognitive 
testing with at 
least 10 
patients 

Pilot Tested 
Questions 

• Revised as 
necessary after 
pilot testing 
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VALIDATING THE TOOL 
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EXAMPLES OF NEXTGEN TEMPLATES 
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EXAMPLES OF NEXTGEN TEMPLATES 
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USING DATA ON THE SOCIAL 
DETERMINANTS OF HEALTH 
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COMMON CHALLENGES ENCOUNTERED WHEN USING 
PRAPARE AND SOLUTIONS 

 
Challenge: Staff and Patients Don’t Understand Why 

Doing PRAPARE 
 

Solution: Use short script to explain to staff & 
patients why health center is collecting this 

information.  Message around better understand 
patient and patient’s needs to provide better care 

 

Challenge: Have too much going on now to add 
another project 

 
Solution: Don’t market PRAPARE as new big 

initiative but as project that aligns with other work 
already doing (care management, ACO, enabling 

services, etc) 

Challenge: How do we 
implement this without 
increasing visit time? 

 
Solution: Find “Value-Added” 

time, whether in waiting room, 
during rooming process, or 

after clinic visit 

Challenge: Fitting PRAPARE into 
Workflow 

 
Solution: Incorporate into other 

assessments to encourage 
completion (Health Risk 

Assessment, Depression Screening, 
Patient Activation Measure, etc) 

Challenge: Inability to Address SDH 
 

Solution: Message “Have to start 
somewhere and do the best we can 

with what we have.  Collecting 
information will help us figure out 

what services to provide.” 



HOW CAN PRAPARE BE USED AT 
YOUR ORGANIZATION? 
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• How will tool be administered to the patient to ensure that it 
accurately identifies the SDH the patient may have?  Right Information 

• Who will collect the data and who will address the social 
determinants identified?  Right Person 

• How will resource information be organized so that it is readily 
available and standardized for all?  

Right Intervention 
Format 

• How is the appropriate care team member notified to address the 
SDH identified?  Right Channel 

• When in the patient visit does it make sense to administer the tool 
and when is the best time to address identified SDH?  

Right Time in 
Workflow 
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IMPLEMENTING PRAPARE:  
USING THE FIVE RIGHTS FRAMEWORK 



SAMPLE WORKFLOWS 
Health 
Center 

Who Where When How Rationale 

CHC #1 Non-clinical staff 
(enrollment 
assistance) 

In exam room Before provider visit Administered PRAPARE with 
patients who would be 
waiting 30+ mins for 
provider 

Provided enough time to discuss SDH 
needs 

CHCs #2 Nursing staff and/
or MAs 

In exam room Before provider 
enters exam room 

Administered it after vitals 
and reason for visit.  Provider 
reviews PRAPARE data and 
refers to case manager 

Wanted trained staff to collect sensitive 
information.  Waiting area not private 
enough to collect sensitive info 

CHC #3 Non-clinical staff 
(patient navigators, 
patient advocates, 
and community 
health workers) 

In patient 
advocate’s 
office 

After clinical visit 
when provider refers 
patient to patient 
navigator 

Patient advocates administer 
it and then can relay to 
provider in office next door. 
 

Wanted same person to ask question and 
address need.  Often administer 
PRAPARE with other data collection effort 
(Patient Activation Measure) to assess 
patent’s ability and motivation to respond 
to their situation. 

CHC #4 Medical Assistants In exam room Before provider MAs administer PRAPARE 
while patient is roomed but 
before provider.   

Want to get patient in to exam room as 
quickly as possible.  However, often don’t 
finish because provider comes in to exam 
room.   

CHC #5 Care Coordinators No wrong door 
approach 

No wrong door 
approach, but mostly 
as care coordinators 
complete chart 
review and HRA 

Allows staff to address similar issues in 
real time that may arise from both 
PRAPARE and HRA 



HOW PRAPARE DATA HAS BEEN USED TO IMPROVE CARE 
DELIVERY AND HEALTH OUTCOMES 

Ensure prescriptions and treatment plan match 
patient’s socioeconomic situation 

Build services in-house for same-day use 
as clinic visit (children’s book corner, 
food banks, clothing closets, wellness 

center, transportation shuttle, etc) 

Build partnerships with local community based 
organizations to offer bi-directional referrals and 
discounts on services (ex: Iowa transportation) 

Create risk score to inform risk 
adjustment 

Inform both Medicaid and Medicare ACO 
discussions and care management policies 

Better Understand 
INDIVIDUAL 

Patient’s 
Socioeconomic 

Situation 

Better Understand 
Needs of Patient 

POPULATION 

Drive STATE and 
NATIONAL Care 
Transformation 

Refer patients to needed social services, whether 
in-house or through community partnership 

Improve Community Resource Guide to 
ensure accuracy and appropriateness 

Inform advocacy efforts related to local 
policies around SDH 

Streamline and expand care management plans to 
better allocate resources to areas most in need 

Inform payment reform and APM discussions with 
state agencies (e.g., Medicaid) on caring for 

complex patients 21 

Guide policies to incentivize integrated 
care with social services 

Guide work of local foundations to pay 
for non-clinical services and partnerships 
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Few 
resources 

Many 
resources 

H
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lth
 O
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R
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Local Community Resources 

Substantial resources within 
the health organization 

Limited resources in 
the local community  

Substantial resources within 
the health organization 

Substantial resources in 
the local community 

Limited resources in 
the local community  

Limited resources 
within the health 
organization 

Substantial resources in 
the community  

Limited resources within 
the health organization 

ASSESS WHERE YOU ARE IN TERMS OF RESOURCES  
(PEOPLE, PROCESSES, TECHNOLOGY) 



HOW DID WE CREATE PRAPARE? 
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Used 
evidence to 

apply 
domain 
criteria 

Literature reviews of SDH 
associations with cost and health 
outcomes 

Monitored and/or aligned with  
national initiatives  
•  HP2020 
•  RWJF County Health Rankings 
•  ICD-10 
•  IOM on SDH in MU Stage 3 
•  NQF on SDH Risk Adjustment 

Collected existing protocols from 
the field 
•  Collected 50 protocols (many not 

validated) 
•  Interviewed 20 protocols 
•  Identified top 5 protocols 

Engaged stakeholders for feedback 
•  Braintrust (advisory board) discussion 
•  Surveyed stakeholders 
•  Distributed worksheet to potential users 

for feedback 

Identified 
15 Core 
Domains 

IDENTIFYING CORE DOMAINS 
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Critiera: 
1)  Actionability 
2)  Alignment with National Initiatives 
3)  Evidence in Research 
4)  Burden of Data Collection 
5)  Sensitivity 
6)  Stakeholder Feedback 



WHAT IS THE STATUS OF 
PRAPARE? 
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TIMELINE OF THE PROJECT 

Year 1 
2014 

• Develop PRAPARE tool  

Year 2 
2015 

• Pilot PRAPARE implementation 
in EHR and explore data utility 

Year 3 
2016 

• PRAPARE Implementation & 
Action Toolkit 
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D
issem

ination 
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USING DATA ON THE SOCIAL 
DETERMINANTS OF HEALTH 



CONCEPTUAL FRAMEWORK 
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Appropriate Care 
(For health condition in question, 
for example, # of doctor visits, 
exams/tests levels…)   

Health Outcomes 
(For example, ideal 
outcomes, reduced 

complications, ED visits, 
etc..)   

Enabling Services & other non-clinical interventions 
 

Social Determinants of 
Health 
(PRAPARE Domains: Race/
ethnicity, poverty 
employment, English 
proficiency, etc..)   


