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Our Network

Å8 States

ÅFQHCs (239) and PCAs (8)

ÅOver 1700 clinical sites

Å368,000 square miles

ÅPatients served: over 4 million
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Welcome to Our Partner Advisory Board!



Welcome to Our Patient Advisory Board!



Welcome to and Thanks to 
Partners from the Network 
for Community-Engaged 
Primary Care Research 
(NCPCR)



You Know Our Team!

Anne Gaglioti, MD, MS, FAAFP and
Dominic Mack, MD, MBA

SERCN Co-Directors

DenitaWalston, MS
SERCN Associate Network Director

Director, Network for Community-Engaged Primary 
Care Research (NCPCR)

Mitchell Blount, MPH, PMP
NCPC Associate Director of Research and Policy



Thank you to our 
distinguished 
speakers!

Dr. Rachel Gold

Clarissa OrtizPati Knight-Landrum

Megan Douglas

Dr. ChrystalPristell

James Campbell



Logistics: 
SERCN 

2024Meeting 
Is Now 

In-Person!!!!
Interact with each other and 
ask questions in the chat

Virtual Meeting Tips

Mute your line when not speaking

Camera on when possible

Feel free to turn your camera 
off and step away as needed

Polls and breakout rooms 



An Overview of the Day

Notes from the field

Policy Perspectives

Speaker: Social Determinants of Health Screening & Referrals

Feedback Session: NCPCR Project - Data and RCT & CDC Grant Proposal

Speaker: Intersections: At the Crossroads of Substance Use and Medicine

Vote on Priority Research Topics

Closing Activities



Goals

Engage our stakeholders around our research activitiesEngage

Connection and new paths forwardSpark

Structured input on research priorities and projectsInform

Learn from each other as researchers, clinical and organizational 
partners, and patients

Learn

Come together as a group, connect, and enjoy!Community



It's Picture Time!!!



Notes From The Field

Promising Practices to Improve Colorectal 
Cancer Screening 
Rates at Floridaôs Community Health 
Centers
Clarissa JH Ortiz, MS
Director, Clinical Operations Programs
Florida Association of Community Health 
Centers, Inc.

SEMRHI Ryan White Program Goes Global
Pati Knight Landrum, BSN, RN-BC, CEDP
 Director of Corporate Compliance
Southeast Mississippi Rural Health Initiative



Promising Practices to Improve Colorectal Cancer 
{ŎǊŜŜƴƛƴƎ wŀǘŜǎ ŀǘ CƭƻǊƛŘŀΩǎ /ƻƳƳǳƴƛǘȅHealth 

Centers

Clarissa JH Ortiz, MS
Director, Clinical Operations Programs

Florida Association of Community Health Centers, Inc.



Colorectal Cancer Screening Learning Community 



At the beginning of 2023, the Florida 
Association of Community Health Centers 
(FACHC) , Humana , and the American Cancer 
Society embarked on a planning and 
recruitment phase to create a cohort of Florida 
Community Health Centers to provide evidence -
based intervention training to increase 
colorectal cancer screening rates among Florida 
Community Health Center patients. 



2023 Colorectal Cancer Cohort: 
True Health Palms Medical Group 

Osceola Community Health Center 
Neighborhood Medical Center and 

Tampa Family Health Centers 

These health centers became part of a nine -month 
learning collaborative with built -in touchpoints to 
improve colorectal cancer screening rates among 
their patient populations. 



Scope of Work
Readiness Assessment
Letter of Commitment 

April: Bootcamp Kick Off Webinar
May: QI Tools: Process Mapping

June: Gap Analysis/Root Cause Analysis
July: Evidence Based Interventions 

August: Future State Process Mapping and PDSAs
Sept/Oct: Host 2 Promising Practices Calls

Nov: Sustainability Planning
Dec: Showcase Best Practices/Storyboards 



Learning Collaborative Participation Requirements: 

Complete Readiness Assessment Interview with ACS
Attend Kick-Off Meeting with at least 2 Team Members 
Attend Monthly calls with at least 2 Team Members
Share the Colorectal Cancer Learning Collaborative Work 
Complete two DART Reports
Create and showcase Best Practice Storyboard 



Partner Impacts Reported 

Evidence -based Clinical Intervention Training
Steady incremental increases in screening numbers

Team members working in one accord
Newly established relationships with partners

New discounted pricing for colonoscopies
Staff t -shirts to promote cancer screening

Education and marketing materials



Partner Impacts Reported

Transportation to patient appointments
Screenings for uninsured patients

Designated dollars to finance colonoscopies
Improved focus on benchmarking and data eval 

Purchased FIT tests to give at no cost
Tools to improve cancer Increased Case 

Management 



Learning Community Key components
Å Cross Pillar collaboration
Å Abbreviated Bootcamp 
Å Baseline & project completion metrics
ÅMonthly Webinars & QI training
Å ACS support & consultation
Å FACHC Leadership 

Overall Participant Experience
On a scale of 1 5 (1 being poor; 5 being EXCELLENT), how would you rate your team's overall 
experience in this Learning Community?

On a scale of 1 5 (1 being not valuable; 5 being very VALUABLE), how valuable was the 
learning collaborative to increasing colorectal cancer screening rates?

4.6

4.7



Thank You! 

Questions? 

Clarissa JH Ortiz, MS

Director, Clinical Operations Programs

Florida Association of Community Health Centers, Inc.



SEMRHI Ryan White Program
Goes Global

Pati Knight Landrum, BSN, RN-BC, CEDP
Director of Corporate Compliance

Southeast Mississippi Rural Health Initiative



SEMRHI Ryan White Programs
Parts C/D

ÅReceived Planning grant in 1999

ÅAwarded Part C funding  in 2000

ÅAwarded Part D funding in 2017

ÅIntegrated primary, HIV and behavioral 
health model of care

Å2nd largest provider of HIV care in the 
state

ÅRWP clinical staff:
Å2 Internal Med physicians + 3 contract 

ID physicians, and 1 LCSW
ÅRN Case Mangers, LMSW and other 

support staff 

ÅNationally and regionally 
recognized for quality care

ÅRecipient of the National Quality 
Award: 
ÅCenter for Quality Improvement and 

Innovation (CQII) 2021 Award for 
Measurable Improvements in HIV 
Care to Mitigate HIV Disparities. 
Improved the viral load suppression 
of Youth Living with HIV



Ryan White Medical Services

ÅPrimary Medical Care

ÅOB/GYN

ÅOral Health Care

ÅBehavioral Health Services

ÅOptometry

ÅComprehensive medical case 
management

ÅAntiretroviral Therapy (ART) 
counseling

ÅOnsite pharmacy

ÅSpecialty referrals

ÅHIV Counseling, Testing, and 
Referral (CTR)

ÅOffers Pre-Exposure Prophylaxis 
(PrEP) and Post-Exposure 
Prophylaxis (PEP)



HRSA PEPFAR Skills Sharing Program (SSP)

ÅSelected to participate in the HRSA 
Skills Sharing Program (PEPFAR) in 
Jamaica for 2024 with two on-site 
visits to the country: January-February 
2024 and early summer 2024
ÅProvided peer-to-peer clinical skills 

and knowledge building support to 
improver viral suppression among 
priority population
ÅShared best practices and 

interventions
ÅOngoing virtual support for clinics in 

Jamaica via monthly Zoom calls and 
WhatsApp



Ryan White Support Services

ÅTransportation assistance: 
transit, gas cards, bus passes and 
Lyft

ÅEmergency financial assistance 
for prescriptions, eyeglasses, 
dentures, and arrears for 
rent/utility bills 

ÅGrocery cards, personal hygiene 
items and household cleaning 
supplies

ÅConsumer Advisory Board (CAB) 
meetings

ÅTargeted outreach events o 
reach patient population at 
highest risk of HIV infection

ÅLinkage to other community 
support services



SEMRHI HIV Population Over the Last 3 
Decades
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Demographics Snapshot of SEMRHI HIV 
Population (2023)

72.50%

26.00%

1.50%

Gender

Male Female Transwoman

0.60%

75.70%

24.00%

2.00%

Race/Ethnicity

Asian Black White Hispanic



Demographics Snapshot of SEMRHI HIV 
Population (2023), continued
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Challenges

ÅDespite available wrap-around services at SEMRHI, some people with 
HIV are not adherent to ART and lack viral suppression and retention 
in care due to overwhelming social drivers of health:
ÅSTIGMA: internal (patients) and external (stigmatizing language/behavior, 

personal biases, lack of knowledge, etc.)

ÅPoverty

ÅHousing insecurity

ÅLack of job skills, education and access to gain employment

ÅActive substance use

ÅUntreated mental health

ÅFood shortages



Policy Perspectives:

Medical Legal Partnerships
Megan Douglas, JD

Associate Professor, Department of Community Health and Preventive Medicine

Director of Research and Policy, National Center for Primary Care

Course Director, Health Policy & Advocacy Rotation

The Relationship Between Perception of Pain and Delays in Pain Medication Access Among 
Adult Patients at HRSA-Funded Health Centers 

Chrystal L. Pristell, D.O.

Robert L. Phillips, Jr. Health Policy Fellow

Robert Graham Center for Policy Studies in Family Medicine and Primary Care
Georgetown University Department of Family Medicine

Unity Health Care - East of the River Health Center



Medical Legal Partnerships

Megan Douglas, JD
Associate Professor, Department of Community Health and Preventive Medicine

Director of Research and Policy, National Center for Primary Care
Course Director, Health Policy & Advocacy Rotation



www.msm.edu/ncpc

Medical-Legal Partnerships in Community 
Health Centers
Addressing Legal Needs that Impact Patientsõ Health

Megan Douglas, JD
Associate Professor & Director of Research and Policy

National Center for Primary Care

Morehouse School of Medicine

SERCN Annual Meeting

March 18, 2024

Atlanta, GA



www.msm.edu/ncpc

Adapted from: Marple K & Dexter E. (2018). Increasing Nutrition Supports for Newborns. 

https://medical -legalpartnership.org/wp-content/uploads/2018/04/Increasing -Nutritional-

Supports-for-Newborns.pdf.  

When Javana Bradford took her daughter, Augyst, for 

a checkup, her pediatrician asked if she and her 

daughter were getting enough to eat. Ms. Bradford 

said she was having trouble adding Augyst to her 

Supplemental Nutrition Assistant Program (SNAP) 

benefits. 

https://medical-legalpartnership.org/wp-content/uploads/2018/04/Increasing-Nutritional-Supports-for-Newborns.pdf
https://medical-legalpartnership.org/wp-content/uploads/2018/04/Increasing-Nutritional-Supports-for-Newborns.pdf


www.msm.edu/ncpc

When Mrs. B came in for her annual exam, the 

clinician asked if she was still getting physical 

therapy. Mrs. B explained that her disability benefits 

had been terminated and she could no longer afford 

her therapy. 

At her daughterõs last appointment, Anna told the NP 

that their home had mold and her landlord refused 

to address it. Her daughterõs asthma was flaring up 

often, but she couldnõt find another affordable place 

to live. 



www.msm.edu/ncpc

Medical-Legal Partnership (MLP)

What is an MLP?

Legal professionals are 
embedded within a health 

care organization to address 
health-harming social issues 

that have remedies in civil law



www.msm.edu/ncpc

Source: https://medical-legalpartnership.org/impact/



www.msm.edu/ncpc



www.msm.edu/ncpc

Source: National Center for Medical-Legal Partnerships. (2023). Environmental Scan of Medical-Legal Partnerships in Health Centers. https://medical -

legalpartnership.org/wp-content/uploads/2023/08/Environmental -Scan_Final.pdf. 

https://medical-legalpartnership.org/wp-content/uploads/2023/08/Environmental-Scan_Final.pdf
https://medical-legalpartnership.org/wp-content/uploads/2023/08/Environmental-Scan_Final.pdf


www.msm.edu/ncpc

In 2014, HRSA recognized civil legal aid as an 

òenabling serviceó that health centers could 

include under their federal grants

Other funding sources: foundations, grants, 

donations, payment from insurance payers

Source: National Center for Medical-Legal Partnerships. (2023). Environmental Scan of Medical-Legal Partnerships in Health Centers. https://medical -

legalpartnership.org/wp-content/uploads/2023/08/Environmental -Scan_Final.pdf. 

https://medical-legalpartnership.org/wp-content/uploads/2023/08/Environmental-Scan_Final.pdf
https://medical-legalpartnership.org/wp-content/uploads/2023/08/Environmental-Scan_Final.pdf


www.msm.edu/ncpc



www.msm.edu/ncpc

QUESTIONS? 

Megan Douglas, JD
mdouglas@msm.edu

mailto:mdouglas@msm.edu


www.msm.edu/ncpc
720 Westview Dr. SW   Å   Atlanta, GA 30310   Å   404-756-5740           

www.msm.edu/ncpc

Thank You!



The Relationship Between Perception of Pain and Delays in 
Pain Medication Access Among Adult Patients at HRSA-

Funded Health Centers 

Chrystal L. Pristell, D.O.
Robert L. Phillips, Jr. Health Policy Fellow

Robert Graham Center for Policy Studies in Family Medicine and Primary Care
Georgetown University Department of Family Medicine

Unity Health Care - East of the River Health Center
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The Relationship Between Perception of Pain and 

Delays in Pain Medication Access Among Adult Patients 
at HRSA-Funded Health Centers

Dr. Chrystal Pristell

Robert L. Philips Health Policy Fellow

Research 2023- 2024
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Disclosures

Å I have no actual or potential conflict of interest in relation to this presentation
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Agenda

1. Epidemiology 

2. Objectives and Study design 

3. Principal findings 

4. Policy Implications and future direction 
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Epidemiology
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Introduction

50 million Americans which 
is 20% of the population 
experience chronic pain



Hospital name or service line (optional) 53

Epidemiology 

Chronic pain (>3 months) 

ÅάLƴŀŘŜǉǳŀǘŜ ŀƴŘ 
ineffective pain 
management pose a 
serious public health crisis 
particularly in this era of 
ǘƘŜ ƻǇƛƻƛŘ ŜǇƛŘŜƳƛŎέ ς 

5Ω{ƻǳȊŀ Ŝǘ ŀƭΦ
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Populations undertreated for pain 

Å Elderly 

Å Children 

Å Mentally 

Å Ethnic minorities 

Å Gender minorities 

Å Unemployed 

Å Poverty 

Å Less education

Å Uninsured 

Å Rural area 

Å More comorbidities

Å Cancer 

Å HIV  

Å Veterans 
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Why this matters?

ÅExacerbated by worsening mental health

ÅҨEquity = ҧcosts 

ÅBias Ą health outcomes 
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Research Project
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Study Objectives

ÅPain is a frequently reported issue in the CHC program. 

ÅLack of data on obstacles to accessing pain medication. 

ÅThis study examined the correlation between delayed 

access to pain medication and patient-centered pain 

management experience.



Hospital name or service line (optional) 58

Methods

ÅWe utilized cross-sectional data from the Health Center Patient 
Survey (HCPS)

ÅOur study analyzes the association between delays in obtaining 
pain medication and patients' perception of pain control with 
generalized linear regression models
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Results
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Results
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Results
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Results
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Results
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Results
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Projections and Policy
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Discussion

The study's findings emphasize the significance of 

researching contributing factors to the disparities to optimize 

access to pain management medications among 

underserved populations.



Hospital name or service line (optional) 67

Policy Implications 

Å Can better inform HRSA-led training 
and technical assistance programs

Å Can help create a sustainable pain 
medication access model for federal 
programs
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Current Research

Å Isolating factors that contribute to pain medication delays in elderly and unhoused 
populations 

Å Creating targeted strategies to address these delays in access to pain medications
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Thank you
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Å

Anna Zajacova, Jinhyung Lee, and Hanna Grol-Prokopczyk, The Geography of Chronic Pain in the United States and Canada, 
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Prevalence Study from the Rochester Epidemiology Projectò Journal of Pain Research. Volume 15 (2022): 1297ï1304, online, 
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Vickie L. Shavers, Alexis Bakos, and Vanessa B. Sheppard, ñRace, Ethnicity, and Pain among the U.S. Adult Populationò Journal 

of Health Care for the Poor and Underserved. 21.1 (2010): 177ï220, online, Internet, 15 Nov. 2023. , Available: 
https://muse.jhu.edu/article/372104.



Social determinants of health screening and referrals: 
What do we know?

Rachel Gold, PhD, MPH
Senior Investigator, Kaiser Permanente Center for Health Research;

Lead Research Scientist, OCHIN



Social determinants of health screening and 
referrals: What do we know?

SERCN Meeting 3/18/2024

Rachel Gold, PhD, MPH

Senior Investigator, Kaiser Permanente Center for Health Research; 
Lead Research Scientist, OCHIN 
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Overview

73

ÅWhat are social determinants of 
health (aka SOCIAL RISKS)?

ÅWhy do they exist?

ÅHow do they impact health?

ÅWhat do we know about healthcare 
setting interventions to address 
them?



74

ÅThe conditions in which people live and work 

ÅΨ!ŘǾŜǊǎŜ ǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘΩ Ґ social risks
ÅSocial drivers of health
ÅSocial needs

ÅIndividual-level factors, e.g. financial, housing, food, 
and transportation insecurity

ÅIndividual-level factors, e.g. stress, social isolation, 
exposure to racism 

ÅCan also mean neighborhood factors (e.g., poor 
walkability; food desert)

ÅMany of these factors directly driven by poverty

What are social determinants of health?

74



75

How do social risks impact health? 

ÅAccess to affordable care 

ÅExposure to risks, e.g.:
ÅStress

ÅDiscrimination

ÅUnsafe jobs

ÅLower health literacy

ÅAdverse childhood events, conditions

ÅAbility to engage in healthy behaviors 

ÅAbility to act on care recommendations

ÅThese impacts interact and are cumulative 
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Example: chronic disease risk management 

ÅMany chronic disease risk factors manageable with clinical / 
behavioral interventions:
ÅMedications
ÅIncreased exercise, improved diet

ÅSocial risks hamper their uptake: 
ÅLack of affordable care Ą Disease risk may not be identified, monitored
ÅTransportation insecurity Ą Hard to attend visits, fill prescriptions 
ÅHousing / food / financial insecurity Ą 

Hard to eat healthier foods, exercise; other needs prioritized
ÅCan impede ability to pay for medications 

ÅLower income Ą social risks Ą harder to adopt preventive 
behaviors, interventions Ą unmanaged chronic disease Ą 
poor outcomes



77

{ƻŎƛŀƭ wƛǎƪǎ LƳǇŀŎǘ IŜŀƭǘƘ hǳǘŎƻƳŜǎΧ 
Even with High-Quality Care

ÅCHC patients with DM and transportation / housing needs 
were no less likely than others to have up-to-date HbA1c or 
microalbuminuria screening, foot exam, or statin rxs.

ÅBut even among those with up-to-date care: 

o Food insecurity Ą lower rates of controlled HbA1c 

o Transportation insecurity Ą lower rates of controlled HbA1c, 
BP, LDL 

o Housing insecurity Ą no significant differences

ÅGuideline-concordant care less likely to yield desired T2DM 
outcomes when patients had social risks.

Cross-Sectional Associations: Social Risks and Diabetes Care Quality, 
Outcomes. Gold R, et al. AJPM. 2022 Sep;63(3):392-402. doi: 
10.1016/j.amepre.2022.03.011. PMID: 35523696 
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What Can Health Care Providers Do About This?  

Adjustment (aka social 
risk-informed care)

Assistance (aka social 
risk-targeted care)

Alignment Advocacy

Awareness

Activities focused on 
heath care delivery

Activities focused 
on communities

Integrating Social Care into the Delivery of Health Care: Moving Upstream to Improve the Nation's Health. National Academies of Sciences, Engineering, and Medicine; 
Health and Medicine Division; Board on Health Care Services; Committee on Integrating Social Needs Care into the Delivery of Health Care to Improve the Nation's 
Health. Washington (DC):National Academies Press (US); 2019 Sep 25

https:// www.nationalacademies.org/our-work/integrating-social-needs-care-into-the-delivery-of-health-care-to-improve-the-nations-health

нлмф b!{9a wŜǇƻǊǘΥ Ψр !ǎΩ ƻŦ ǎƻŎƛŀƭ ŎŀǊŜ ƛƴǘŜƎǊŀǘƛƻƴ
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Much variation in screening prevalence

ÅLƴ h/ILbΩǎ ƴŀǘƛƻƴŀƭ ƴŜǘǿƻǊƪ ƻŦ ҔмΣрлл /I/ ŎƭƛƴƛŎǎ Χ

ÅҔнΣрллΣллл ǎƻŎƛŀƭ Ǌƛǎƪ ǎŎǊŜŜƴƛƴƎǎ ŎƻƴŘǳŎǘŜŘ ǎƛƴŎŜ нлмс Χ but just 15% 
of patients screened 

ÅRates vary considerably between clinics

ÅLike prior findings: Substantial variation across different care settings 
in % screening some patients, i.e., ad-hoc

ÅThese rates are going up as various national initiatives require or 
incentivize social risk screening 

ÅE.g., CMS 2024 mandates inpatient screening of selected social risks

Awareness often = screening patients
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ÅBarriers identified in NASEM report (and by many others since) 
ƛƴŎƭǳŘŜ Χ

ÅCompeting needs, initiatives / Inadequate resources 
ÅL ŀƭǊŜŀŘȅ ƪƴƻǿ Ƴȅ ǇŀǘƛŜƴǘǎΩ ƴŜŜŘǎ 
ÅStaff buy-ƛƴΣ ŎƻƳŦƻǊǘΤ ǿƘȅ ǎŎǊŜŜƴ ƛŦ L ŎŀƴΩǘ ǊŜŦŜǊΚ 
ÅLack of clarity about roles
ÅTension: standardized screening vs. having a conversation 
ÅStaff turnover vs. needed training  
ÅIdentifying optimal workflows

ÅScreen in person? On paper? Tablet? Text?

ÅWhen to screen? Who will screen / enter data? 

ÅWhich patients to screen? Which risks? Which screening tool? How often? Realistic goals?

ÅCoding? Reimbursement?

ÅInadequate EHR tools for documenting screening results
ÅAND MORE

Barriers to Implementing Screening / Awareness
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ÅASCEND study: 31 CHC clinics, stepped-wedge design

ÅImplementation intervention = 6 months of 

ÅTechnical assistance: using relevant EHR tools

ÅPractice coaching / facilitation: walk through 5-step 
implementation process

ÅGuide to: Staff training / orientation, goal identification, 
leadership engagement, workflow development; materials 
for each step

ÅMeet (virtually) with clinic champions 2-3x / month

ÅPeer-to-peer learning 

ÅMonthly feedback data 

Å{5I ΨǎǳƳƳŀǊȅΩ Ґ ¢ŀƛƭƻǊŜŘ Ǉƭŀƴ ŦƻǊ ŦǳǘǳǊŜ

Implementing Social Risk Screening: ASCEND
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ASCEND study ς main results
ÅSocial risk screening 2.5 times higher 

during intervention compared to pre-
intervention (significantly improved)

ÅBut impact not sustained post-
intervention 

ÅNo difference in referral rates 

ÅImplications: 
ÅDid intervention not adequately address 

barriers to sustained implementation? Was 6 
months not enough? 

ÅCHCs may struggle to meet social risk 
screening requirements without adequate 
support
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ASCEND study ς main results

ÅCHCs face barriers to implementing 
sustained social risk screening / referral-
making

ÅSubstantial ongoing support may be needed 
to implement this practice 

Å Implementation guide based on study 
findings to help clinics in these efforts 
Ąhttps://sirenetwork.ucsf.edu/guide-
implementing-social-risk-screening-and-
referral-making

Å Implementation approaches that support 
trust / trusting relationships are key

https://sirenetwork.ucsf.edu/guide-implementing-social-risk-screening-and-referral-making
https://sirenetwork.ucsf.edu/guide-implementing-social-risk-screening-and-referral-making
https://sirenetwork.ucsf.edu/guide-implementing-social-risk-screening-and-referral-making
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ÅEmerging evidence: internal and / or external assistance 
referrals can modestly improve health outcomes

ÅGottlieb et al 2017 evidence review found Assistance 
associated with improved: 

ÅChild health / health behaviors
ÅAdult physical health or quality of life
ÅAdult health-related behaviors (e.g., diet, smoking, and 

medication adherence)
ÅAdult mental health outcomes

ÅBut some studies found no significant health improvements 
associated with social risk intervention

ÅFan et al 2022 evidence review (Health Equity) also found 
mixed evidence on Assistance effects on health, health care 
costs, care utilization

What do we know about Assistance?
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ÅAssumption (per Gottlieb et al 2024): 
ÅScreen for social risks Ą refer patients with social risks to 

social services Ą patients receive social services Ą which 
help reduce or resolve social risks Ą changes in social risks 
will Ą improved health

ÅIs this true?
ÅMaybe, but no strong evidence yet supports this pathway 
ÅRather, emerging evidence suggests a more complex 

pathway linking social risk screening and outcomes
ÅNavigation (support accessing social services) may play a 

key role 

Gottlieb et al 2024, Milbank Quarterly

What do we know about Assistance?
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¢ƘŜǊŜ ŀǊŜ ōŀǊǊƛŜǊǎ ǘƻ ƛƳǇƭŜƳŜƴǘƛƴƎ !ǎǎƛǎǘŀƴŎŜ Χ

ÅPatients offered assistance interventions do not always want 

them 
ÅAlready tried them

ÅFear of stigma, discrimination re pursuing resource referrals due, e.g. 

due to immigration policies (Steeves-Reece, 2022)

ÅOur team found: 

Å79% of CHC patients with reported social risks declined referrals

ÅLikelihood of declining varied by # positive domains, gender, race / 

ethnicity 

ÅOthers found:

ÅFood insecurity referral acceptance: 21-90%, housing referral 

acceptance: 12-20% (De Marchis, 2020)

What do we know about Assistance?
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¢ƘŜǊŜ ŀǊŜ ōŀǊǊƛŜǊǎ ǘƻ ƛƳǇƭŜƳŜƴǘƛƴƎ !ǎǎƛǎǘŀƴŎŜ Χ

ÅWho do you refer to when social risk is reported?
ÅAre resources available?
ÅInadequate / restrictive community resources local to the 

patient?
ÅInaccessible resources, e.g., for patients with mobility / 

transportation barriers? 

ÅWho does the referring and when?
ÅStaff must have time, workflows to conduct referrals 

(which ǎǘŀŦŦΚύ Χ ŀƴŘ Ŧƻƭƭƻǿ ǳǇΣ ƛŦ ŘŜǎƛǊŜŘ
ÅStaff must know local CBOs and who they serve; and / or
ÅList of service agencies must be kept ǳǇ ǘƻ ŘŀǘŜ Χ 

What do we know about Assistance?
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¢ƘŜǊŜ ŀǊŜ ōŀǊǊƛŜǊǎ ǘƻ ƛƳǇƭŜƳŜƴǘƛƴƎ !ǎǎƛǎǘŀƴŎŜ Χ

Å Use Social Service Resource Locators?
Å Can be costly 

Å May not work well - depends on SSRL, region, how fast updated 

Å Low-cost SSRLs accessed outside of EHR; inefficient + requires user to know where located

Å EHR-based SSRLs 

Å Involve multiple steps / clicks

ÅPresent referral options - user needs to know how to choose

ÅReferral-making separate from documentation 

Å/.hǎ Ƴǳǎǘ ōŜ ǿƛƭƭƛƴƎ ǘƻ ŜƴƎŀƎŜ ΧΦ 

Å Iƻǿ ōŜǎǘ ǘƻ ΨŎƭƻǎŜ ǘƘŜ ƭƻƻǇΩΚ

Å CBO barriers Ґ ŎŀǇŀŎƛǘȅΣ ǘŜŎƘƴƻƭƻƎȅΣ ŜƴƎŀƎŜƳŜƴǘ Χ 

Å So clinics can not just use SSRLs b/c referrals require relationships with CBOs, and 

understanding how to best work with them for effective referrals, e.g., How best to send 

referrals? What capacity to address referrals? 

What do we know about Assistance?
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Resources for Assistance implementation

89

https://sirenetwork.ucsf.edu/tools-
resources/resources/community-resource-referral-
platforms-guide-health-care-organizations

Now being pilot tested

https://sirenetwork.ucsf.edu/tools-resources/resources/community-resource-referral-platforms-guide-health-care-organizations
https://sirenetwork.ucsf.edu/tools-resources/resources/community-resource-referral-platforms-guide-health-care-organizations
https://sirenetwork.ucsf.edu/tools-resources/resources/community-resource-referral-platforms-guide-health-care-organizations
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ÅSocial risk adjustments might include:

o Generic rxs, polypill, etc.
o Mail rx to home
o If transportation insecure: Follow-up care - pacing of 

visits, telehealth, etc.
o If houseless: avoid refrigerated medications
o If food insecure (DM): modify insulin doses based on 

monthly food benefit schedules

Å Nascent evidence: better clinical outcomes associated 
ǿƛǘƘ ŀŘƧǳǎǘƳŜƴǘǎ Χ .ǳǘ ŀŘƧǳǎǘƳŜƴǘǎ ƻŎŎǳǊ ғнр҈ ƻŦ ǘƘŜ 
time in diverse settings

Å How best to present social risk information to increase 
adjustments?

Å Might EHR-based tools help? E.g., reminders, 
ǎǳƳƳŀǊƛŜǎΣ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎΚ Χ  

What do we know about Adjustment?
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ÅDo social risks influence safety net primary care 
ŎƭƛƴƛŎƛŀƴǎΩ ŘŜŎƛǎƛƻƴǎ ŀǘ ǘƘŜ Ǉƻƛƴǘ ƻŦ ŎŀǊŜΚ IƻǿΚ 

ÅSurvey: 38 CHC clinicians at point of care 

ÅSocial risks reported to influence care in 35% of 
surveyed encounters 

ÅSources of information on social risks: 
Åconversations with patients (76%)
Åprior knowledge (64%)
ÅEHR (46%)

ÅSignificantly more likely to influence care among 
male and non-Englishςspeaking patients, and those 
with discrete screening data in the EHR

What do we know about Adjustment?
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Contextualized care in CH/ǎΩ Electronic health Records (COHERE)
Å5-year study funded by National Institute on Minority Health and Health Disparities

ÅCo-PIs: Laura Gottlieb, MD, MPH (UCSF); Rachel Gold, PhD, MPH (Kaiser Permanente Center for Health Research, OCHIN)

Å1st trial to develop CDS for social risk-informed care, assess impact on provider behaviors, provider / patient satisfaction, 

health outcomes 

ÅStudy conducted in the OCHIN network of community health centers 

How Best to Support Adjustment Activities?

Study Goal

Develop & test clinical decision support (CDS) tools that 
ǊŜŎƻƳƳŜƴŘ ŎŀǊŜ Ǉƭŀƴ ŀŘŀǇǘŀǘƛƻƴǎ ǘƘŀǘ ŀŎŎƻǳƴǘ ŦƻǊ ŀ ǇŀǘƛŜƴǘΩǎ 

social risks
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ÅThrough which pathways do social risk screening, referrals 
impact health outcomes? 

ÅWhich approaches to addressing social risks are most 
effective for which patients?

ÅWhat methods for conducting social risk screening, 
referrals, navigation are most effective in CHCs?

ÅPotential harms of social risk screening?

ÅHow much impact can screening have (or be expected to 
have) given inadequate US funding of social services?

What do we still need to know? 
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Rachel Gold, PhD, MPH 

rachel.gold@kpchr.org 

Thank you! Questions?

mailto:rachel.gold@kpchr.org


BREAK
10:15am-10:30am



Network for Community-
Engaged Primary Care Research 
(NCPCR)Engagement Session

Facilitated by: Anne Gaglioti, Mitchell Blount, 
Megan Douglas, Anna Templeton, and

Denita Walston



Two 
ConcurrentEngagement 
Stations

1. Patient Advisors: Young Room

1. FQHC and PCA Advisors: 
Turner Room



Engagement Session Schedule:

Time  Young Room: Patient Advisors Room: Turner PCA and FQHC Advisors

10:30-11 
am

RCT Recruitment Material
Denita and Mitchell

RCT Data Infrastructure
Megan and Anne

11-11:30 
am

CDC CapacityBuilding
Megan and Anne

RCTRecruitmentMaterial  
DenitaandMitchell

11:30-
12pm

Recruitment Infrastructure
Anna and Phoebe

CDC Capacity Building
Megan and Anne



NCPCR RCT Recruitment and Informational 
Materials: Patient Feedback

ÅWhat types of informationon social drivers of health (SDOH)screening is most 
important to share when we talk about recruiting patients to participate in a 
study on screening and referral for social drivers of health?

ÅWhat formats would be best to share this information?

ÅWhat materials would be helpful related to chronic conditions, community health 
workers in relationship to SDOH screening?



NCPCR RCT Data Infrastructure: 
FQHC and PCA Feedback

Å Is your FQHC a member of a health center-controlled network oranother centralized 
networkǿƘƛŎƘ ŀŎŎŜǎǎŜǎκƘƻǳǎŜǎ ȅƻǳǊ ƘŜŀƭǘƘ ŎŜƴǘŜǊΩǎ ŘŀǘŀΚ 
Å PCA: What percentage of your FQHCs are members of ahealth center-controlled network or another centralized 

network which accesses/houses yourƘŜŀƭǘƘ ŎŜƴǘŜǊΩǎ ŘŀǘŀΚ

Å What EHR does your health center use, or whatEHRs are used by FQHCmembers of your 
PCA?
Å PCA: Is there a predominant vendor used by FQHCs in your state?

Å Can your health center send patient-level deidentified data from a SQL database to a 
centralized data warehouse? What percentage of health centers in your statehave the ability 
to send patient-level deidentified data from a SQL database to a centralized data warehouse?
Å If you do not have access to your EHRs SQL database, are you able to export data directly from the EHR or do you need to 

contact your EHR vendor for data extracts?
Å Data types include, but are not limited to: patient demographics, encounters,labs/test, vitals, encounter findings, SDOH 

data



NCPCR RCT Data Infrastructure: 
FQHC and PCA Feedback (cont.)

ÅDo you have a dedicated Data Specialist or Business Intelligence Team who can pull and 
share patient-level EHR data from a SQL database? What percentage of health centers in 
your PCA have a dedicated data specialist who can pull and share patient-level EHR data 
from a SQL database?
ÅWhat is the capacity of these team members to participate in additional projects?

ÅHas your health center, or PCA members utilized a SFTP (Secure File Transfer protocol/SSH 
File TransferProtocol) for transferring EHR data securely?
Å If not, what platforms have you used to transfer EHR data securely? (i.e., OneDrive, Encryptedemail, etc.).

ÅAre there other data sharing/capacity issues we should be considering?



CDC Proposal Feedback:
PCA and FQHC Advisors

Å Is a capacity-building assistance (CBA) program like this needed?

ÅWould a community of practice among FQHCs focused on screening for social risks, referral for social services, and building 
community coalitions be an appropriate model?
Å Would a different model of CBA be better? Ex: training/fellowship, technical assistance, materials development

ÅWould participation incentives be necessary? 
Å If so, what types of incentives? Gift cards to participants, MOU arrangement with health center, support for QI project, something else?

ÅStrategic Areas: 
Å Organizational Capacity/Performance Improvement
Å Workforce
Å Data Modernization/Informatics/IT

Å Partnership Development & Engagement
Å Policy & Programs

ÅPriority topics
Å Screening ς tools, processes, workflows, patient engagement

Å Referral ς resource identification, community capacity, patient support, closing the loop
Å Community Partnerships ς policies/processes, models
Å System-level change/advocacy

ÅWould you be willing to provide a letter of support?



NCPCR RCT Recruitment and Informational Materials:
FQHC and PCA Advisor Feedback

ÅWhat materials do you currently have/use to support both providers and patients with 
SDOH screening and referral? 

ÅWhat additional resources are needed to support recruitment for a study that tests a 
CHW-led model for screening and referral for social needs?

ÅDo you think clinicians and FQHC staff would need some level setting/academic detailing 
on SDOH screening and referral if participating in the project?
ÅIn what format? (video, podcast, webinar, practice facilitation)

ÅWhat materials would be helpful related to:
ÅThe relationship between SDOH and chronic conditions and CHW navigation



Recruitment Infrastructure: 
Patient Advisor Feedback

Å What do you think about research in health centers? About research or clinical trials in your network/health center?

Å What experiences have you had being recruited for research, especially clinical trials? What did you consider as making 
recruitment successful? As making participation successful?If you have not, why?

Å LŦ ȅƻǳΩǾŜ ǘŀƪŜƴ ǇŀǊǘ ƛƴ ŀ ǎǘǳŘȅ ƻǊ ǿŜǊŜ ōŜƛƴƎ ƛƴǾƛǘŜŘ ǘƻ ǘŀƪŜ ǇŀǊǘΣ Ƙƻǿ ǿƻǳƭŘ ȅƻǳ ƭƛƪŜ ǘƻ ōŜ ƛƴǾƛǘŜŘΚ Iƻǿ ǿƻǳƭŘ ȅƻǳ ƭƛƪŜ ŀ 
study team to reach out to you and what information or resources would be helpful for you?

Å What do you think are some of the limitations or challenges inherent to recruiting in primary care and community health 
center settings? Patient populations?

Å Are there other questions we should be asking? People we should be talking with? Approaches we should consider?



CDC Proposal Feedback:
Patient Advisors

ÅIs a capacity-building assistance (CBA) program like this needed?

ÅWould a community of practice among FQHCs focused on screening for social risks, referral for 
social services, and building community coalitions be an appropriate model?
ÅWould a different model of CBA be better? Ex: training/fellowship, technical assistance, materials development

ÅWhat CBA might FQHCs need to inform, engage, and serve patients with social needs?
ÅEducation/information materials ς what do patients know/think when asked about social risks?
ÅCommunity profiles ς what are most common social needs in the community and what resources are 

available?
ÅReferral/access to services ς how can FQHCs support/help patients navigate access to and receipt of social 

services?
ÅProcesses/workflows ς who should ask the questions and when? What does the FQHC do with the 

information?
ÅOther?

ÅWould you be willing to provide a letter of support?



Lunch Break!!!!
12:00pm ς 1:00pm



Intersections: At the Crossroads of 
Substance Use and Medicine

James Campbell, LPC, LAC, MAC, AADC
Training and Technical Assistance Manager

Southeast ATTC
Morehouse School of Medicine



Intersections: 
At the Crossroads of Substance Use 
and Medicine

James Campbell, LPC, LAC, MAC, AADC



Technology Transfer 
Centers (TTC)



SOURCES: Smith & Jones, 2020; Alcott et al., 2018; Bravo, 2014.



Purpose

The purpose of the Technology Transfer Centers (TTC) program is 

to develop and strengthen the specialized behavioral healthcare 

and primary healthcare workforce that provides substance use 

disorder (SUD) and mental health prevention, treatment, and 

recovery support services. 

Help people and organizations incorporate effective practices into 

substance use and mental health disorder prevention, treatment and 

recovery services.

SOURCES: Smith & Jones, 2020; Alcott et al., 2018; Bravo, 2014.



Each TTC Network Includes 13 Centers*

ÅNetwork Coordinating Office

ÅNational American Indian and Alaska Native 

Center

ÅNational Hispanic and Latino Center

Å10 Regional Centers (aligned with HHS 

regions)

*ATTC Network also includes 
 4 international HIV Centers funded by 

 the Presidentôs Plan for AIDS Relief



Southeast Addiction Technology Transfer Center is 

housed within the National Center of Primary Care 

at Morehouse School of Medicine.



xyz



How does substance use disorder connect 
with healthcare?

ÅThe correlation between substance use and health

ÅThe correlation between substance use and emergency rooms

ÅMedical Language



How does substance use disorder connect 
with healthcare?

ÅThe correlation between substance use and health

ÅThe correlation between substance use and emergency rooms

ÅMedical Language



SUDs as a Lifestyle Related Health Problem



[ŜǘΩǎ ƭƻƻƪ ŀǘ ŀƴƻǘƘŜǊ ŜȄŀƳǇƭŜΦ

Heart disease.
ÅHas a genetic pre-disposition.

ÅInvolves choices we make.

-Choices are impacted by 
social influences.

-Choices are impacted by 
psychological influences.

ÅWhen Biology and choices meet, 
there are predictable outcomes.


