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Learning Objectives 
• Understand the importance of tracking SDOH needs using standardized 

screening tools such as PRAPARE.

• Understand how value-based models are key to addressing SDOH and 
unmet social needs and promoting health equity.

• Discuss the experiences of organizations using PRAPARE to improve the 
delivery of care for Medicaid patients through enhanced data collection.
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PRAPARE and SDOH Overview 

Yuriko de la Cruz
Program Manager, Social Drivers of Health 
National Association of Community Health Centers 
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Social Drivers of Health 
• Social drivers of health (SDOH): the conditions in which people are born, grow, live, work, and age. 

These conditions are shaped by the distribution of money, power, and resources.

Impacted by 
SDOH

SDOH
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Increased Awareness of SDOH during COVID-19

Impact of SDOH during COVID-19

• Risk of getting COVID-19

• Mortality and morbidity

• Accessing care

• Impact of economic downturn

• Discrimination and bias

• Vaccination: access and hesitancy 
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Addressing SDOH Barriers:

Thought Question: 
Where are many systems 
that address SDOH 
offered?

Slide credit: Neighborhood Health (Virginia)
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PRAPARE
Protocol for Responding to and Assessing Patients’ Assets, Risks and Experiences

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

Fact Sheet: The Impact of COVID-19 on 
PRAPARE Social Determinants of Health 
Domains
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Value Based Payment Models 

Nalani Tarrant
Deputy Director, Social Drivers of Health 
National Association of Community Health Centers 
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Landscape of VBP Models Addressing SDOH

Payer Opportunities to Address SDOH
Traditional Medicare Modified payment approaches (e.g. Accountable Health Communities, 

Accountable Care Organizations)
Medicare Advantage Supplemental benefits, with many newly allowable benefits related to SDOH

Commercial plans Great flexibility in what can be covered, but limited by what counts as “medical 
expenses”

State Medicaid programs Various structural avenues to cover social supports; level of activity highly 
depends on the State (As of 2021, 18 states plus DC have taken at least 
foundational steps)

VBP models provide greater flexibility to address SDOH than fee-for-service, but different payers 
have stronger or weaker structural avenues to pay for SDOH. 

Different Opportunities by Payer to Address SDOH
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State Medicaid Programs are Active in Using 
VBP Models to Address SDOH
State Medicaid programs have the most structural avenues to cover social supports, have been 
active in using VBP to address SDoH.

Commonly Used Medicaid Mechanisms to Address SDOH

Mechanism State Examples
Section 1115 Waivers • North Carolina’s Healthy Opportunity Pilots

• New York’s DSRIP program
Medicaid Managed Care 
Organization Contracts

• New York, North Carolina’s VBP targets for MCOs
• Massachusetts’ adjusted reimbursement model for MCOs, 

based on neighborhood stress scores
Medicaid Accountable Care 
Organizations (and ACO-like 
entities)

• Massachusetts ACOs and MassUP program
• Rhode Island Accountable entities
• Oregon’s Coordinated Care Organizations
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Model Design Considerations
• SDOH can be addressed under many payment models (including ACOs, bundles, 

global budgets, and others), but models with prospective payment tend to allow 
for more flexibility to cover social services.

• Savings produced through improved SDOH may not follow a payer’s standard 
timeline for savings

• SDOH interventions can have high overhead investments, and improvements 
in SDOH may take years to translate into improvements in health and 
utilization
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Challenges and Strategies for Success to Address 
SDOH Under VBP

Domain Challenges Strategies for Success 

Data Collection and 
Sharing

• Screening and referral tools not standardized 
across programs/clinicians

• Legal and regulatory obstacles to data exchange

• Use existing standardized screening tools
• Standardize SDOH data collection; maintain

robust data exchange infrastructure

Social Risk Factor 
Adjustment

• Social risk adjustment remains controversial 
• Data and methods challenges operationalizing

social risk adjustment

• Stratify measures by sociodemographic 
characteristics to identify areas of disparities

Building Partnerships • Health and social service sectors have different 
power dynamics, cultures, histories, processes, 
and language

• Build partnerships early, establish regular 
communication channels

• Build infrastructure and human capital 
together to ensure sustainable collaboration

Organizational 
Competencies

• Many health care organizations need support to 
build VBP organizational competencies, especially 
VBP focused on SDOH.

• Provide upfront capital and technical 
assistance to help build needed 
competencies
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FQHCs and Value-Based Payment Models

Medicaid is the primary payer for most 
FQHCs, and there are opportunities for 

strategic collaboration on VBP goals and 
outcomes.

Flexibility of VBP funding allow for 
innovative and patient-centered care 

delivery, with opportunities for 
community linkages. 

Advancing Mission through 
VBP Models

Collaborating with States on 
Aligned Metrics & Goals
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Opportunities and Challenges for Implementing 
FQHC-VBP Models

Opportunities
• Momentum for health transformation and 

promoting health equity
• Medicaid expansion

• Aligning quality metrics and goals among 
payers

• Medicaid as main player

• Providing up-front capital to help FQHCs 
build infrastructure and VBP competencies

Challenges
• No “one size fits all” solution

• Patient Attribution

• Behavioral health and social risk adjustments

• Confusion around whether FQHCs can legally 
take on downside risk

• All payments must remain above PPS rates



PRAPARE for Value-Based Care

Ellen Hey
Chief Quality Officer



Federally Qualified 
Health Center

 



2021 FLCH Data

• 28,092 unique patients served

• 7836 agriculture workers

• 62% of patients want to be seen     
in a language other than English



Initial Use
• Pilot focus to introduce PRAPARE form

• Available as a “Smart Form” in EHR 

• Focus on Patient Navigator – Provider Panel



Pros/Challenges
PROS
• Helped us “ask the questions”
• Provided in structured fields 
• Feeds into Social History in the progress note

CHALLENGES
• Information is buried in a progress note 
• Does not  “auto-connect” to an ICD-10 code
• How do we get the information in a space where                                  

the full team has access 



ICD-10 Cross Walk
• Created  an IPA focus group

• Developed a cross-walk of basic ICD-10 codes         
related to Social Determinants of Health

• Expanded training and confidence building                                   
on ICD-10 codes 

• Added to the patient’s active problem list 

• Expanding the goal - “Everyone adds to the list”



Agricultural Teams
• Community Health Workers are essential in getting 

the information

• Complete the questions - even if partial - during 
outreach

• Document SDOH questions during health screenings

• Add the ICD-10 codes to the patient’s problem list



Connection to                    
Value-Based Payment
• Awareness of cost of providing care 

• Knowledge of barriers to care specific to your 
population

• Identification of needed or responsive Community 
Based Organizations in your network

• Opportunity to provide care with resources that 
make a difference or utilize staff to highest license

• Gives us data and information needed at the 
bargaining table



Thank you!

Ellen Hey
Chief Of Quality
Email: ellenh@flchealth.org

mailto:ellenh@flchealth.org


Operational Considerations: 
Using PRAPARE for Value-
based Care

Rhonda Hauff
Chief Executive Officer 



Our mission is to provide accessible, affordable, quality health care, 
provide learning opportunities for students of health professions, end 
homelessness and improve quality of life in our communities.





The Great Yakima Valley



2021 Profile
Health Care and Housing

ALL YNHS Patients and Clients

All  Patients 35,872

All  Visits 
(medical, dental, mental health, 
outreach, case management, care 
coordination)

163,236

Youth Served at  “The Space” (LGBTQ 
Youth Resource Center)

Visits at The Space

77

619
Women, Infants & Children Nutrition 
Program

4,400  
Clients / 

Month
Affordable Care Act Applications 16,282 

People Experiencing Homelessness
People Experiencing Homelessness 3,903

All Visits to PEH
(medical, dental, mental health, 
outreach, case management, care 
coordination)

29,136

Permanent Supportive Housing 126 households
200 people

Medical Recuperative Respite
(Average 12  days each)
=============================
Covid Isolation / Quarantine
(Average  9  days each)

96 People
1,114 nights

=================
199 People

1,799 nights

Basic Needs  (rent, food, utility 
assistance, education, legal, 
childcare, employment, etc.)

1,964 People
921  Households

Unaccompanied 
Homeless Youth

85 Youth Served
Age 13-24



Community 
Health 
Workers 
Support Value 
Based Care by 
Reducing 
Barriers

• NWRPCA / NHCHC
• Vaccine Ambassadors

• Greater Columbia ACH / Virtual Care 
Innovation Network / CHPW

• Increasing Digital Literacy
• Access to Smart Phones



Community Health Workers Support Value Based Care 
by Reducing Barriers

BPHC Optimizing Virtual Care

• Dedicating CHWs to patients about 
the value and use of patient portals / 
video visits
• Convenience (refills, records, 

communication)
• One on one support getting and 

using Smart Phones

WA State Dept of Commerce

• Increasing Access to State & Federal 
Programs
• SNAP
• Medicaid
• SSI /SSDI
• WIC
• Child Care Assistance
• Broadband Benefit



CHW Success 
Helping 
Special 
Populations!

- refills
- messages
- records
- appointments



Referrals from 
PRAPARE – All 
Clinic Patients

Behavioral Health
6%

Employment/Training
17%

Food
6%

Diploma / GED
49%

Rental Assistance
8%

Vocational Training
4%

Transportation Help
6%

Utilities Help
4%



Consumer 
Priorities

• Housing
• Employment
• Education
• Transportation
• Emotional / 

Mental Health

Consumer Engagement – Prioritization Results



Improving rate of successful connection to primary care

Increasing rate of compliance with care plans 

Improvement in chronic disease measures (e.g. A1c scores, BP measure)

Reduction in communicable disease (e.g.  Influenza, TB, STDs, Hep C) 

Reduction in behavioral health crisis episodes

Medications are better managed

More likely to obtain and maintain employment or education

Greater success for recovering SUD  recovering patients in supportive housing

How Social Determinants 
Affect Health Care 

(Wrap Around Services Provides Value Based Care)

 Avg 44 visits per year per participant

 Better diabetes control

 Better hypertension control

 Increase in flu vaccines

 Fewer behavioral health crises

 Greater success in medication 
adherence
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Questions and Discussions
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Mini Round Table Discussion
• In groups of 3, reflect on the question 

and discuss amongst yourselves
• After each question, we will have an 

opportunity for sharing with the larger 
group

• About 5 minutes per question

This Photo by Unknown Author is licensed under CC BY-SA-NC

http://howtosavetheworld.ca/2009/03/18/the-optimal-size-of-groups/
https://creativecommons.org/licenses/by-nc-sa/3.0/


Question 1

What do you know about 
your state’s efforts on value-
based care? 

| 40www.nachc.org



Question 2

What are potential challenges 
or barriers for value-based 
care? (Health center, state?)

| 41www.nachc.org



Question 3

From the strategies 
previously presented, which 
ones would you consider to 
advance value-based care? 
(Health center, state?)

| 42www.nachc.org
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Wrap-up and Closing Remarks

This Photo by Unknown Author is licensed under CC BY-SA-NC

https://www.sourcewatch.org/index.php?title=File:Thank_you.jpg
https://creativecommons.org/licenses/by-nc-sa/3.0/


@NACHC

Health Equity Community of Practice
• Utilize PBS documentary series, “Unnatural Causes”
• Over 7 months, host live webinar session per month 
• Utilize online discussion forums to continue the 

conversation
• Affinity groups may be created to allow for a deeper dive 

in a specific topic
• Create community agreements to allow for brave, 

courageous conversations
• Session 1: May 18th, 3pm ET
• Visit www.prapare.org for more information 

http://www.prapare.org/


www.prapare.org

Responding to SDOH Needs During COVID

Given the ongoing social needs of the communities you serve, we hope to understand your efforts to 
assess and address social drivers of health (SDOH).

Our goal is to continue to learn more about the circumstances in which communities are currently 
operating and how we can advance our support of organizations in responding to social needs 
during COVID-19.

Questions include:

• Assessing + addressing SDOH needs within special and vulnerable populations
• The use of funding from the American Rescue Plan Act to address SDOH needs
• Initial thoughts on your organization’s ability to address SDOH needs once the public health 

emergency declaration expires

Complete the Needs Assessment: https://www.surveymonkey.com/r/SDOHCOVID3

https://www.surveymonkey.com/r/SDOHCOVID3


Twitter.com/NACHC

Facebook.com/nachc

Instagram.com/nachc

Linkedin.com/company/nachc

YouTube.com/user/nachcmedia

FOLLOW US


	PRAPARE for �Value Based Care
	THANK YOU TO ALL COMMUNITY HEALTH CENTERS
	Session Presenters
	Learning Objectives 
	PRAPARE and SDOH Overview 
	Social Drivers of Health 
	Increased Awareness of SDOH during COVID-19
	Addressing SDOH Barriers:
	PRAPARE
	PRAPARE
	Value Based Payment Models 
	Landscape of VBP Models Addressing SDOH
	State Medicaid Programs are Active in Using �VBP Models to Address SDOH
	Model Design Considerations
	Challenges and Strategies for Success to Address SDOH Under VBP
	FQHCs and Value-Based Payment Models
	Opportunities and Challenges for Implementing FQHC-VBP Models
	PRAPARE for Value-Based Care�
	Federally Qualified Health Center
	2021 FLCH Data
	Initial Use
	Pros/Challenges
	ICD-10 Cross Walk
	Agricultural Teams
	Connection to                    Value-Based Payment
	Thank you!
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	2021 Profile�Health Care and Housing
	Community Health Workers Support Value Based Care by Reducing Barriers
	Community Health Workers Support Value Based Care �by Reducing Barriers
	CHW Success Helping Special Populations!��- refills�- messages�- records�- appointments
	Referrals from PRAPARE – All Clinic Patients
	Consumer Priorities
	�How Social Determinants �Affect Health Care �(Wrap Around Services Provides Value Based Care)
	Questions and Discussions
	Mini Round Table Discussion
	Question 1
	Question 2
	Question 3
	Wrap-up and Closing Remarks
	Health Equity Community of Practice
	Responding to SDOH Needs During COVID
	FOLLOW US

