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Measuring Patient Social Risk to Drive Care Transformation: 

 The PRAPARE Experience 

Introduction 

The health care sector has continued to recognize the need to confront the social determinants of health 
(SDOH) that overwhelmingly affect health outcomes and health care costsi. Data on patients’ social needsii 
help providers and care team members to take action on patients’ needs, which is increasingly imperative 
as the health care sector transitions to value-based models of care. Social risk data should be standardized 
across providers, clinical settings, electronic health record systems, and communities in order to facilitate 
data aggregation and analysis. Together, it can inform population health planning and management, 
community resource investments, and policy and payment models that incentivize and sustain upstream 
work.iii  Social risk data should also be stored and accessible within Electronic Health Records (EHRs) in 
order to promote the clinical utility of  data that can be applied  for systems-level change.iv Standardized 
patient social risk data maintained by health information systems is particularly important for Federally 
Qualified Health Centers (FQHCs). During a 2011 convening of health center and SDOH experts, it was 
recommended to create and promote a standardized SDOH risk and asset assessment for each patient, to 
be used as a routine part of patient assessment and care through clinical data systemsv. 
 
FQHCs make up the nation’s largest network of primary and preventive care, with more than 10,000 sites 
serving more than 28 million patients with disproportionately high levels of socioeconomic and health 
care needs. vi  FQHCs have long embedded social services into their care models and recognized the need 
to document data to drive socioeconomic and environmental conditions “upstream” to ultimately 
influence characteristics that manifest further “downstream,” such as health behaviors, health conditions, 
and health outcomes 4,5.  
 
FQHCs lacked a standardized approach to document and store patients’ socioeconomic needs, as well as 
tools that accelerate implementation and data use for action. In 2013, the National Association of 
Community Health Centers, the Association of Asian Pacific Community Health Centers, the Oregon 
Primary Care Association, and the Institute for Alternative Futures (the National PRAPARE project team) 
partnered together to develop, test, and spread a national, standardized, patient-centered social 
determinant of health assessment tool known as the Protocol for Responding to and Assessing Patients’ 
Assets, Risks, and Experiences (PRAPARE). 
 
This paper will present findings from a national feasibility study for implementing PRAPARE in seven health 
centers across four states using four different EHR systems and clinical workflows. It will describe the  
evidence-based and stakeholder-driven development process, how it balanced both validation and 
vetting, and how it ensured that standardized SDOH data collection at the patient-level in clinic workflow 
was both feasible and impactful. 
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Methods 

PRAPARE was developed through five phases over three years. 

Phase I. Development of PRAPARE Domains and 

Principles for Implementation  

To reach consensus on the tool’s social risk 

domains (not specific questions or measures), 

the National PRAPARE project team began the 

process with a literature review to identify social 

factors closely associated with high cost and poor 

health outcomes. In addition to the literature 

review, national initiatives related to SDOH were 

monitored to ensure that PRAPARE included 

priority domains that were applicable to a 

majority of healthcare organizations and 

stakeholders.1  As a result of the literature review 

and alignment with national initiatives, 17 social 

determinants of health domains were identified 

to include in the patient risk assessment tool.  

As part of Phase I, a weighted scoring system was 

developed to determine which social domains should be included in the screening tool. The weighted 

scoring criteria included: 

1. Alignment with national initiatives 

2. Evidence of correlation with higher healthcare outcomes and costs resignation as relevant and a 

priority to health center staff and patients 

3. Burden of data collection 

4. Actionability 

5. Sensitivity2 
PRAPARE partners examined how best to design PRAPARE while simultaneously determining its content. 

An environmental scan of existing SDOH and patient risk assessment tools was conducted to learn more 

about best practices in measuring socioeconomic risks, engaging patients, and capturing and storing data. 

Over 52 tools were identified and analyzed from this environmental scan. Interviews were conducted with 

28 of the tools’ developers and users to learn more about their development process and how they were 

used.  

 
1 Monitored national initiatives include Healthy People 2020, ICD-10’s list of Z-Codes for socioeconomic measures, 
the National Institute of Health and Society of Behavioral Medicine’s research on psychosocial factors, the National 
Academy of Medicine’s guidance on the capture of socioeconomic data for meaningful use, and the National 
Quality Forum’s recommendations as to which sociodemographic factors should be included for risk adjustment. 
 
2 i.e., is the social determinant domain sensitive such that patients and staff would feel comfortable disclosing and 
discussing needs. 

https://www.healthypeople.gov/2020
https://www.cms.gov/Medicare/Coding/ICD10
https://watermark.silverchair.com/19-4-575.pdf?token=AQECAHi208BE49Ooan9kkhW_Ercy7Dm3ZL_9Cf3qfKAc485ysgAAAs0wggLJBgkqhkiG9w0BBwagggK6MIICtgIBADCCAq8GCSqGSIb3DQEHATAeBglghkgBZQMEAS4wEQQM9iyDImqoBk12-4PxAgEQgIICgIiDt-h_SINvT-MdUn7Tf1Y_9ay7flt07cdvqFh0zXTfQLJ3y6PJlzeb3WN7hAjfyW59l8Sbdimkyr0M1HX22IzZcm0p5g1wFAd0rxp6fA56ElO_qR5Ujm45hg70aj5P4K3zvTMhATqSBJzVVu9cjwDgOuizvGitj3OZOmcHfzmTN4o8dHcfUDIca73EO0jviQMBgGHRXhuy9g1JVpma4-XjtlBxSicfC32Mm2oq3wqoXuQBQlgZ6l4j_Hp80E0bNYAOr0Ys3qxTLKYnnIq8ku8jYnvU283DQ7ENAr3Pn5DIdbcGurPAPzJ8rvfE-7d3wtAzjPCRI1ChZOXMlSvf9kNPtIBcMfPGvlCv5RyiY-L-eW7PZx1GVxorsox5cHsRg-Nd-pc-2umFmeaiy8-Bq8Uhmv2BWFfgd0SvAc06OZa96sjBNiFoge51vGCnDjMnc7OUVWhCcuaMhMc2w9bfsZRm-3-wJrz_FZZTi4N-hyXTs5YHTuFf-5ViGAM_wKYoNh9NaItCT228etQcXM8MwL52eDCKrmgw2etvDt0PPtXGalJNV6s2JxfjIoGeABKxBWEpy0P5pr7hioZpfcrGHQnWBhNv3rOzAXBn_QdNvYj477vbB2ycCPsh8VG-wD1T-DOiMU7B0Jy0oJJSNqs-P56RdiOg-oas1SQzKI1X6yDrYZ-Xi84Wzt7nFzKP2TbjNQ8JKdFUsN8ySu4e2F-VaqhtM1IoMW2sKk0z7KRM6uxFEUyKvRsRAgwTMNdeK4QeQSKsjpmyE1UvXM-aW6WkjYD5C8cCU_J7Rm6Tv38Gw1Y3fn5OH7GQD8SZnMF7SqsrtnDtRnFeHE3dsDcUmvcU8hg
https://www.nap.edu/catalog/18951/capturing-social-and-behavioral-domains-and-measures-in-electronic-health-records
https://www.nap.edu/catalog/18951/capturing-social-and-behavioral-domains-and-measures-in-electronic-health-records
https://www.qualityforum.org/Publications/2014/08/Risk_Adjustment_for_Socioeconomic_Status_or_Other_Sociodemographic_Factors.aspx
https://www.qualityforum.org/Publications/2014/08/Risk_Adjustment_for_Socioeconomic_Status_or_Other_Sociodemographic_Factors.aspx
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The environmental scan revealed the following: 

1. No national standardized patient-level social determinant of health assessment tool existed at the 

time in 2014 

2. Most social determinant assessment tools were “home-grown” in that they were developed and 

used only by that organization based on their own priorities and perceived community needs 

3. Only a few tools had been formally validated for feasibility and outcomes 

4. Most social determinant assessment tools solely existed on paper—they were not built into 

Electronic Health Records (EHRs) or technological platforms to facilitate better data collection and 

analysis.  
 

Phase I. Stakeholder Engagement and Expert Braintrust Panel 

Throughout the development process, a diverse group of 

stakeholders were engaged to inform the design of 

PRAPARE, the development process, and to review and 

refine the tool. In the early stages of tool development, a 

group of 20 individuals representing a wide range of 

stakeholder perspectives participated in the “PRAPARE 

Braintrust” to help prioritize measures and domains and to 

guide the PRAPARE development and testing process. The 

PRAPARE Braintrust included FQHC clinicians, community 

health workers, patients, researchers, payers, experts in 

social determinants of health, public health, informatics, 

payment, and policy, as well as representatives from 

federal agencies such as the Centers for Medicare and 

Medicaid Services (CMS) and the Health Resources and 

Services Administration (HRSA).  

FQHC clinicians, leaders, and patient board members were 

also engaged throughout this process to ensure that 

PRAPARE focused on social needs that were important to health centers and their populations while also 

balancing the burden of collecting additional data. A survey was administered to health center clinicians 

and leaders to provide insight into which SDOH needs were considered most important, which of them 

were potentially sensitive for patients, and which of them were most actionable (N=84). Towards the end 

of 2014, members of the Braintrust and other stakeholders were brought together for an in-person 

meeting to review and refine the PRAPARE domains, questions, protocol, and to strategize ways to 

implement PRAPARE in different clinic workflows. 

Phase II. Usability and Acceptability Testing 

Before piloting, PRAPARE was reviewed and revised by a health literacy expert to reach a 4.5 readability 

level or a 4th – 5th grade reading level, thereby ensuring individual questions could be understood by most 

health center patients when self-reporting. This revised version of PRAPARE was used to perform cognitive 

testing with small groups of 10 patients and staff at seven health centers to ensure both staff and patients 

understood the questions and felt comfortable discussing the questions. Results from cognitive testing 
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demonstrated that PRAPARE was understandable and sensitive enough for patients to answer 

comfortably.  

Phase III. Piloting PRAPARE in Clinical Workflow and Electronic Health Records (EHR) 

Once the paper version of PRAPARE was developed, the national PRAPARE project team led a year-long 

implementation pilot as part of a national PRAPARE Learning Collaborative. The four participating teams 

were selected based on a competitive application process and included seven health centers across four 

states (Hawaii, Iowa, New York, and Oregon), three health center networks, a state primary care 

association, and a managed care plan. Teams brought design expertise in four different EHR systems 

commonly used by health centers, including eClinicalWorks, Epic, GE Centricity, and NextGen. The 

consensus-driven process of refining PRAPARE and developing EHR templates followed best practice 

guidelines for developing technological tools.vii Participating health centers represented both urban and 

rural locations (four urban and three rural) and different patient population sizes, ranging from 10,000 to 

over 150,000 patients, with an average size totaling around 45,000 patients (median of 26,000). 

Over the year-long Learning Collaborative in 2015, implementation teams met monthly with national 

PRAPARE project staff for didactic instruction and shared learning on key focus areas, with monthly 

homework assignments that centered on the development and testing of key resources necessary for 

PRAPARE implementation. Monthly reports assessed progress on key milestones, best practices, 

facilitators for success, challenges and solutions, and remaining needs. Site visits were also conducted to 

witness PRAPARE data collection workflow, to better understand how PRAPARE data was being 

incorporated into the care delivery model, to gather feedback from staff and patients, to provide on-site 

assistance, and to identify strategies and best practices. 

The first six months of the Learning Collaborative focused on developing and testing all of the resources 

necessary for implementation, such as: 

1.  Change management plans inclusive of the key roles for IT staff, clinical staff, non-clinical staff, 

and leadership 
2.  EHR template specifications and functionalities (including user visualization and reporting 

requirements, data requirements, data collection and decision support triggers, performance 

requirements, and workflow requirements) 
3. Workflows for data collection based on PDSA tests of the paper tool 
4. Data dictionary and mapping document that crosswalks data currently being collected with 

PRAPARE data to avoid data duplication 
5. Staff training curriculums and data collection protocol manual to guide staff in patient-centered 

approaches for PRAPARE social determinant data collection inclusive of workflows, EHR inputs, 

sensitivity training, and best practices.  
 

Once these resources were developed, teams tested the feasibility and workflows by collecting PRAPARE 
data on a representative population of at least 400 patients over a period of 3-4 months to enable 
meaningful pilot analysis. During this time, teams gathered data, validated the data and the data collection 
process with staff and patients, evaluated workflows, tested interventions to respond to needs identified, 
and documented implementation best practices and lessons learned. 
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In the final months, the implementation teams submitted PRAPARE data on 2,982 adult patients 

collectively using a standardized PRAPARE data reporting template for aggregated data analysis. The 

reporting template collected raw frequency measures for each social determinant to demonstrate the 

prevalence of social determinants in the population of focus. In order to tally the number of social risk 

factors patients faced, population characterization measures were also collected. The average sample size 

of data submitted for each team was 746 patients, ranging from 438 to 1,152 patients. Pilot teams also 

completed a 21-question process evaluation survey designed to capture clinic staff process and 

experience using PRAPARE.  

Phase IV. PRAPARE Tool Refinement 

At the end of the pilot period, the National PRAPARE project team met in-person with the pilot teams to 

present and validate data findings of socioeconomic needs in their populations, distill implementation 

promising practices and lessons learned, discuss revisions to the tool based on findings and feedback from 

the piloting health centers, and brainstorm necessary resources and infrastructure to ensure the 

successful spread of PRAPARE. At this meeting, the group decided to revise PRAPARE in the following 

ways:  

1.  Make the response choices fewer and more generalized to allow for easier data capture with 

optional follow-up for more detailed granularity 
2.  Add clarifying definitions for a few of the PRAPARE measures (e.g., agricultural worker, housing 

measures on homelessness, etc.) 
3. Revise the housing and transportation questions to better capture the various aspects of need  

Adding additional questions was discussed, but the concern of additional data burden outweighed the 

preference for additional questions. This revised version from 2016 became the final PRAPARE tool used 

today that contained measures on the following core domains: race, ethnicity, agricultural worker status, 

veteran status, limited English proficiency, housing status, housing stability, neighborhood, education, 

employment, insurance status, income, material security, transportation, social isolation, and stress. 

PRAPARE also includes four optional measures on the following domains: incarceration history, refugee 

status, physical and emotional safety, and domestic violence.viii 

Phase V. Validity Testing 

In a subsequent analysis, one health center’s patient-level data was evaluated for internal consistency 

reliability, using both Cronbach’s alpha and the greatest lower bound (GLB) ix,x. The Cronbach’s alpha was 

0.86, and the GLB 0.935, indicating good to excellent internal consistency reliabilityxi. Through known-

groups validity testing with groups of patients with controlled and uncontrolled diabetes and 

hypertension, our analyses indicated that patients with uncontrolled diabetes were at significantly higher 

risk compared to patients with controlled diabetes with respect to PRAPARE clusters of Social Background, 

Social Insecurities and Insurance/Employment. Patients with uncontrolled hypertension were at 

significantly higher risk compared to patients with controlled hypertension in terms of Social 

Insecuritiesxii,xiii. 

The Importance of Balancing Validation with Vetting 

When developing patient risk assessment tools that cover sensitive topics, it is important to balance 

validation with vetting to ensure that stakeholders are engaged and that measures are tested with 
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different populations. This is especially true with structurally marginalized populations as previously 

validated measures are often only validated for research but not validated or acceptable for clinical carexiv 

or for structurally marginalized populations. Evaluating measures’ specificity and sensitivity is an 

important part of the validation process, but it is also important to consider the vetting of measures, 

feasibility of implementing measures, and scalability of measures. Validated tools or measures are not 

necessarily scalable if respondents either do not understand the measures or do not feel comfortable 

answering the questions.  

Results 

Quantitative Analysis  

Results from the PRAPARE pilot quantitative analysis revealed that most patients tended to face 4 – 9 

social determinant risks, with the average number of socioeconomic risks per patient being 6.3.  However, 

the range of risks per patient stretched from 1 to 21 risks, with more complex patients tending to face 

upwards of 11 social determinant risks. Almost 100% of patients (99.9%) had at least one social risk factor. 

The most prevalent number of risks per patient was 5 risks, with 23% of the pilot population facing 5 social 

risks. These results and analyses are discussed further in a manuscript titled “Collecting Social 

Determinants of Health Data in the Clinical Setting: Findings from National PRAPARE Implementation. 

Journal of Health Care for the Poor and Underserved”.xv   

Qualitative Analysis 

Results from the pilot process evaluation revealed that PRAPARE was easy to administer and could be 

implemented using a variety of different workflows and staffing models (Figure 1). The mean 

administration length as reported by staff in a health center pilot survey was 9 minutes.  

Despite the workflow used, organizations found it imperative to provide patient-centered messaging 

around the purpose of the conversation and screening, how information would be stored and protected, 

and how information would be used to inform care and services provided. With patient-centered 

messaging, patients felt comfortable answering the questions and appreciated the opportunity to tell 

their story so as to not be viewed solely as health conditions, or “non-compliant” patients. These findings 

align with experiences of other social determinant screening tools.xvi  In fact, PRAPARE revealed that 

screening for social needs in itself is an intervention via conversing about socioeconomic challenges in a 

patient-centered way shown to be therapeutic for patients. This finding coincides with other research on 

how patients’ outcomes improved simply by discussing them with care team members.xvii 
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Figure 1: Staffing Models for PRAPARE Implementation 

 

For staff, PRAPARE created awareness of patients’ socioeconomic circumstances and how that may affect 

their health behaviors and outcomes. Having patient-centered conversations and developing a more 

comprehensive understanding of patients’ life circumstances aided in building relationships between 

patients and staff as well as between healthcare organizations and community social service providers. 

As a result of their involvement in PRAPARE, many different types of staff became motivated to address 

SDOH to provide patients with the services that they needed. In many cases, PRAPARE improved both 

patient satisfaction as well as staff satisfaction because patients were able to receive needed services, 

staff had a greater role in impacting the lives of their patients by addressing their socioeconomic needs, 

and providers appreciated being able to focus on clinical treatment plans that were not impeded by social 

risk factors. At an organizational level, PRAPARE demonstrated patient complexity, often shedding light 

on new needs the organization was not aware existed in their patient population, which is consistent with 

other research findings.xviii  

Impact by Level of Change  

PRAPARE has shown a significant impact with early implementers and led to immediate action at the 

patient, health center, and community-levels (Figure 2). Some organizations have used PRAPARE data to 

update their community resource lists and to build services in-house to address identified needs, ranging 

from clothing closets, food banks, hygiene kits, mobile shower units,xix,xx exercise classes,  and farmers 

markets.xxi These findings build on previous research that highlight the extent of resources and services 

that can be provided to address social risks on-site in the clinical setting by organizations who wish to do 

so.xxii  Many organizations incorporated PRAPARE data into their care team meetings to inform patients’ 
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treatment plans.  Other organizations have used PRAPARE data to establish or strengthen partnerships 

with community-based organizations and social service organizations to provide needed services, such as 

housing, food, transportation, and more. Several organizations have used PRAPARE data in regional or 

state coalitions to advocate for more community investment or more services for upstream change. 

Increasingly, health centers, health systems, health plans, and states are using PRAPARE data to stratify 

their populations according to their clinical and non-clinical risks to inform population health management 

and best practices for caring for complex patients. PRAPARE social risk data is increasingly being used to 

drive delivery system transformation and payment models that incentivize upstream interventions and 

cross-sector collaborations to address socioeconomic needs.  

Figure 2: PRAPARE’s Impact by Level of Change  

 

Health centers encountered some challenges in collecting patient-level data on social needs in the care 

setting. It required staff time and capacity—often on activities that are not currently reimbursable—and 

could lengthen visit time depending on the workflow chosen and the extent of a patient’s needs. Staff 

turnover is an evergreen issue, so health centers quickly learned to involve a team of staff in PRAPARE 

data collection and action efforts to ensure sustainability despite turnover. There was also a concern 

about the ethics of screening for patient social needs when the organization has no means of addressing 

needs identified—a concern documented in other research.xxiii  However, health centers discovered that 

patient-centered messaging around using this data to inform care and services that can be provided now 

or in the future helped to quell those concerns for both staff and patients. Relatedly, staff can experience 

an emotional burden by engaging in sensitive conversations on difficult life experiences, so it is important 

to have support systems in place for staff, such as self-care promotion with passes for therapy, gym, 

and/or yoga sessions, private rooms to decompress or meditate, or group discussion opportunities to 

reduce feelings of isolation.  

Challenges can exist within individual EHR templates depending on the development and deployment 

processes.xxiv  An increasingly common challenge is the burden of collecting similar data for various state, 

federal, and project initiatives that could lead to duplication of data and of staff’s time. Health centers 

were taught by the national PRAPARE project team to map these data requirements to see when, where, 
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how, and by whom each data element was collected. Mapping these data collection elements would allow 

users to see if any overlap could be aligned, especially since many initiatives’ data reporting requirements 

were on paper only. Alignment of data elements with PRAPARE and the PRAPARE EHR template helped 

to facilitate the data capture and storage of these data elements and added value to these other initiatives 

by making the data more actionable and useful for the organization rather than simply collecting data for 

reporting purposes. 

Resources to Support Implementation 

Throughout the pilot, the PRAPARE project team harvested best practices, lessons learned, and resources 

that were packaged into the PRAPARE Implementation and Action Toolkit. The Toolkit, released in 2016, 

was the first of its kind to provide guidance on how to best collect and act on standardized SDOH data. 

Today, the PRAPARE Implementation and Action Toolkit (available for free at www.prapare.org) contains 

ten chapters that walk through  SDOH data collection strategies,  how to engage stakeholders, develop 

workflow models, use the PRAPARE EHR templates, map social risks to standardized data codes, evaluate 

and analyze data, build capacity to respond to identified needs, and track non-clinical services and 

referrals.  Since 2016, the National PRAPARE project team has updated and expanded the toolkit and 

translated the PRAPARE paper tool into twenty-six (26) languages. More resources for implementation 

can be found on the PRAPARE website (www.prapare.org).  

Discussion 

PRAPARE’s extensive development, testing, and vetting process led to its unique features. For example, 

PRAPARE is standardized and coded to align with ICD-10 and LOINC codes, thereby better enabling data 

aggregation across settings. It is also flexible and designed to fit in a variety of workflows. PRAPARE is 

evidence-based and stakeholder-driven given it was informed by research yet designed and tested by 

health center users. It is standardized but flexible, allowing for a conversational approach to discovering 

patient needs, rather than rigorous research. 

Today, PRAPARE is used by thousands of organizations in every U.S. state and even across the globe. It is 

the dominant standardized social risk screening tool used by FQHCsxxv  and is rapidly growing in use among 

hospitals, health systems, health plans, Medicaid agencies, social service organizations, and more. It is 

also informing and supporting national efforts such as the CMS Accountable Health Communities, Office 

of Minority Health, and American Academy of Family Physicians. With this spread, organizations now have 

data on millions of patients regarding their socioeconomic needs and circumstances that can be harnessed 

to provide more appropriate care and to inform upstream transformation. 

The Importance of Balancing Standardization and Flexibility 

Another major finding is the need to balance standardization with flexibility in implementation. Findings 

from the national PRAPARE pilot demonstrate that standardization of the risk is more practical than 

standardization of the question. This allows for standardized data aggregation and analysis while at the 

same time allowing care team members to engage patients using empathic inquiry, and motivational 

interviewing approaches rather than a standard and static question and answer approach, which is less 

likely to build the patient-provider relationshipxxvi.  

Standardization can be further advanced by using the standardized codification systems (e.g., ICD-10, 

LOINC, SNOMED) that are mapped to PRAPARE while still allowing care team members to utilize a patient-

http://www.prapare.org/
http://www.prapare.org/
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centered approach. Similarly, it is important to have a national standardized tool to collect comprehensive 

data on social needs but allow options for granularity depending on community needs and resources. To 

meet this need, PRAPARE was purposefully designed to be more general and high-level as a “conversation 

starter” while allowing for granularity into specific needs or risks to best target care and interventions as 

needed.  

The Importance of Using Patient-Centered Approaches When Discussing Socioeconomic Circumstances 

PRAPARE’s success also points to the significance of collecting social risk data in the care setting in a 

patient-centered way, particularly as a method to build trusting relationships, engage patients in an action 

plan to access available community resources, and add value to the patient’s care plan. When collecting 

sensitive information in the care setting that open people up to vulnerability, it is important to have 

patient-centered approaches that emphasize sensitivity, compassion, respect, and patient empowerment 

(such as empathic inquiry or motivational interviewing). It is also important to use patient-centered 

messaging that explains the purpose of the data collection, how information will be protected, and how 

information shared will be used to inform care and services. This messaging will help to build trusting 

relationships between patients and care teams.  

Conclusion 

PRAPARE’s use for meaningful action demonstrates that screening tools that identify and document 

patient needs in a patient-centered way can be effective and usefulxxvii for individual patient care, 

population health management, and upstream change. PRAPARE’s use proves that data are foundational 

to advance change at multiple levels, including the individual level, the organizational/population level, 

the community level, and the larger system-level. Documenting the non-clinical complexity of patients 

can inform risk adjustment methodologies while documenting the effectiveness of non-clinical 

interventions can inform alternative payment methodologies for delivery system transformation.  

The PRAPARE experience also builds the evidence base on how to successfully screen for and act on 

patient SDOH needs. Providers seek SDOH screening tools that allow for flexibility in implementation, 

support them in successfully engaging patients on sensitive issues in patient-centered ways, are not 

burdensome, and can be aggregated across patients and settings to inform population health as well as 

delivery system redesign and payment models.  

Health centers’ comprehensive model of care and community partnerships, common mission to improve 

population health, and diverse health information systems make them ideal testing grounds for 

strategies to document, store, aggregate, analyze, and apply standardized patient-level data on health-

related social risks. Lessons learned within health center settings could inform other systems of care 

working towards whole person models of care.  

The PRAPARE experience demonstrates the feasibility of standardized SDOH data collection in multiple 

clinical workflows and the actionability of SDOH data to accelerate change for impact and population 

health management. The success of PRAPARE in terms of its wide dissemination and use proves that 

validation alone is not enough when developing standardized patient-level SDOH assessment tools. 

Rather, it is equally important to engage the community of stakeholders and end-users to inform, vet, and 

test tools and resources to ensure that they are patient-centered, feasible, and actionable. PRAPARE and 

its supporting resources can serve as a patient-centered model for other providers and practices 
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interested in collecting and applying standardized data on the SDOH to inform care and community 

transformation.  
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