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Agenda

* Describe technical, operational, and resource barriers
encountered when launching universal screening effort for
natients’ non-medical needs

* Discuss strategies to overcome these barriers

* Highlight the complexities associated with coding, billing, and

reporting these patient needs to the Medicaid Managed Care
Organizations (MCOs)



Social Drivers of Health (SDOH):

The conditions in the environments
where people are born, live, learn,
work, play, worship, and age that
affect a wide range of health,
functioning, and quality-of-life
outcomes and risks.

SDOH refers to community-level
factors. They are sometimes called
“social determinants of health” or
“non-medical needs”.

Adapted from CDC Healthy People
2030)

SDOH can be grouped into 5 domains:
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https://health.gov/healthypeople/priority-areas/social-determinants-health#:~:text=Social%20determinants%20of%20health%20(SDOH,of%2Dlife%20outcomes%20and%20risks.
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Health-Related Social Needs (HRSN):

Social and economic needs that individuals
experience that affect their ability to
maintain their health and well-being. They
put individuals at risk for worse health
outcomes and increased health care use.

HRSN refers to individual-level factors such
as financial instability, lack of access to
healthy food, lack of access to affordable
and stable housing and utilities, lack of
access to health care, and lack of access to
transportation. (Adapted from HHS)



https://aspe.hhs.gov/sites/default/files/documents/3e2f6140d0087435cc6832bf8cf32618/hhs-call-to-action-health-related-social-needs.pdf

SDOH and HRSN can coincide and overlap in the case of a household with income
below the federal poverty line (an individual-level HRSN) in an area with poor
economic conditions (a community-level SDOH).

Health providers can take steps to address HRSN by understanding the needs of their
patients and referring them to community-based services.
* Implement a person-centered assessment to screen (PRAPARE) for HRSN and
referring to community resources and other social services to address
individual patient needs

* Focus on addressing HRSN in specific areas of care, such as maternal,
behavioral, or geriatric health

* Provide patients access to care managers, social workers, health coaches and
peer support specialists who can connect patients with resources to meet
their HRSN
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Protocol for Responding to and Assessing Patients’ Assets, Risks and Experiences

(PRAPARE®)

Protocol for Responding to & Assessing Patients’ Assets, Risks & Experience

(PRAPARE) is a national standardized patient risk assessment tool designed to engage patients in
assessing & addressing social drivers of health (SDOH). PRAPARE is evidence-based, designed
through stakeholder engagement, paired with an Implementation and Action Toolkit, and
standardized across ICD-10, LOINC, and SNOMED. PRAPARE is available in over 25 languages.

NACHC collaborated with the Association of Asian Pacific Health Organizations (AAPCHO) and Oregon
Primary Care Association (OPCA) to develop PRAPARE®.

Learn more by visiting the PRAPARE® Website, or view the PRAPRE® Screening Tool.

Question on PRAPARE®? Email prapare@nachc.org



So why has the uptake been so slow?

 Technical barriers

* EHRs slow to embed the screeners
* Licensing
 Competing priorities given Meaningful Use, MIPS, clinical quality measures, etc
* Limited financialincentives
* Customerdemand
* Complex data mapping
* Placement within the EHR (social hx versus screeners)
* Redundancies with fields collected in registration and social hx
* Score logic
 Limited integrations with 3" parties (for screening and/or referral tracking)



Why has uptake been so slow?

* Operational barriers

* Workflow Disruption

* Time-consuming screener (~3 min—-12 mins on average)

 Clinics must decide when, where, and by whom the screener is administered (e.g., during
check-in, rooming, or post-visit)

» Lack of alignment with existing visit workflows
 Staff training and capacity constraints
* Technology and data capture limitations

* PRAPARE data may not auto-populate or flow easily into clinical dashboards or
referral systems and often require custom builds or third-party tools to fully integrate
PRAPARE responses (Epion tablets aka Kyruus)

* Patient/staff discomfort or literacy issues
* Leadership buy-in across teams and/or departments



Why has uptake been so slow?

* Resource Barriers
* Limited staff availability (dedicated staff vs existing staff)

* Insufficient funds or incentives to support infrastructure needed (e.g. EHR
customization, tablets or apps for self-screening, interface setups, or
data analytics tools)

* Inadequate referral tracking to Community-Based Organizations

 CBO’svary across geographic regions (may belong to findhelp or unite us or not)

* No clear reimbursement model

« Each MCO (or other payor) utilizes different CPT and/or Z codes which makes
automation and/or documentation and workflow protocols nearly impossible!



AHL’s experience

Pilot

* 1s'pilot: time study with
PRAPARE on tablets and set up
orders for nursing staff and
providers to follow

« 2"d pjlot: focused on placement
of PRAPARE (social hx or
screener section)

Findings:
* Push back on literacy levels to

complete screener; while staff
queue’d up orders, providers
missed adding the Z codes onto
the claims

One spot allowed for Z codes;
other spot allowed for CPT codes
— not both; too many different
order sets — staff needed cheat
sheets for Z codes



Wishlist:

* As EHRs advanced (and Azara), we needed to weigh options on
EHR placement for screener

* Needed to be able to be automated with order sets with appropriate
billing codes

* Simplify order sets and Z codes (but this was challenged since
each payor only recognized different Z codes for reimbursement)

* Remove work from staff plates before we could add on!
* Integration into our EHR

* Needed to ensure that non-medical needs surfaced to care team
(e.g. Azara and/or Care Plans)



Access and Launch Findhelp.org from the Athena EMR
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Launch PRAPARE assessment in Findhelp.org
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PRAPARE

Recommended Family & Home / Money & Resources Z Codes

Based on needs identified, you may want to bill for the following z codes

Z59.1 Inadequate housing

259.8 Other problems related to housing and economic circumst-
2598

Z759.9 Problem related to housing and economic circumstances, unspecified




Identify Resources in Findhelp.org

Be=t st
B progrom cordoe all of the mordis) yes searched 0w o der name, pozran nane_or de miptom gl pw | et o Be The most e

=upic M

_| General Assistance
my SogEsty of S Winoes b= Baal Archeiocesan Coura il pf New Ordsan

S Viedest Se Fgg. of Wow O liang 15 & Ca e b L organ Jal o6 thil fogydds 45 aivayg ol &

w1, =i aribis il lonmmgiee, g s Srsancia Wt v e

Coall 50 811507 (1w il st i
W by Seireinn: by eSO S wd palry , clsthimy |, Frua i F
PEAT R thic 2ysl o wiwl 0 :

Qinitiaal seoport .
&% ; Bl : @ .08 oS | LS i hOCT dnad Lf

MORE INFJ W

el perigraers pon e adeed n “Seved Favertien™ fram i A5h iy L ti s Swrapnehiny

T TIP: frem Sanand ! 1+ mra il fabdees e R 1 ahars il yaur Seam.



Simple
Transportation
.Jnh Asiiglance

. Complex
| Healthy' Wellness
Socw! lsolabon

Education | Domestic Violence
Clothing Utilities
Fod | Housimg
Childcare

The Medical Assistant should print the patient education material {showing QR code 1o our AHL
Tiadl Tl g ol desdbiinaais b sl Il el Dicardd i o O il Bl il

Order: SDOH -
Simple

Provider adds
onto Claim

TRANSPORTATION

CLOTHING

FOOD PANTRY/MEAL DELIVERY
JOB TRAINING

EDUCATION

LEGAL ASSISTANCE/AID
DISABILITY BEMNEFITS ASSISTANCE

Patient Edu
Flyer prints +
posts to portal

VETERANS BEMEFITS

Schedule an appointment with one of our skilled case managers.

will offer addit

WWW.ACCESSHEALTHLA.ORG | 1-866-530-6111

Order; SDOH-
Complex

Provider adds
onto Claim

Patient Edu
o Flyerprints +
posts to portal




Social Drivers of Health Assessment Recorded
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SDOH Screening

i= DETAIL LIST
Comparison
e h4 | RESULT | CHANGE | NUM
Main Office 100% +100%
68% Washington CHC 93% +93%
37.0% South Broad CHC 92% +92%
28.0%
St Bernard CHC 85% +85%
77.0%
Tangipahoa Hammond CHC 85% +85%
~ B Belle Chasse CHC 79% +79%
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St Charles Luling CHC 65% +65%
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3,651 patients screened (68%) (Azara SDOH Assessment Recorded Measure, May 2025, AHL Primary Care Providers)

233 patients were referred for complex SDOH in May 2025 (Azara Referrals Report, May 2025, AHL Primary Care

Providers)
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Search Traffic on findhelp

AHL Staff accesshealthla.org

2,061 15916

Searches,2025-03-27 to 2025-06-25 Searchesn'2025-03-27 to 2025-06-25

- Searches were increasing since launch of universal screening workflow

- Appears that more searches occur with guidance from ahl staff than patients taking
initiative to search web themselves

- AHL staff navigation: resulted in 97% having interactions with findhelp
(e.g. screener, hours/addresses, etc) and 73% received a referral in findhelp

- Self help resulted in only 54% having interactions, and just 12% made a connection with a
program



® Searches by Category | 2025-03-27 to 2025-06-25 ® Most Common Search Terms | 2025-03-27 to 2025-06-25

TERM DOMAIN SEARCHES
1.01%: Legal
3.446%: Work___ help pay for utilities housing 21
2.496%: Education 19.727%: Food help pay for housing housing 82
1.901%: Care )
clothing goods 68
5.229%: Money
food pantry food 60
help find housing housing 50
emergency food food 49
21.687%: Health food delivery food 47
help pay for healthcare health 34
financial assistance money 34
housing vouchers housing 31
9.828%: Housing government food benefits food 27
6.239%: Transit help pay for internet 26
/ transportation for healthcare transit 24
8.437%: Goods—/
help pay for food food 22

meals food 22



Takeaways:

* Best practice to integrate with 3" party: findhelp and Azara

* Implement a tiered screening and referral model
* Low Acuity - self help

* High Acuity, willing — case manager, CHW, or health coach
* High Acuity, not-willing — documented without referral

* Use Order Sets to automate codes onto billing claims
* Track and report performance feedback (internally and with plans)
* Surface non-medical needs to the care team



Now you’ve done all this work, how are you gonna get paid?

Medicaid Payers

Aetna Better Health

AmeriHealth Caritas
Healthy Blue
Humana Healthy

Horizons

LA Healthcare
Connections

United Healthcare
Community Plan

SDOH CPT Code

G0136

Not required

PRAPARE T1015 and
Z-codes

N/A

96160

96160

ICD-10 Z-Codes

Z55, 756, 257, Z58,
759,760,762, 763, 764,
Z65

Any Z-code on a claim

Excludes: 7259.6 Low
income, Z00.129 and
Z13.9

N/A

CPT/Diagnosis
combination;

CPT Codes =96160
Diagnosis Codes =755,
Z59, 765, 2590, 2591,
/7594, 7598, Z139

96160 AND at least one
specified SDOH Z Code:
Z59.0, Z59.1, Z59.8,
Z59.4, 759.6

Reimbursement

$30

$5

$20

N/A

$5

$50

Frequency

PRAPARE must be performed and
have positive findings to pay and can
be billed once a year per unique
patient

Once ayear per unique patient

PRAPARE Assessment performed per
unique patient per quarter

N/A

PRAPARE Assessment required and
paid once ayear per unique patient

PRAPARE Assessment required and
paid once peryear per unique patient
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